
ISSN 0973-2063 (online) 0973-8894 (print)  

©Biomedical Informatics (2026) Bioinformation 22(10): 6263-6266 (2026) 
 

6263 

 

  

 

www.bioinformation.net 
Views 

Volume 22(10) 
Received October 1, 2026; Revised October 31, 2026; Accepted October 31, 2026, Published October 31, 2026 

DOI: 10.6026/973206300226263 
SJIF 2026 (Scientific Journal Impact Factor for 2026) = 8.478 
2022 Impact Factor (2023 Clarivate Inc. release) is 1.9 
 
Declaration on Publication Ethics:  
The author’s state that they adhere with COPE guidelines on publishing ethics as described elsewhere at https://publicationethics.org/. The authors 
also undertake that they are not associated with any other third party (governmental or non-governmental agencies) linking with any form of 
unethical issues connecting to this publication. The authors also declare that they are not withholding any information that is misleading to the 
publisher in regard to this article. 
 
Declaration on official E-mail: 
The corresponding author declares that lifetime official e-mail from their institution is not available for all authors 
 
License statement:  
This is an Open Access article which permits unrestricted use, distribution, and reproduction in any medium, provided the original work is properly 
credited. This is distributed under the terms of the Creative Commons Attribution License 
 
Comments from readers: 
Articles published in BIOINFORMATION are open for relevant post publication comments and criticisms, which will be published immediately 
linking to the original article without open access charges. Comments should be concise, coherent and critical in less than 1000 words. 
 
Disclaimer:  
Bioinformation provides a platform for scholarly communication of data and information to create knowledge in the Biological/Biomedical domain 
after adequate peer/editorial reviews and editing entertaining revisions where required. The views and opinions expressed are those of the author(s) 
and do not reflect the views or opinions of Bioinformation and (or) its publisher Biomedical Informatics. Biomedical Informatics remains neutral and 
allows authors to specify their address and affiliation details including territory where required. 

Edited by P Kangueane 
Citation: Kalra et al. Bioinformation 22(10): 6263-6266 (2026) 

 

Stress cardiomyopathy following pericardectomy in 
a child: A case report 
 

Rajat Kalra1, Mukesh Kumar Jaswant Singh Pachahara2,*, Gautam Shankar3, Mayank Tanwar2, 
Ankita Kumari2, Gautam Siddharth2 & Hirday Kumar2 
 

¹Department of Cardiothoracic and Vascular Surgery, Narayan Medical College & Hospital, Sasaram, Bihar, India;  ²Department of 
Anaesthesia, Narayan Medical College & Hospital, Sasaram, Bihar, India; ³Department of Pediatric Cardiology, Narayan Medical 
College & Hospital, Sasaram, Bihar, India; *Corresponding author 
 
Affiliation URL:  
https://nmch.ac.in/ 
 
Author contact: 
Rajat Kalra - E-mail: rajat_doc_ucms@yahoo.co.in; Phone: +91 9560852200  
Mukesh Kumar Jaswant Singh Pachahara - E-mail: docmukeshsingh@yahoo.com; Phone: +91 9911643238 



ISSN 0973-2063 (online) 0973-8894 (print)  

©Biomedical Informatics (2026) Bioinformation 22(10): 6263-6266 (2026) 
 

6264 

 

Gautam Siddharth - E-mail: gautam12345siddharth@gmail.com; Phone: +91 9555225284  
Mayank Tanwar - E-mail: mtanwar395@gmail.com; Phone: +91 7665527662  
Ankita Kumari - E-mail: ankitajh89@gmail.com; Phone: +91 9873943088  
Gautam Shankar - E-mail: gautam188@yahoo.co.in; Phone: +91 9971715265  
Hirday Kumar - E-mail: dochirdaynmch@gmail.com; Phone: +91 9162643459  
 
