 GEORGIAN
VIEDICAL
INNEWS

ISSN 1512-0112 NO 2 (335) ®eppann 2023

TBUJIMCHU - NEW YORK

EXEMECSUYHBIN HAYUHBIN )KYPHAJ

MennuuHckue HoBocTH I'py3uun
Logodmggmml Lsdgwoobm Losbemgbo



GEORGIAN MEDICAL NEWS

Monthly Georgia-US joint scientific journal published both in electronic and paper
formats of the Agency of Medical Information of the Georgian Association of Business Press.
Published since 1994. Distributed in NIS, EU and USA.

GMN: Georgian Medical News is peer-reviewed, published monthly journal committed to promoting
the science and art of medicine and the betterment of public health, published by the GMN Editorial
Board since 1994. GMN carries original scientific articles on medicine, biology and pharmacy, which
are of experimental, theoretical and practical character; publishes original research, reviews, commen-
taries, editorials, essays, medical news, and correspondence in English and Russian.

GMN is indexed in MEDLINE, SCOPUS, PubMed and VINITI Russian Academy of Sciences. The full
text content is available through EBSCO databases.

GMN: Meaununnckue HoBocTH I'py3un - exxeMecsuHbli pelieH3UpyEeMblil HayYHbIHN KypHal, U3AaéTcs
Penaxumonnoit komierueit ¢ 1994 roma Ha pPycCKOM W aHIJIMMCKOM SI3BIKaX B IIEJISIX TOIJEPIKKH
MEAMIIMHCKON HayKd M YIy4dlIeHHUs 30paBOOXpaHeHHs. B KypHase myOIMKYIOTCSI OpUTMHAJIbHBIE
Hay4HbIE CTaThbH B 00JIACTU MEIUIIMHBI, OMOJIOTUH U (papMaliy, CTaTbl 0030pHOT0 XapakTepa, HayuHbIe
cO0O011IeHNs, HOBOCTH METUIIMHBI U 3/ipaBooxpaHenus. XKypuan unnexkcupyercs B MEDLINE, orpaxén
B 0aze nanHbix SCOPUS, PubMed u BUHUTU PAH. IlonHOTEKCTOBBIE CTAThU KypHaia JTOCTYIHBI
yepe3 b/ EBSCO.

GMN: Georgian Medical News — Lo Jo®mggeoml bsdgoozobm Losbangbo — s@ols ymggemgoy@o
bodg(36096m LodgeoEobm M9396%0Mgdswo gy@bogno, aodmoigds 1994 Faowsb, [omdmswagbls
Lbodgosd@om gomagyoobs s 533-0l 39360909d0L, aobosmengdols, 0beyglE®ool, byermgbgdols
s 39bgd0ldgBYyggegdols Log@msdm@olim s3ogdool gOmmdaog godmgdsl. GMN-Fo Gyl
> 0baaoly® gbgody J3g9bwgds 9Jb3gM0dgbG o, mgm@oygmo s 3GsJBogyeo bobosmols
M®0y0bsayg®o  bsdgsbogdm LEsGogdo dgooi3obols, domamaools ©s @o®dsizool beyg®mdo,
dodmboagomo babosmol LEs@ogdo.

J9®bsao obpgdbodgdyamos MEDLINE-ol bsg@msdm@obem Lol gdsdo, sbsbygaos
SCOPUS-o0l;, PubMed-ols ws BUHUTH PAH-0ls dmbsgdms dobgddo. LRs@ogdols barygao @gjl@o
bgendolsfgmdos EBSCO-I dmbsigdms dsbgdowsb.

WEBSITE
www.geomednews.com



K CBEAEHHUIO ABTOPOB!
[Ipu HampaBIEeHUY CTAaTbH B PEAAKITUIO HEOOXOIUMO COOIONATh CISAYIONINE TIPABHIIIA;

1. CraTps nomkHa OBITH IPEJCTaBICHA B IBYX SK3EMIUIIPAX, HA PYCCKOM HMJIM aHTITUHACKOM SI3bI-
Kax, HaTrleyaTaHHas yepe3 MoJITopa HHTepBaJjia Ha OIHOI CTOPOHE CTAHIAPTHOIO JIUCTA € INMPHHOI
JIEBOTO NOJIsI B TPHM caHTHMeTpa. Mcnonb3yemblil KOMIIBIOTEPHBII WPUQT U1 TEKCTa Ha PYCCKOM U
aHnuickoM s3bikax - Times New Roman (Kupuiuna), 115 TeKcTa Ha TPy3UHCKOM S3BIKE CIIEAYeT
ucnoip3oBath AcadNusx. Pasmep mpudra - 12. K pykonrcu, HaneyaTaHHOW Ha KOMITBIOTEPE, JTODKEH
o5ITh IprtoskeH CD co crarbeit.

2. Pa3Mep craTbu TOTKEH OBITH HE MEHEe NeCsTH 1 He OoJiee 1BaALATH CTPAHUI] MAITHOIINCH,
BKJIIOYAsl yKa3areJlb JINTepaTypsl U Pe3loMe Ha aHIJIMIICKOM, PYCCKOM U IPYy3HHCKOM SI3bIKaX.

3. B crarbe 10KHBI OBITH OCBEIICHBI AKTyaIbHOCTh JAHHOTO MaTepHalla, METOIBI U PE3YIIbTaThI
UCCIIeIOBaHUs U X 00CYyKACHHE.

[Ipu npencTaBiIeHNHN B IIeYaTh HAYYHBIX SKCIIEPUMEHTAIBHBIX PA0OT aBTOPHI JOJIKHBI YKa3bIBATH
BHUJl U KOJMYECTBO SKCIIEPUMEHTANBHBIX KUBOTHBIX, IPUMEHSBIINECS METOABl 00e300MMBaHUS U
YCBHIJICHHUS (B XOJI€ OCTPBIX OIIBITOB).

