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Management of patients in therapeutic practice is becoming serious difficulties in view of the large
prevalence of comorbidity pathologies of various organs and systems, especially atherosclerosis and arterial
hypertension since these diseases is epidemic in recent years. Pancreatic pseudocyst is a localized fluid
collection that is rich in amylase and other pancreatic enzymes and it presentation can be ranged from
asymptomatic process to major abdominal catastrophe due to complications like infections, hemorrhages,
obstruction and rupture. The main difficulty in the management of patients with pancreatic pseudocysts is a
lack of effective medical and surgical treatment. Success can only be achieved with an individual approach to
the patient with the joint cooperation of doctors of various profiles, as shown by our clinical case.
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BEJEHHSI ITAIIEHTA 3 ATEPOCKJIEPO30M 1 APTEPIAJIBHOIO I'MEPTEH3IETO
KOMOPBIJHUMMH 3 BE3CUMIITOMHOIO KICTOIO NIJIIJTYHKOBOI
3AJI03U HA ITPUKJIA T KJITHIYHOTI'O BUITAJIKY

Oiicoamipe I.I, Oiicoamipe MI, Bbenan C. A. C.I, Jioma €. A.I, Boosanuuvka H. A7
"XapkiBcbkuit HarfioHanbHHiT yHiBepcuTeT iMeni B. H. Kapasina, M. Xapkis, Ykpaina
2 XKJI 3T Ne 1 ®@inii «[103» AT «YkpsanisHumsy», M. Xapkie, Ykpaina

JlikyBaHHSI XBOPHMX B TEpAlleBTUYHIN NpPAKTHII Ma€ CEpHO3HI TPYAHOLII Yepe3 BEJIUKY ITOIIHPEHICTH
KOMOPOIHOT MATOJIOTIi PI3HUX OpPTaHiB 1 CHCTEM, OCOOIMBO aTePOCKICPO3y i apTepianbHOi rinepTensii, 00 11l
3aXBOPIOBAHHS MAlOTh XapakTep emigemii B ocTaHHi poku. Kicra mianuryHKoBOT 3a103U MIPEACTaBIsE COOO0F0
JIOKaJTi30BaHui 301p piauHu, Oararoi Ha aMinasy Ta iHII MaHKpeaTH4YHi (EPMEHTH, a KIIiHIYHA KapTHHA MOXKE
3MIHIOBATUCH B Jiana3oHi BiJj O€3CMMIITOMHOTO MPOIIECY J0 BEIUKOI abIoMiHANBHOI KaTacTpodu uepes Taki
YCKJIaTHeHHS, SIK iH(eKLii, KpoBOTEUl, HEMPOXiAHICTH 1 po3puBH. OCHOBHI TPYIHOILI B JIIKyBaHHI MAI[i€HTIB 3
NaHKPEaTHYHOIO TICEBIOKUCTOIO IIOJISITAIOTh Y BIACYTHOCTI €(EKTUBHOTO MEIMYHOrO Ta XipypriyHOro
JKyBaHHS. YCHiX MOXe OyTH JOCSTHYTHI TUIBKH TPH iHIWBIIYyaJbHOMY MIJXOJi JO MAaIli€HTa MPHU CHUTBbHIN
CHiBIIpalli JliKapiB pi3HUX MPoQiIiB, K HOKA3aHO HA HAILIOMY KJIIHIYHOMY BHUIAJIKY.