Abstract: 
Takotsubo (stress) cardiomyopathy is an acute reversible cause of transient left ventricular dysfunction.  It is a diagnosis of exclusion 
and is exceptionally rare in the paediatric post-operative setting. We report a 10-year-old male who developed refractory hypotension 
and severe left ventricular dysfunction. This occurred within 24 hours of radical pericardectomy for tuberculous pericardial effusion. 
Thus, data shows the importance of early recognition of stress cardiomyopathy in unexplained post-operative ventricular 
dysfunction.  
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Background:  
Takotsubo (stress) cardiomyopathy is an acute and reversible 
cause of transient left ventricular dysfunction. It is a diagnosis of 
exclusion and requires consideration of alternative causes of 
acute ventricular dysfunction, including myocarditis and 
coronary abnormalities such as anomalous left coronary artery 
from the pulmonary artery (ALCAPA) [1]. It accounts for 
approximately 1–2% of patients presenting with suspected acute 
coronary syndrome in adults [2]. Stress cardiomyopathy is 
uncommon in children, although paediatric cases have been 
reported after major physical stress, trauma and cardiac surgery 
[3, 4, 12, 19 and 20]. Physical stress, major surgery and critical 
illness are recognized triggers of Takotsubo syndrome [5, 6]. 
Excessive catecholamine-mediated myocardial stunning is an 
important proposed mechanism, with regional differences in 
sympathetic innervation and β-adrenoceptor signalling 
contributing to the characteristic wall-motion patterns [7]. The 
InterTAK Diagnostic Criteria provide a standardized framework 
for diagnosis [8], although their validation in children is limited. 
Early recognition is important because ventricular dysfunction is 
usually reversible with supportive management [9–11]. Post-
operative cardiac surgical triggers have been described in 
children, including after mitral valve surgery [3, 12]. Adrenergic 
agents used post-operatively may also contribute to myocardial 
stunning in susceptible patients [13, 14]. No universally accepted 
treatment guideline currently exists [15]. Pericardial 
decompression and pericardiocentesis have also been reported 
as temporal triggers of stress cardiomyopathy, including in 
tuberculous pericardial effusion [20, 21]. A previous adult case 
described biventricular stress cardiomyopathy after 
pericardiectomy for tuberculous constrictive pericarditis [19]. 
Therefore, it is of interest to evaluate a child who developed 
stress cardiomyopathy following radical pericardectomy.   
 
Case report: 
Presentation and initial workup: 
A 10-year-old male child presented with a 30-day history of 
intermittent fever, progressive lethargy and generalised oedema. 
He was febrile, tachycardic, tachypnoeic and hypotensive, with 
reduced oxygen saturation on room air. Examination revealed 

bilateral pitting pedal and periorbital oedema, raised jugular 
venous pressure and muffled heart sounds. Investigations 
showed elevated inflammatory markers (CRP 48 mg/L, ESR 78 
mm/hr), lymphocytosis and normal serum troponin I. Chest 
radiograph showed cardiomegaly with a globular cardiac 
silhouette. ECG showed low-voltage complexes with diffuse ST 
elevation. Echocardiography confirmed massive organised 
pericardial effusion with preserved LVEF (60%). Tamponade 
physiology was evidenced by diastolic right ventricular collapse 
and respiratory variation in mitral inflow. 
 
Surgical management: 
Percutaneous pigtail catheter drainage failed owing to the 
organised, fibrinous nature of the effusion. Given clinical 
deterioration and persistent sepsis, surgical drainage was 
performed under general anaesthesia. Dense caseous pericardial 
material necessitated conversion from a subxiphoid approach to 
median sternotomy. Radical pericardectomy and complete 
debridement were performed. Both phrenic nerves were 
preserved and closure was performed with pleural and 
pericardial drains. 
 
Post-operative course and diagnosis: 
Immediate post-operative echocardiography confirmed normal 
biventricular function (LVEF 58%). The child was transferred to 
the paediatric intensive care unit on low-dose dopamine (5 
μg/kg/min). Within 8–12 hours, progressive refractory 
hypotension developed, unresponsive to fluid resuscitation. 
Repeat ECG showed new diffuse T-wave inversions and a 
prolonged corrected QT interval. Echocardiography at 24 hours 
demonstrated markedly reduced LVEF (20%) with apical and 
mid-ventricular akinesis and basal hyperkinesis. Mild right 
ventricular dysfunction was also noted. Serum troponin I was 
mildly elevated and coronary artery anatomy was normal on 
echocardiography. Sepsis screening, serum cortisol and thyroid 
function tests were within normal limits. The clinical picture was 
consistent with stress cardiomyopathy and met the clinical 
framework of the InterTAK Diagnostic Criteria [8], while 
acknowledging that these criteria are not specifically validated 
in children. 
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Management and recovery: 
Inotropic and vasopressor support was escalated over 72 hours. 
Drugs used included dopamine 20 μg/kg/min and dobutamine 
20 μg/kg/min. Adrenaline 0.2 μg/kg/min and noradrenaline 
0.2 μg/kg/min were also administered. Mechanical ventilation 
was continued with fluid restriction, electrolyte management 
and prophylactic anticoagulation. LVEF recovered to 40% by 96 
hours, permitting gradual inotrope weaning. The child was 

extubated on post-operative day 5 and LVEF normalised 
completely (58%) by post-operative day 10. Histopathology 
confirmed tuberculous pericarditis with caseating granulomas 
and Langhans giant cells. Anti-tubercular therapy was 
commenced once haemodynamic stability was achieved. The 
child was discharged on post-operative day 10 and remained 
well at 6-week follow-up with normal echocardiography.