4. K crarbe JOIKHBI OBITH MIPUIIOMKEHBI KpaTKoe (Ha MOJICTPAaHUIIBI) Pe3OMe Ha aHIIIUICKOM,
PYCCKOM M IT'PY3HHCKOM $I3bIKax (BK/IIOYAIOLIEE CIELYOLINE pa3aesbl: Liedb UCCIeI0BaHNs, MaTepHual U
METOJIBI, PE3YJILTATHI M 3aKIIFOUSHHE) U CIIUCOK KITtoueBBIX cioB (key words).

5. Tabnunp! HEOOXOIUMO NPENCTABIATE B Ie4aTHOH hopme. DoTokonuu He npuHUMaroTcs. Bee
nu¢poBbie, HTOTOBbIE H NPOLIEHTHbIE JaHHbIE B Ta0JIMIaX J0JIKHbI COOTBETCTBOBATH TAKOBBIM B
TeKcTe cTaThbU. Tabiuibl U rpaduKu TOJKHBI OBITH 03aryIaBIICHBI.

6. dotorpadun AOIKHBI OBITH KOHTPACTHBIMHU, (POTOKOIHHU C PEHTTEHOTPAMM - B IO3UTUBHOM
n300paxeHuH. PUCYyHKH, yepTeXu U IuarpaMmbl clIeoyeT 03ariaBUTh, IPOHYMEPOBATh U BCTABUTH B
COOTBeTCTBYIOIIEe MecTo TekcTa B tiff opmare.

B noanucsix k MukpogotorpadgusaM cieayeT yKa3plBaTh CTEICHb yBEIMUCHUS Yepe3 OKYISP HITH
00BEKTUB U METOJ] OKPACKU WJIM UMIIPETHALIMH CPE30B.

7. ®aMUIUU OTEYECTBEHHBIX aBTOPOB MIPUBOJAATCS B OPUTHHAIBHON TPAHCKPUIILIUH.

8. I[Ipu opopmnennu u HampaBneHun crared B xypHanm MHI mpocum aBTOpOB cobmronars
NpaBUIIa, U3JI0KEHHBIE B « EMUHBIX TpeOOBaHUSIX K PYKOMHUCSM, IPEACTABISIEMBIM B OMOMEIUIIMHCKHUE
JKypHAJIbD», TPUHATHIX MeXIyHapOAHBIM KOMHUTETOM PEIAaKTOPOB MEAMLMHCKUX KYpHAJIOB -
http://www.spinesurgery.ru/files/publish.pdf u http://www.nlm.nih.gov/bsd/uniform_requirements.html
B koHIIe Kax 101 OPUTHHATIBHOM CTaThU MPUBOAUTCA OnOIHOrpadguyeckuii cnucok. B cnmncok nurepa-
TYPBI BKJIFOYAIOTCSl BCE MaTepHalibl, HA KOTOPBbIE UMEIOTCS CCBUIKU B TeKcTe. CIHUCOK COCTaBIAETCs B
andaBUTHOM MOpsAKe U HymMepyeTcs. JIutepaTypHblii HCTOYHMK NPUBOAUTCS Ha sI3bIKE OpUrMHaia. B
CIMCKE JINTEPATyPhl CHavYajia IPUBOIATCS PabOThI, HAMCAHHBIE 3HAKaMU TPY3MHCKOTO andaBuTa, 3aTeM
Kupwuien u naruHuneidl. CChUIKM Ha IUTHUPYEMble pabOThl B TEKCTE CTAaTbH JAIOTCS B KBaIpPaTHBIX
CKOOKax B BUJI€ HOMEPA, COOTBETCTBYIOLIETO HOMEPY JaHHOH pabOoThI B CIIMCKE TUTEPaTypbl. bonbmmH-
CTBO IIUTHPOBAHHBIX UCTOYHUKOB JOJKHBI OBITH 3a IMOCTIEAHNUE S5-7 JIET.

9. ns momydeHus MpaBa Ha MyONMKAIMIO CTaThs OJDKHA MMETh OT PYKOBOIUTENSI pabOTHI
WIN YUPEXKJCHUS BU3Y U CONPOBOIUTEIHHOE OTHOLLICHNUE, HAIMCAHHBIC WJIM HAlledaTaHHbIE Ha OJIaHKe
Y 3aBEPEHHBIE MOJIHCHIO U NIEYATHIO.

10. B koHIe cTaThU NOJKHBI OBITH MOAMHCH BCEX aBTOPOB, MOJHOCTBHIO MPUBEAEHBI UX
(amMuInM, UIMEHa U OTYECTBA, YKa3aHbl CIIy>KeOHBIN M AOMAIIHUI HOMEpa TeJIe(OHOB U agpeca MM
uHble koopAuHaThl. KomuuecTBo aBTOPOB (COABTOPOB) HE NOHKHO MPEBBIMIATH IISATH YEJIOBEK.

11. Penakuus ocraBisiet 3a cO00i MpaBo COKpaIaTh ¥ HCIPaBIATh cTarhi. Koppekrypa aBropam
HE BBICBUIAETCS, BCS paboTa U CBEpKa IPOBOAUTCS 110 aBTOPCKOMY OPHTHHAILY.

12. HemomycTuMoO HampaBiieHHE B pelaklMIo padoT, MpeICTaBICHHBIX K MeYaTH B MHBIX
M3/1aTeNbCTBAX WIIM OMYOJIMKOBAHHBIX B APYTHX U3JAHUSX.

Hpﬂ HApYHNIEHUH YKa3aHHBIX IPABUJI CTATbU HE PAaCCMAaTPUBAIOTCH.
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Abstract.

