
research on the impact of the TOPCAT2 pilot programme is
warranted.
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Fluid on the chest

A 29-year-old man was referred from clinic complaining of wor-
sening dyspnoea, chest pain and weight loss for 1 month. He
was HIV positive on antiretroviral medication.

On arrival in our emergency department he was markedly
dyspnoeic with a respiratory rate of 42 breaths per minute.
Pulse rate was 150 and blood pressure was 90/52 mm Hg. He
had muffled heart sounds and dilated neck veins. A plain
chest radiograph (figure 1) showed a massively dilated,

globular heart. Bedside ultrasound confirmed a large pericar-
dial effusion with radiological evidence of cardiac
tamponade.

Urgent pericardiocentesis was performed and blood-stained
fluid obtained. His clinical condition stabilised and he was
admitted to the ward with a pericardial drain in situ. Over
the next 24 h, 1900 mL of pericardial fluid was drained.
Biochemistry showed an exudative effusion. He was started
on steroids and antituberculous therapy for a presumed
tuberculous pericarditis and discharged from the ward
2 weeks later.

Pericardial disease is a common manifestation of cardiovascu-
lar disease in patients with AIDS. Although rare in developed
countries, tuberculosis is the commonest cause of pericarditis in
Africa.1 Regardless of aetiology, if tamponade occurs, immediate
drainage is required in the emergency department.
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Figure 1 Plain chest radiograph showing a massive, globular heart
secondary to a tuberculous pericardial effusion.
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