K/IFO90BI C/IOBA: aprepiaibHa TillepTOHIs, aTepOCKIepPO3, KiCTa MiIUTYHKOBOI 3aJI031, BEJCHHS

BEJEHUE MAITUEHTA C ATEPOCKJIEPO30OM H A‘PTEPI/IAJILHOﬁ FI/II'!‘EPTEH3I/IEI7[
KOMOPBUJHBIMU C BECCUMIITOMHOU KUCTOMU ITIO/UKEJIY JOYHOMU KEJE3bI HA
MNPUMEPE KIIMHUYECKOI'O CJIYYASA
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JleyueHre NANKMEHTOB B TEPANCBTHYCCKON IPAKTHKE UMEET CEPhE3HBIC TPYAHOCTH H3-32 OOINBIION
PACIIPOCTPAHEHHOCTH KOMOPOWIHOM MATOJIOTMH PA3UYHBIX OPTaHOB U CHCTEM, OCOOCHHO aTepOCKIepo3a H
apTepHUANBHON THIIEPTECH3UH, TOTOMY KaK 3TH 3a00JICBaHHUS UMCIOT XapaKTep SMUACMHUU B MOCICIHUC TOJIBI.
Kucra momxeny1o0uHOM kKeJe3bl MPeCTaBaseT cO00 JIOKATU30BaHHBIA cOOp KUAKOCTH, OOTaTON aMuIa30i
U JAPYrUMH MAHKPEATHUYCCKUMHU (PepMCHTAMHU, a KIMHUYCCKAs KapTHHA MOXET MCHATHCS B TUANa30HE OT
0CCCUMIITOMHOTO Mpolecca A0 OONBIION a0IOMHUHANIEHOW KaTacTpo(bl W3-3a TAKUX OCIOKHCHHH, Kak
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I/IH(I)CKIII/II/I, KPOBOTCUCHHS, HCIPOXOAUMOCTb U PA3PHIBLI. OCHOBHEIE TPYAHOCTHU B JICUCHUHN IMAlIUCHTOB C

HaHeraTH‘leCKOfI HCCBZ[OKHCTOﬁ 3aKJII04YaroTCA

B

OTCYTCTBHUU 3(1)(1)6KTI/IBHOFO MCOAULIUHCKOI'O U

XUPYPTUUICCKOTO JICUCHUSA. Vemex MoKeT OBITh JOCTUTHYT TOJBKO MNOpU HWHAWBUAYAJIBHOM IIOAXOAC K
MafgueHTy Mnpu COBMECTHOM COTPYAHUYCCTBE Bpaqei/i Pas3HbIX HpO(l)HJ'IefI, 4YTO MW IIOKAa3aHO B HallCM

KIIMHUYECKOM CJIy4dac.

K/TIOYEBBIE CJIOBA: aptepuanbHas TMIEPTOHMS, aT€POCKIEPO3, KUCTA MOKEITYIOYHON >Kele3bl,

BEICHUSA

INTRODUCTION

Management of patients in therapeutic
practice is becoming serious difficulties in view
of the large prevalence of comorbidity
pathologies of various organs and systems. This
question is particularly relevant for patients
with atherosclerosis and arterial hypertension
since these diseases is epidemic in recent years
[1-2].

Pancreatic pseudocyst is a localized fluid
collection that is rich in amylase and other
pancreatic enzymes and is surrounded by a wall
of fibrous tissue that is not lined by epithelium
[3].

Clinical presentation of this condition can be
ranged from asymptomatic process [4] to major
abdominal catastrophe due to complications
like infections, hemorrhages, obstruction and
rupture [5-7].

The main difficulty in the management of
patients with pancreatic pseudocysts is a lack of
effective medical and surgical treatment [8].
Success can only be achieved with an
individual approach to the patient considering
comorbidity with the joint cooperation of
doctors of various profiles, as shown by our
clinical case [9-10].

OUR CASE

Passport data: Male, 75 years old, retired.

Complaints: Transient rise of blood
pressure to 170/90 mm Hg without any clinical
manifestations. Shortness of breath during
climbing to the 4th floor. Edema of the legs,
prominently in the right.