The article presents a difficult-to-diagnose clinical case of
progressive growth of two intrapericardial dermoid cysts
in a 42-year-old man, diagnosed only 6 months after acute
transdermal poisoning with lithium salts (Litol 24), which the
patient, on his own initiative, used locally for the treatment of
existing psoriasis.

The peculiarity of this clinical case lies in the fact that, due to
the extremely rare occurrence of intrapericardial dermoid cysts,
their presence was perceived by doctors as hydropericardium.
Therefore, untimely diagnosis of the cause of compression
syndrome created a threat of tamponade of the patient's heart.
At the same time, surgical treatment not only improved the
patient's condition and quality of life, but also relieved him of
skin rashes on his body.

This clinical case can supplement the global statistical
indicators of the diagnosis of these neoplasms of the pericardium
with the successful treatment of the patient.

Key words. Pericardial teratoma neoplasms, intrapericardial
teratomas, pericardial dermoid cysts, lithium.

Introduction.

Dermoid cysts (DC) are quite rare neoplasms, accounting for
3—4% of all germ cell tumors and less than 1% of all tumors
[2,23]. Mediastinal dermoid cysts account for 3 to 12% of cases
[5,23,29], according to some data, from 14 to 18.5% of all
benign mediastinal tumors [2,8,11,27].

According to the generally accepted classification of DCs,
they belong to primary, that is, congenital neoplasms, the cause
of which lies in dysembryogenesis. It is noteworthy that their
formation begins at approximately 4—5 weeks of intrauterine
development. Due to the fact that these cysts are derivatives
of two or three germ layers, they contain derivatives of ecto-,
meso- and endoderm, therefore they develop as differentiated
organs, the so-called mature cystic teratomas [2,11,23,29].

One of the types of DCs is pericardial dermoid cysts (PDC),
in other words — intrapericardial teratomas (IPT). It should be
noted here that they are extremely rare [5,8,23,29]. The first
recorded case of IPT was described in 1890 by Joel. As of 1974,
only 31 cases of PDC were registered [11]. From that time to
May 2022, we were able to find 10 more cases of IPT [11,24], 6
of which were diagnosed antenatally.

PDC was most often diagnosed in infants [2,8], older children
[2,5,17,20,23], and young people [2,9,11,29]. However, there
are separate reports of their detection in the fetal period [24] and
in patients in the third period of adulthood [14,28]. In addition,
they were equally common in both sexes.

R. Wilson and co-authors report that 40 % of pericardial
teratoma tumors are true teratomas, i.e., pericardial cells were
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found in them, in 12 % of cases, ciliated epithelium, secretory
glands, smooth muscles, cartilage characteristic of bronchi were
found in 4 % — the histological structure was typical for DC.
They report the presence of hair follicles, skin, hair, sebaceous
glands, epidermal scales, crystallized cholesterol, detritus,
mesoderm elements: bone, muscle tissue, lymphatic vessels,
cartilage, teeth [2,23] and endodermal elements: bronchial,
gastrointestinal epithelium, pancreatic cells, and others
[5,8,11]. Others were malignant. According to the histological
picture, the predominant tumors were mesotheliomas and
sarcomas, although there are cases of detection of leiomyomas,
hemangiomas, and even lipomas [11,13,29].

PDC most often (up to 77 %) occur in the right mid-
diaphragmatic space, less often (22 %) - in the left, sometimes (1
%) - in any other place adjacent to the heart [2,5,9,11,19,23,30].

Depending on the number of structures, they can be both
single and multiple, one-, two-, and multi-chambered. Often,
they are tightly connected to the pericardium at some point,
sometimes they are attached to it with the help of a fibrous cord
[2,16,21,23,30]. IPT can reach significant sizes, up to 20-25 cm
in diameter [14,16,21,27,30].

Most IPTs are characterized by extremely slow growth.
Therefore, for a long time, these neoplasms of the pericardium
(NP) may not manifest themselves clinically, and their
diagnosis may be an accidental finding during the examination
and, even, during the autopsy, after the death of the patient from
hemorrhage due to rupture of the aorta [11,13], pericardium [19],
cysts [9], or from other reasons not related to the progression or
complications of DC [27,29,30].

It is noteworthy that IPT in children, as a rule, were
symptomatic. Under this condition, the symptoms that
developed in patients indicated cardiac tamponade. At the same
time, a long-term asymptomatic course was inherent in patients
of older age groups [11,27]. However, as a result of the action of
various provoking exo- or endogenous factors, these neoplasms
of the pericardium can progress rapidly. Under this condition,
they manifest themselves as symptoms of compression of
adjacent anatomical structures, which depend both on the
localization of the DC and on its size with the development of
life-threatening complications. Cardiac tamponade is reported
[11,14,16,20,23,24,25]; erosion of the superior vena cava and/
or the free wall of the right ventricle; cyst breakthrough in the
bronchus; bleeding due to cyst rupture [7,22], cyst rupture
in adjacent areas such as the pleura, pericardium, lungs, or
bronchi [11,13,25,30]. In addition to them, there are reports
of obstruction of the right main bronchus, pulmonary artery
and its stenosis, development of atrial fibrillation, mitral valve
prolapse, heart failure [8,16,20,29]; septic condition [7,25], and
even malignant transformation of these cysts. [13,18,25,30].
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Therefore, with the progressive growth of these cysts, there is
a potential threat both to the course of the disease and to the
prognosis of the patients lives.

As for the predictors of the progression of NP, the versions of
traumatic factors with hemorrhage into its tissue, the influence
of hormonal disorders, concomitant purulent-inflammatory and
infectious diseases, and immunodeficiency states (including
HIV infection) have been confirmed. The role of heredity is also
not excluded. Although the hereditary factor is not considered
statistically confirmed, geneticists continue to study the
phenomenon of embryogenesis disorder and its connection with
the formation of DC [2,8,23,24,29].