 
Table 1: Differential diagnosis of acute post-operative ventricular dysfunction in children 

Diagnosis Key Features Distinguishing Investigation Reversibility 

Stress Cardiomyopathy Apical ballooning, post-stress onset Echo pattern, normal coronaries Complete, days–weeks 
Myocarditis Fever, viral prodrome Cardiac MRI, biopsy Variable 
Septic Cardiomyopathy Sepsis criteria, bacteraemia Blood cultures, procalcitonin Variable 
Coronary Artery Disease Regional wall motion abnormality Coronary angiography Depends on injury 

Hypothyroidism Bradycardia, myxoedema Thyroid function tests Slow, with treatment 

Sources: Adapted from Ghadri et al. [2], Wittstein et al. [7] and Prasad et al. [17]. 

 
Discussion: 

Post-operative Takotsubo syndrome in children is exceptionally 
rare, but published paediatric cases demonstrate that major 
physical stress and cardiac surgery can precipitate transient 
ventricular dysfunction [3, 4, 12, 19 and 20]. A previous adult 
report described biventricular stress cardiomyopathy after 
pericardiectomy for tuberculous constrictive pericarditis, while 
another report described transient left ventricular dysfunction 
after therapeutic pericardiocentesis for tuberculous pericardial 
effusion [19, 20]. These reports support the plausibility of 
pericardial disease and surgical or decompressive stress as 
triggers, but the present case differs in age and clinical setting. 
Massive pericardial effusion with cardiac tamponade produces 
substantial physiological stress and radical pericardectomy may 
further alter loading conditions and sympathetic activity during 
the post-operative period [6, 16 and 19]. Tuberculous pericarditis 
adds a chronic inflammatory and infectious stressor to the acute 
surgical insult. Excessive catecholamine-mediated myocardial 
stunning remains an important proposed mechanism and may 
be amplified by surgical trauma, haemodynamic redistribution 
following relief of tamponade and critical illness [7]. The 
differential diagnosis includes myocarditis, septic 
cardiomyopathy, coronary abnormalities and endocrine 
disorders. Distinguishing features are summarised in Table 1 
[17]. Diagnosis in this patient was supported by the 
characteristic temporal sequence, echocardiographic wall-
motion pattern, mild troponin elevation, normal coronary 
anatomy and exclusion of major alternative diagnoses. Complete 
recovery of ventricular function was consistent with the 
reversible nature of stress cardiomyopathy [8]. Paediatric 
triggers remain uncommon and are largely described in case 
reports and small series [9–12, 18]. Based on the literature 
identified for this report, we did not find a previous paediatric 
case specifically describing stress cardiomyopathy after radical 
pericardectomy for tuberculous pericardial effusion with 
tamponade; however, this observation should be regarded as a 
case-level contribution rather than proof of an entirely 
unprecedented mechanism. Complete ventricular recovery has 
been reported in many paediatric cases, although outcomes 

depend on the severity of haemodynamic compromise and 
associated illness [9–11]. 
 
Conclusion: 
Stress cardiomyopathy is a rare complication of pericardectomy 
in children. Early recognition of the characteristic ventricular 
wall-motion pattern and systematic exclusion of alternative 
causes are important in unexplained post-operative ventricular 
dysfunction. Ventricular function can recover substantially with 
appropriate supportive management, as demonstrated by 
complete recovery in this case. 
 
Advancement of knowledge: 
Novel multi-stressor trigger:  
This is the latest documented paediatric case of stress 
cardiomyopathy following radical pericardectomy for 
tuberculous effusion with tamponade. This novel trigger-
combining a chronic infectious substrate with acute surgical 
decompression-has not been described before. 
 
Severity does not predict irreversibility:  
Complete haemodynamic recovery was achieved despite a nadir 
LVEF of 20% and multi-agent inotropic support. This reinforces 
that severity of initial dysfunction does not predict irreversibility 
in paediatric stress cardiomyopathy. 
 
Diagnostic utility in children:  
The InterTAK Diagnostic Criteria were reliably applied in the 
paediatric post-operative setting, demonstrating their utility for 
systematic diagnosis and exclusion of alternative aetiologies in 
children. Taken together, these findings expand the documented 
spectrum of physiological triggers for paediatric Takotsubo 
syndrome. They support maintaining a high index of suspicion 
for this reversible diagnosis in children with unexplained 
ventricular dysfunction. 
 
