
the rates of recurrence and mortality are no better than with
pericardiocentesis alone. One study also showed that external
beam radiotherapy reduced effusions in six out of eight
patients.'0
Even when open surgery ofthe pericardium is thought to be

warranted, controversy exists over the optimal procedure.
Alternatives include subxiphoid pericardiotomy, fashioning a
pleuropericardial window through an anterolateral thoraco-
tomy, and limited or extended pericardiectomy through an
anterolateral thoracotomy or median sternotomy. Although
open surgery allows extensive pericardial biopsy, pericardial
histology may be negative in the presence of a malignant
effusion." Recurrences, especially with the subxiphoid
approach, have been reported.'2

Justifying the risks of transthoracic partial or total pericar-
diectomy in patients with metastatic disease is difficult. In a
retrospective analysis ofcases in a single centre the outcome in
10 patients who underwent subxiphoid pericardiotomy was
compared with that in 18 patients who underwent partial or
total pericardiectomy by anterolateral thoracotomy. 3 Median
survival after subxiphoid surgery was 2.7 months and after
anterolateral thoracotomy was 1.2 months. Postoperative
morbidity was 10% and 67% respectively. Transthoracic
partial or total pericardiectomy may be justified in the
presence of an extensively loculated pericardial effusion,
which is cytologically normal-a possible long term sequela
after irradiation.

Given a 30 day mortality of up to 60% for open surgery in
cases of malignant pericardial disease,'3 the need arises for a
non-surgical but effective alternative approach. Last year
Palacios and colleagues introduced the technique of per-
cutaneous balloon pericardiotomy,'4 which may save ter-
minally ill patients from the further morbidity and discomfort
of open surgery.
The procedure entails the percutaneous insertion of a

guidewire into the pericardial space under local anaesthesia,
using the subxiphoid approach. After fluid has been removed
through a pigtail catheter a balloon dilating catheter is
exchanged over the wire. The balloon is partially filled with
contrast medium and withdrawn under fluoroscopic control
until it straddles the pericardium. The balloon is then inflated
to maximal pressure until waisting of the balloon disappears.
The ballon catheter is exchanged for a pigtail catheter, which
is left in situ for 24 hours to facilitate drainage of the effusion.
Pericardial fluid drains directly into the mediastinum, pleural
space, and peritoneum.

This year the American registry of percutaneous balloon
pericardiotomy reported initial success in 51 of 55 patients
with pericardial effusions (not all ofthem malignant). 5 Of the
51 patients, eight subsequently required drainage of pleural
effusions resulting from the procedure. The four patients in
whom the procedure was unsuccessful had open surgery. The
majority of patients died from their malignant disease without
recurrence of a symptomatic effusion, surviving for 3 to 4

months after the balloon pericardiotomy. In some patients
more than one pericardial site was dilated.

Should the procedure be used for the initial treatment of
new malignant pericardial effusions, or should it be reserved
for recurrences? Until we can predict which patients will
develop recurrences, limiting initial management to
pericardiocentesis with catheter drainage alone followed by
close echocardiographic monitoring would seem prudent. If
there is recurrence then percutaneous balloon pericardiotomy
offers the advantages ofopen surgery with less risk. If tissue is
required for examination in cases of effusion then per-
cutaneous balloon pericardiotomy can be combined with
pericardioscopy for visually guided biopsy.

A United Kingdom registry of percutaneous balloon pericardio-
tomy is being formed.'6 Please contact Graham Jackson for further
information.
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Correction
Diagnosing congenital dislocation of the hip
An editorial error occurred in this article by N M P Clarke (22 August, pp 435-6).
In the fifth paragraph the specificity ofthe sound transmission test should be 93%,
and not 23% as printed.
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