Diagnosis of PDC in patients is the most difficult, in particular
due to the long asymptomatic course of the disease [11,15,19,29].

If symptoms of compression syndrome [11,14,16,20,23,24,25];
or symptoms related to complications of PDC appear, careful
differential diagnosis should be carried. For this purpose,
the diagnostic examination often begins with a chest X-ray
(CXR) [11,15,19,26,29,30], transthoracic echocardiography
[2,11,16,19,20,24,27,28,29]. In order to visualize the entire
pericardium and more specifically characterize the pathological
process in it, it is necessary to use the methods of computer
(CT) and magnetic resonance imaging (MRI) of the chest
organs with contrast [8,15,18,22,23,25,28,30]. In some cases,
angiocardiography is used, which helps differentiate intra-
pericardial and mediastinal neoplasms that displace the
heart along its longitudinal axis. Cytological examination of
pericardial effusion, carried out after pericardial puncture,
will help to exclude, or confirm infection and suppuration of
these cysts. To exclude the neoplastic nature of this neoplasm,
histological verification is also necessary, by aspiration biopsy
of these cysts [13,28,30].

Treatment of PDC depends both on the presence of symptoms
of their progression or complications, and on the degree of
severity of these symptoms. In the case of an asymptomatic
course of the diagnosed teratoma, in the absence of a risk of
life-threatening complications for the patient, some scientists
suggest active monitoring of the patient's condition.

Since teratomas are considered benign neoplasms, surgical
resection, or aspiration of mediastinal and/or pericardial DC
contents is usually performed for symptomatic indications.
However, there is an opinion that complete surgical removal
of such DCs should be carried out as early as possible, in order
to prevent their progressive growth [7,23,29], development of
complications or malignization [11,13,25]. In addition, a very
low risk of recurrence is reported [13,18,30]. In the condition
of their malignancy, surgical treatment is very difficult and
unpredictable in view of the malignant process, invasive
growth that accompanies these tumors, adhesion of the cyst to
the broncho-pulmonary tissue, pericardium, main vessels, and
unpredictable complications that may arise during surgery in
view of it [15].

The relevance of the clinical case described below is not
in doubt, since in the scientific and educational literature
very little attention is paid to pericardial cysts, compared to
other neoplasms of the heart and pericardium [15], and the
suspicion of the presence of DC of the mediastinum arises,
unfortunately, only after the development of compression
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syndrome [11,14,16,20,23,24,25]; In addition, the threat of
cardiac tamponade that occurred in the patient was not related
to the intra-pericardial rupture of the cyst, or to its spontaneous
hemorrhage, which is described in the available literature [9,19],
but to a progressive increase the volume of two DCPs in a short
period of time. In addition, if we refer to the data of the scientific
literature, then this clinical case, according to our data, is the
42nd in world statistics and the 1st in Ukraine.

At the same time, the available literature lacks any data on the
effect of lithium salts on the manifestation of the growth of these
neoplasms. Therefore, the features of this clinical case identified
by us can to some extent supplement the etiopathogenetic links
of the progression of intrapericardial DCs [1,12].

Case Presentation.

Patient P., 42 years old, came to the doctor on 16/07/2021
with complaints of shortness of breath of a mixed nature during
slight physical exertion and at rest, which increased during his
stay in a lying position, periodic pain in the area of the heart,
of an aching nature, constant heartbeat, psoriatic rashes on the
skin, weight loss (lost 5 kg in 6 months), general weakness.

From the anamnesis of the disease, it is known that he
considers himself sick for 6 months. The disease made its
debut on December 31 2019, when, after 6 days of application
of machine oil (Litol-24) to psoriasis-affected skin areas,
according to a method taken from Internet resources, he noted
the appearance of progressive weakness, deterioration of
appetite, and an increase in body temperature to a subfebrile
level . He did not seek medical help. On January 6% 2020, the
condition suddenly worsened: blood pressure (BP) decreased
to 90/60 mm Hg., dizziness appeared, the amount of excreted
urine decreased (300-350 ml/day), weakness increased. He was
urgently hospitalized in the therapeutic department of the district
hospital. During the examination: complete blood count (CBC):
leukocytosis (leukocyte — 9.8x10%/1) with a shift of the leukocyte
formula to the left (rod nuclear (r/n) — 7 %); biochemical blood
analysis: blood creatinine — 265 pumol/l, urea — 20 mmol/l),
sodium — 134 mmol/l, urine analysis: specific gravity: 1010,
proteinuria (protein - 0.045 g/l), erythrocyturia (er. — 4—6 in
the f/v.).According to the electrocardiogram (ECG), sinus
tachycardia and prolongation of the QT interval were detected.
Accordingtothedata ofthe medical documentation, nosignificant
violations of general hemodynamics were observed. Identified
changes in laboratory indicators, complaints and anamnesis data
indicated the development of acute kidney injury (AKI). The
treatment was carried out according to the recommendations of
the clinical protocol for providing medical care to patients with
acute renal failure [3]. The patient's condition improved, kidney
function was gradually restored, blood biochemical parameters
normalized, polyuria was noted. On the 3rd day of treatment,
a positive clinical result was achieved: the daily diuresis was
already 3.5 liters. However, since January 9, 2020, the patient
began to notice swelling of the skin, a feeling of tightness and
itching. At the same time, the severity of psoriatic rashes has
changed - they have become generalized. After a consultation
with a dermatologist, he was transferred for further treatment
to a skin-venereal dispensary with a diagnosis of Psoriatic
erythroderma. State after acute renal failure (January 6, 2020),
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stage of recovery of diuresis. Transdermal lithium poisoning
(Litol 24).