Key messages: 
[1] Stress cardiomyopathy is a rare but usually reversible cause 

of severe ventricular dysfunction in the paediatric post-
operative setting. 
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[2] Pericardectomy for tuberculous effusion with tamponade 
constitutes multiple converging adrenergic stressors capable 
of triggering myocardial stunning. 

[3] Diagnosis requires systematic exclusion of alternative 
aetiologies and identification of the characteristic apical 
ballooning echocardiographic pattern. 

[4] In this case, prompt supportive treatment was followed by 
complete ventricular recovery. 

 
Patient perspective: 

The patient’s family was comprehensively counselled regarding 
the diagnosis, course and prognosis. Written informed consent 
was provided for publication. 
 
Author contributions: 

[1] Rajat Kalra: Conceptualisation, surgical management, 
manuscript drafting. 

[2] Mukesh Kumar Jaswant Singh Pachahara: Corresponding 
author, anaesthesia management, critical care, supervision, 
critical manuscript revision. 

[3] Mayank Tanwar: Critical care, post-operative care, data 
collection. 

[4] Hirday Kumar: Anaesthesia management and guidance, 
critical care, manuscript review. 

[5] Gautam Shankar: Paediatric cardiology input, initial 
diagnosis, echocardiographic interpretation. 

[6] Ankita Kumari: Data collection, critical care, anaesthesia 
management. 

[7] Gautam Siddharth: Manuscript writing and editing, OT 
care. 

[8] All authors approved the final manuscript. 
 
Ethics statement: 

This case report was conducted in accordance with institutional 
ethical standards. Formal ethics committee approval was waived 
as this report describes a single patient. Written informed 
consent was obtained from the patient’s legal guardian prior to 
inclusion. 
 
Conflicts of interest:  
The authors declare no conflicts of interest. No funding was 
received for this work. 
 

Preprint declaration:  

This manuscript has not been deposited as a preprint on any 
server. 
 
References:  

[1] McKenzie A & Bargout R. J Clin Med. 2026 15:197 
[PMID: 41517446] 

[2] Ghadri JR et al. Eur Heart J. 2018 39:2032 [PMID: 29850871] 
[3] Piovano MV et al. Eur Heart J Case Rep. 2025 9:ytaf167 

[PMID: 40290172] 
[4] Pang S et al. Front Cardiovasc Med. 2025 12:1516080 [PMID: 

40134982] 
[5] Vazirani R et al. Heart Fail Rev. 2024 29:739 [PMID: 

38483658] 
[6] Pillitteri M et al. J Anesth Analg Crit Care. 2024 4:45 [PMID: 

39010210] 
[7] Wittstein IS et al. N Engl J Med. 2005 352:539 [PMID: 

15703419] 
[8] Ghadri JR et al. Int J Cardiol. 2016 221:543 [PMID: 27928880] 
[9] Annino N et al. Eur Heart J Case Rep. 2024 8:ytae030 [PMID: 

38440097] 
[10] Zyani A et al. Cureus. 2024 16:e74802 [PMID: 39737290] 
[11] Scantlebury DC & Prasad A. Circ J. 2014 78:2129. [PMID: 

25131525] 
[12] Tsitsipanis C et al. Pediatr Rep. 2023 15:396 [PMID: 

37489410] 
[13] Laghlam D et al. Front Cardiovasc Med. 2023 9:1067444 

[PMID: 36704455] 
[14] Y-Hassan S & De Palma R. Int J Cardiol. 2017 228:528. 

[PMID: 27875730] 
[15] Mayosi BM et al. Circulation. 2005 112:3608 [PMID: 

16330703] 
[16] Bybee KA et al. Ann Intern Med. 2004 141:858 [PMID: 

15583228] 
[17] Prasad A et al. Am Heart J. 2008 155:408 [PMID: 18294473] 
[18] Templin C et al. N Engl J Med. 2015 373:929 [PMID: 

26332547] 
[19] Groves EM & Kim JK. Case Rep Med. 2013 2013:106757. 

[PMID: 24369470] 
[20] Bhutani J et al. Monaldi Arch Chest Dis. 2022 92. [PMID: 

35385927] 
[21] Ghazal RM et al. Cureus. 2025 17:e77773. [PMID: 39981471] 

 
 

Caveat Emptor is applicable among the literate community where  
required and possible. The publisher, its journal, editors and the  
internal/external reviewers take adequate steps to check, evaluate, correct,  
edit, revise and improve content where possible and required. 

 