On 01.25.2020, against the background of continuing therapy,
the patient developed intense pain in the epigastric area of a
shingles nature, nausea and vomiting appeared. The condition
was interpreted as the development of acute pancreatitis in the
patient, who was transferred for further treatment to the surgical
department of the city hospital. During the analysis of medical
documentation, changes in laboratory indicators were found,
which confirmed this diagnosis. In the complete blood count:
leukocytosis (13.0x10%1), acceleration of ESR (40 mm/h), in
the urine analysis - proteinuria (protein — 0,045%), leukocyturia
(9-11 in in the f/v), erythrocyturia (4—6 in in the f/v), increased
level of diastase in urine (128 units). Treatment was prescribed
according to the recommendations of the clinical protocol
for providing medical care to patients with acute pancreatitis
[6]. Sinus tachycardia (heart rate 116/min.) was registered on
the ECG for the first time. The electrical axis of the heart at
that moment was vertical. During the ultrasound examination
of the abdominal organs (01/27/20), in addition to ultrasound
signs of pancreatitis, ultrasound signs of chronic cholecystitis,
hepatosis, splenomegaly, right-sided nephroptosis, and left-
sided hydrothorax were also detected. These changes in the
results of laboratory and instrumental indicators were associated
with the consequences of the toxic effect of lithium.

On January 29, 2020, at night, the patient's condition suddenly
worsened, marked weakness appeared in the legs, the patient
lost consciousness, and involuntary urination occurred. To
verify the diagnosis, a multispiral (MS) computed tomography
(CT) of the brain was performed urgently. According to her data,
MR-signs of circulatory/vascular encephalopathy were found;
expansion of subarachnoid spaces, lateral ventricles (mild
mixed hydrocephalus); vertebral atrophy on the background
of moderately pronounced atrophy of the cortex in the
fronto-parietal area; microangiopathy Fazekaz qr 1; sinusitis;
osteochondrosis and protrusion of the vertebrae of the cervical
spine up to C 5; deforming spondylosis of the cervical spine.
Consulted by a neurologist, related specialists. These results
could be interpreted in two ways: as a manifestation of the toxic
effect of lithium, which was repeatedly reported in the literature,
and as the presence of chronic processes in the patient that had
not been diagnosed before.

Taking into account the patient's condition, the results of
previous studies, recommendations of consultants, antibacterial,
antihypertensive, diuretic, desensitizing, metabolic therapy,
non-steroidal anti-inflammatory drugs (NSAIDs), membrane
stabilizers, group B vitamins and potassium preparations were
added to the treatment. Despite the prescribed treatment, the
patient's condition remained of moderate severity, he was
disturbed by pronounced weakness in the right arm and legs,
especially in the right, paresthesia, rash on the skin, general
weakness, increased fatigue. In addition, shortness of breath
appeared, which worsened during moderate physical exertion.
There were no assumptions that this could be the debut of DC
progression.

ECHO CS from 01.30.2020 for the first-time revealed
ultrasound signs of thickening of the interventricular membrane,
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expansion of the heart cavities, hydropericardium, pancarditis
and a decrease in the contractility of the left ventricle (LV). On
the basis of these data, it was assumed that the patient developed
toxic cardiomyopathy.

MS CT scan of the abdominal cavity with intravenous contrast
enhancement (January 30, 2020) confirmed the presence of
hydropericardium (fluid, 24 mm thick (maximum) and left-
sided hydrothorax (up to 7 mm thick) in the patient). In addition,
mediastinal expansion was detected for the first time due to
cardiac shadow and cardiac chambers At that time, it was obvious
that the detected changes could be related to the enlargement of
the heart, which could be a sign of pancarditis detected during
ECHO CS on the background of toxic cardiomyopathy. There
were no assumptions about the tumor genesis of the detected
changes. The appearance of fluid in the pleural cavity has also
been associated with the toxic effect of lithium. Taking into
account the small volume of the hydrothorax, pleural puncture
was impractical. In addition, CT signs of liver enlargement (size
up to 200 mm in craniocaudal size along the mid-clavicular line)
with diffusely reduced density of its structure were found. An
increase in the diameter of the portal vein (up to 16.3 mm) and
a slight increase in para-aortic, mesenteric, and pelvic lymph
nodes (up to 4—7 mm) were recorded. In BAC, an increase in
the level of creatinine (131 umol/l) and urea (18.5 mmol/l) was
again recorded. This required further examination and treatment
of the patient.

Erythematous gastroduodenopathy was detected during
fibrogastroduodenoscopy (FGDS). Correction of treatment was
carried out.

On February 3rd, 2020, the patient's condition worsened
again - the feeling of shortness of breath increased during
minor physical exertion. To clarify the diagnosis, MS CT of the
thoracic organs was performed (Figure 1).

The results of the study indicated the negative dynamics of
changes: the hydrothorax spread to both lungs (more on the left),
in addition, signs of basal pneumofibrosis were detected, which
could be the cause of the progression of shortness of breath.
Signs of hydropericardium persisted. These data indicated both
the ineffectiveness of the prescribed therapy and the progression of
cardiac pathology and pathology of the bronchopulmonary system.

Figure 1. CT of the thoracic organs. Patient P., 42 years old
(description in the text).
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On the same day, the patient suddenly felt short of breath,
palpitations. According to the data of the medical documentation:
during the examination: pronounced pallor of the skin, increased
sweating, dulling of the percussion sound in the lower parts
of the lung fields, weakening of vesicular breathing, isolated
wet rales in the same area, muffled heart sounds, tachycardia,
arrhythmia, arterial hypotension (BP below 90/60 mm Hg). On
the ECG, there is a paroxysm of atrial flutter. In connection with
the pronounced arterial hypotension against the background of
the development of acute heart failure, electrical cardioversion
was performed with a positive clinical effect - the heart rhythm
was restored. ECG shows sinus tachycardia (heart rate 116/min).
Violation of repolarization of the anterior-lateral area of the LV
was registered. Prescribed therapy according to the protocol for
providing medical care to patients with atrial fibrillation (flutter)
[4]. and metabolic therapy [10].

During the further examination of the patient, it was established
that the number of leukocytes (8.0x10%1), creatinine (98
umol/l), urea level decreased to 9.0 mmol/l), Hb - to 114 g/1, and
lymphocytopenia was noted (11 %), and the ESR accelerated to
54 mm/h.; in the urine analysis, proteinuria and erythrocyturia
remained at the same level, leukocyturia decreased to 3—5 in
f/v, while other indicators were without significant dynamics;
ECG results were without dynamics. After the treatment, the
patient's condition improved slightly, but inspiratory shortness
of breath with slight physical exertion, psoriatic rashes on the
skin, weakness in the legs and right arm remained.

On February 11, 2020, he was discharged from the hospital
with the diagnosis: Transdermal poisoning with lithium
salts (Litol 24). Psoriatic disease, stage of exacerbation.
Erythroderma. Toxic-allergic vasculitis with myofascial
syndrome. Polyserositis (pleurisy, pericarditis). Secondary
toxic myocardiopathy. Paroxysmal atrial flutter (February
3, 2020 -electrical cardioversion). CHADs VASc-HAS-
BLSD-26. HF 1I B st., FC III. State after acute renal failure
(January 6, 2020), stage of recovery of diuresis. Secondary
toxic-psoriatic encephalopolyneuropathy with tetraparesis, mild
vestibulo-atactic syndrome, right-sided hemipaesthesia. DE II
st. (vascular-according to MRI data).

He continued outpatient treatment at his place of residence.
According to laboratory-instrumental indicators, no significant
dynamics were noted. Attention is drawn to the data of the
ECHO CS dated 02/04/20, which indicate the presence of Uz-
signs of reduced heart contractility, pancarditis, on the ECG —
constant tachycardia and changes indicating the rotation of the
heart's axis to a horizontal position.

From 03.03. to 03/27/2020 - was treated in the therapeutic
department of the district hospital for the above-mentioned
diagnosis, but the condition did not improve, shortness of
breath progressed, heart palpitations, paresthesias in the legs
disturbed, general weakness, no significant changes in the
research results were also found. Immediately after discharge
from the hospital, the patient developed pulmonary edema.
During chest x-ray No. 2906, infiltration was found in the lower
lobe of the left lung, signs of fluid in both pleural cavities. The
changes were interpreted as signs of hospital-acquired left-sided
pneumonia complicated by bilateral exudative pleurisy. From
March 27th to April 17th, 2020, he again underwent a course of
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inpatient treatment at the district hospital. Despite the massive
antibacterial and glucocorticosteroid therapy, the infusion of
cardiovascular drugs in combination with diuretics did not
have a pronounced effect both clinically and in the dynamics
of laboratory-instrumental indicators. There were constant signs
of nonspecific inflammation (leukocyte — 9.40x10%/1 (9.6x10%/1),
ESR - 28 (15) mm/h), an increase in the level of fibrinogen to
7.23 g/1; on ECG: sinus tachycardia, heart rate 120/min. Diffuse
violation of repolarization processes in the myocardium; in the
dynamics of ECHO CS, there were signs of thickening of the
interventricular membrane (IM), hydropericardium, pancarditis,
expansion of the heart cavities on the background of a
progressive decrease in the contractility of the LV myocardium.
As for the pericardium, in its cavity, on the back wall, liquid was
constantly detected with a level ranging from 43 to 51 mm. Here
it should be noted that during the 3 months of illness, its number
compared to the ECHO-CS from 01/30/20 increased almost 2
times. On the ECG from 04/03/20 — sinus tachycardia (heart rate
100/min), horizontal electrical axis of the heart, signs of systolic
load on the LV.

After the symptomatic treatment, he was discharged to
continue the treatment in an outpatient setting. Since that time,
the patient's condition gradually worsened - shortness of breath
progressed, constant heart palpitations bothered him, and
general weakness increased. At the same time, he noted the
loss of body weight. The prescribed treatment was ineffective.
This lasted for 3 months. During this time, shortness of breath
reached an extreme degree of severity, to the point that the
patient could not perform minor physical exertion and even lie
down, was disturbed by constant heartbeat, general weakness.
In addition, the patient lost weight (by 5 kg in 6 months), and
psoriatic rashes on the skin became generalized (Figure 2).

From the history of life: since 1998, he suffered from psoriatic
disease, in 2014 he was diagnosed with hypertension, degree 2,
stage II, moderate risk.

Figure 2. Erythematous psoriatic rash on the body of patient P., 42
years old.
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On examination: orthopnea. Acrocyanosis. On the skin of the
lumbar region, anterior abdominal wall, chest, upper and lower
limbs, there are widespread psoriatic eruptions of an erythematous
nature with a tendency to erythroderma (Figure 2).

Peripheral lymph nodes are not enlarged. The frequency of
respiratory movements is 24 per minute. Breathing is vesicular,
somewhat weakened in the lower parts of the lung fields. There
are no wheezes or crepitations. Pulse — 120 bpm, blood pressure
—110/70 mm Hg. The left border of cardiac dullness is shifted
0.5 cm outside the midclavicular line in the V intercostal space.
Heart tones are sharply weakened. The liver protrudes from
under the edge of the costal arch by 2 cm and was sensitive
during palpation. No changes were detected on the part of other
bodies and systems. Diuresis was normal.

During examination (July 16, 2020): Hb: decrease in Hb level
to 114 g/1, acceleration of ESR to 34 mm/h. Other indicators
and results of biochemical blood analysis, coagulogram and
urine analysis were without pathological changes; ECG: heart
rate 120/min. The rhythm was sinus. Horizontal position of the
electrical axis of the heart. LV hypertrophy with changes in the
myocardium; ECHO CS — ultrasound signs of dilatation of the
left atrium, reduced contractility of the left ventricle, exudative
pericarditis with the threat of cardiac tamponade; X-ray of
chest organs in direct projection showed that lung fields were
transparent, the sinuses were free, and the roots of the lungs
were covered by an extended median shadow. It was visualized
as a pear-shaped homogeneous formation with relatively even
upper-external contours (Figure 3).

- —

Figure 3. An X-ray of the chest organs of patient P., 42 years old,
dated 07/16/2020, indicates an expansion of the silhouette of the heart
against the background of the absence of pathology from the side of
the lungs.

The expansion of the median shadow was interpreted as
a significant expansion of the heart in its diameter. When
comparing this x-ray with data from a CT scan of the chest
organs from February 3, 2020 (Figure 1), we can clearly see the
negative dynamics of this process in 5 months. We should have
dealt with its cause.

To verify the cause of the detected changes, on July 17th,
2020, an MS CT scan of the chest with contrast enhancement
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(Ultravist 370 — 150 ml (in/in)) was performed. According to
its data, two large (size: 16.2x8.6x11.0 cm and 7, 2x4.8x6.5
cm) volumetric neoplasms of a cystic structure with a thick (up
to 3-8 mm) wall to the right and in front of the heart and to
the left and behind the heart, which compressed it. They could
be recognized by their semi-oval shape with clear contours,
smooth, a slightly bumpy surface and the presence of a clear
density of homogeneous fluid in them (Figure 4).

Figure 4. An enlarged fragment of the MS CT film of the chest organs
of patient P., 42 years old, dated 07/16/2020, which clearly shows how
these voluminous cystic formations compressed the heart (shown by
arrows).

All signs indicated the presence of mediastinal and/or
pericardial cysts.

At the same time, the mediastinum was not displaced, as could
be assumed from the radiograph of the chest organs (Figure
3), but expanded due to the detected neoplasms and multiple
enlarged lymph nodes (LNs), the largest of which is the lower
paratracheal one on the right (2.1x0.9 cm), subcarinal LNs
(2.6x1.4 cm) and LNs in the roots of the lungs (2.0x1.5 cm).
In addition to them, numerous LNs were found in the axillary
areas, the largest of them: on the left — 2.1x1.2 cm and on the
right — 1.9x1.2 cm, less pronounced LNs of the para-aortic
groups.

Considering the obtained results, we continued the diagnostic
search for the correct choice of treatment tactics. After
consultation with the cardiologist of the regional hospital,
the main focus was on differential diagnosis with dermoid,
bronchogenic, hydatid cysts, thymus cyst, thymoma, thymus
neuroendocrine tumor, lymphoma, lymphangioma, Morgan's
hernia, lymph node metastases, embryonic tissue neoplasia,
sarcoidosis, cavernous hemangioma [11,14,15,16,19,21,23,24,
28,29].

At the same time, we did not exclude the possibility of cardiac
myxoma and malignancy of these cysts.

We immediately put forward the assumption that the patient
has two DCs. This diagnosis was confirmed by the fact that,
according to the literature, on the roentgenogram of the chest
organs in the direct projection, DCs usually appear in the form
of a semi-oval or, less often, a semi-round shadow of high
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intensity with clear contours to the left and right of the midline.
The rest of the shadow, as a rule, is not visualized because it
merges with the mediastinal shadow. A similar X-ray picture in
our patient was initially interpreted as an expansion of the heart
in the cross section due to pancarditis and hydro pericardium
(exudative pericarditis). However, MS CT data of the thoracic
organs reliably confirmed the presence of probably two cysts
of the mediastinum and/or pericardium (Figure 4), CT signs of
which are described in detail in the literature [17,27].

Repeated echocardiography on 07/20/20 confirmed our
assumptions, as two large volumetric formations surrounded
by capsules and filled, probably with a gel-like mass, were
also found in the projection of the pericardium. Visually, they
were similar to cysts of the mediastinum or pericardium, which
greatly compressed the heart, creating a risk of its tamponade
(Figure 6).

Figure 5. An enlarged fragment of the MS CT film of the chest organs
of patient P., 42 years old, dated 07/16/2020, which clearly shows how
the identified cystic formations created moderate compression of the
adjacent parts of both lungs (shown by arrows).
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Figure 6. ECHO-CS data of patient P., 42 years old, dated 07/20/20.
The arrow indicates a volume formation with a clear contour, which is
visualized along the front wall of the pericardial sac, measuring 7x14
cm (shown by arrow). The heart is reduced in size.
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In order to find out the probability of infection of the DC or
suppuration of its contents, we conducted a repeated laboratory
and instrumental examination, according to the results of which
no clinical and laboratory signs of purulent-inflammatory
processes were detected.

Taking into account the possible oncological cause of the
rapid growth of DC, as a result of its malignancy against the
background of lymphadenopathy, we referred the patient for
consultation to an oncologist. With the established diagnosis:
Neoplasm of the mediastinum, the patient was sent for
consultation to the Institute of Oncology of the Academy of
Medical Sciences of Ukraine, Kyiv. According to the provided
medical documentation, on August 4, 2020, a multi-detector CT
of the chest organs was performed with contrast enhancement
(Tomohexol -350 100 ml) (Figure 7).

Figure 7. Multidetector CT scan data of patient P., 42 years old, dated
August 5th, 2020 (description in the text).

According to the data: a large-sized cyst (152x84 mm, vertical
size — 115 mm) is identified on the right paracardial, which has
a homogeneous fluid content (+10 HU) and does not enhance
with contrast. A wall of uniform thickness of 5—7 mm, with
homogeneous contrast enhancement. The cyst fills almost
the entire precardial space and compresses the right ventricle
(RV) and atrium. Pericardial fat is preserved and can be traced
throughout. The cysts are in contact with the diaphragm with a
preserved fatty layer, without signs of invasion. A similar cystic
formation with dimensions of 61x38 mm, vertical dimension
— 83 mm is determined along the left contour of the heart. The
wall is up to 5 mm thick. The cyst compresses the LV. These
data not only confirmed the diagnosis we established, but also
coincided with the descriptions of CT signs of DC known in
the literature [2,11,16,19,20,24,27-29]. By the intensity of the
signal, it was possible to determine the presence and nature of
the liquid — its intensity indicated the thick, viscous nature of
the cyst’s contents.

On August 5Sth, 2020, a puncture biopsy of a cystic formation
of the pericardium was performed. According to the results
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of cytological examination No. 5060/20, a pericardial cyst
was verified. On August 6, 2020, he was hospitalized at the
National Cancer Institute. The patient's hemodynamics were
stabilized, and a preoperative examination was performed. In
the hemogram — anemia of moderate severity, leukocytosis
(9.6x10%1); on the ECG: changes in the area of the LV and the
side wall (of a metabolic nature); the spirogram indicated the
development of respiratory insufficiency (VLC — 2.1 ml, FEV
1 — 1.8). The study of other parameters of laboratory indicators
was within the reference values.

On August 10, 2020, median sternotomy and pericardiotomy
were performed under general anesthesia to drain fluid. During
the surgical intervention, two PDCs with suppuration were
found, which was evidenced by the purulent content of these
cysts. Although, according to the literature, complete surgical
excision of these cysts is recommended, in this case, due to the
difficulty of removing these formations, adhesion to the lung
tissue and vascular complex, a partial resection of the tumor
was performed. Unfortunately, we do not have detailed data on
the course of the operation, but we do have the conclusion of
the pathohistological examination No. 46723-31/2020 dated
18.08.2020, which confirmed the presence of large cystic
formations with pronounced inflammation, xanthomatosis,
covered mainly with granulation, partly with loose connective
tissue, adipose tissue, and mesothelium. Their contents were
structureless detritus.

After surgical treatment and symptomatic therapy, the patient's
condition improved significantly, the severity of shortness of
breath decreased, and what seemed incredible — skin rashes
disappeared without specific treatment (Figure 8).

H,i

H

Figure 8. Photo of patient P., 42 years old, on the 4th day after surgical
treatment.

On August 27, 2020, he was discharged for follow-up by
an oncologist, a family doctor at his place of residence with a

© GMN

recommendation for re-examination after 6 months (CT of the
chest, abdominal organs, with intravenous contrast).

For now, the patient's condition is satisfactory, shortness of
breath does not bother him, the skin is clean.

In our opinion, this clinical case is of great interest to family
doctors, cardiologists, nephrologists, gastroenterologists,
oncologists, surgeons, dermatologists, and doctors of other
specialties, as it is associated with difficulties in diagnosis, due
to a long asymptomatic course of progressive growth of dermoid
cysts, as well as the possibility of treatment provided timely
and correct diagnosis. The diagnosis of PDC should already be
assumed when the patient has progressive shortness of breath,
tachycardia, acrocyanosis, pericardial effusion, cardiomegaly,
or expansion of the cardiac shadow on the Ro-gram of the chest
organs. Further examination will help verify the diagnosis and
save patients’ lives.

Conclusion.

1. Dermoid cysts of the pericardium made their debut with
the development of progressive shortness of breath, which
arose against the background of the appearance of symptoms of
toxic myocardiopathy, pleural and pericardial effusion already
1 month after the appearance of the first symptoms of lithium
intoxication.

2. A complex of symptoms that developed in a 42-year-
old patient with chronic psoriatic disease after transdermal
lithium poisoning indicated a multiorgan pathology, which was
manifested by alternating symptoms of acute kidney damage,
generalization of psoriatic rashes, acute pancreatitis, toxic-
allergic vasculitis with myofascial syndrome and secondary
polyneuroradiculopathy and tetraparesis, toxic myocardiopathy
with an episode of paroxysmal atrial flutter, the appearance of
pleural and, as it was believed, pericardial effusion.

3. This complex of symptoms at the beginning of the disease
was considered as a consequence of the toxic effect of lithium
(Litol 24), which may have been the cause of the development
of multiorgan pathology and a predictor of the manifestation
of the growth of the existing dermoid cysts of the pericardium.

4. Although the doctors managed to protect the patient from the
development of life-threatening emergency conditions during
the 6 months of the disease, conservative treatment proved to be
ineffective. No one even guessed about the presence of dermoid
cysts of the pericardium, especially about the possibility of their
progressive growth up to the appearance of symptoms of the
threat of cardiac tamponade.

5. Only surgical treatment helped the patient not only to avoid
a life-threatening pathological condition due to compression
syndrome, but also to get rid of skin rashes that had been
bothering him for 22 years.

6. The question of whether the patient had psoriatic disease
or it was a skin manifestation of the existing dermoid cysts
remained unresolved, since after surgical treatment the skin rash
disappeared without specific treatment.

7. This clinical case can supplement the worldwide statistical
indicators of detected pericardial dermoid cysts, of which, according
to the available literature, there were only 41 cases until now.
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