History of the disease:  Arterial
hypertension since 1976 with the highest figure
of blood pressure 240/120 mm Hg, the usual
blood pressure is 150-160/80-90 mm Hg. Since
2000 were registered atherosclerotic lesions of
cardiac valves on ultrasound investigation of
the heart. Repeatedly treated in outpatient and
inpatient clinic, last hospitalization in 2012.
The present deterioration occurred during
several months. At the moment took
amlodipine.
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History of the life: Peptic ulcer disease
since 1995, twice history of gastrointestinal
bleeding, last in December 2010. Diabetes
mellitus, tuberculosis and infectious disease are
denied. The patient smoked earlier for 20 years,
has not smoked since 1972. Denied any
allergies.

Somatic status: active position. Skin in
usual characteristics. Peripheral lymph nodes
were not enlarged. The thyroid gland is not
clearly determined. Muscular-skeletal system
without special features. Vesicular sounds
during lung percussion. On lung auscultation is
vesicular breathing. Rhythmic activity of the
heart. Heart tones are muted. Pulse 65 min.
Blood pressure on both arms on the background
of antihypertensive therapy is 150/90 mm Hg.
Abdomen: normal size, soft, painless. In the left
iliac region a dense painless formation with a
diameter of about 10 cm was palpated, localized
practically below the left hypochondria, it
descends into minor pelvis (swollen bowel
loops? formation?). Liver is at the edge of the
costal arch, painless. Physiological functions
without special features. A  sign of
costovertebral angle tenderness is negative on
both sides. Swelling of the right lower leg, no
edema on the left.

Plan of survey: full blood count, urinalysis,
biochemical test of blood (common cholesterol,
bilirubin, AIAT, AsAT, fasting plasma glucose,
creatinine, urea, potassium, sodium), chest X-
ray, ECG, ultrasound of the heart, 24-hours
daily monitoring of ECG and blood pressure,
ultrasound and/or computer tomography of the
abdomen, ultrasound of lower extremities
vessels, test with dosed physical activity,
interdisciplinary  consultation  with  other
specialist doctors when it needs.

RESULTS OF THE SURVEY

Full blood count: All figures are in the
normal range.

Urinalysis: All figures are in the normal
range.

Biochemical test of
Hypercholesterolemia due to LDL.

blood:
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Chest X-ray: Focal and infiltrative changes
of the lungs are not detected. The roots are
structural, not expanded. The sinuses are free.
Aperture clearly delineated. Pleuropericardial
left cord was extended, calcification of the
valve. Aortic sclerosis. Determined expansion
of the upper mediastinum.

ECG: Sinus rhythm, right, heart rate
52 beats/min. Left ventricle hypertrophy.

Ultrasound of the heart: Sclerotic changes
of the aorta wall, leaflets of aortic and mitral
valves. Left ventricle hypertrophy. Ejection
fraction is 60 %.

24-hours daily monitoring of ECG and
blood pressure: During all observation time on
the background of sinus rhythm with a mean
heart rate 67 beats/min single supraventricular
and ventricular premature beats was registered.
Ischemic ECG changes were not recorded.
Figures of systolic and diastolic blood pressure
during the entire period of observation were
characterized by normotension.

Test with dosed physical activity: Presence
of formation of the abdominal cavity with
unknown etiology is a relative contraindication
for this test, so the procedure was not
performed.

Ultrasound of lower extremities vessels:
Deep vein at the current studies without
evidence of thrombosis, phlebitis and valvular
insufficiency. Varicose of saphenous veins of
right leg. Incompetency of perforating vein of
the right shin. Moderate expansion of veins on
both calves.

Vascular surgeon: Primary varicose veins
of right lower limb, chronic venous
insufficiency of stage 2, recommended surgical
treatment.

Ultrasound of the abdomen: Diffuse
changes in the liver parenchyma, diffuse
changes in pancreas parenchyma, diffusive
degenerative changes in both kidneys, cysts of
both kidneys. Pathological formation of
abdomen with heterogeneous liquid volume of
about 2 liters. (pseudocyst? cyst? formation?
megacolon?).

Computer tomography of the abdomen: CT
features are more typical for the pseudocyst of
pancreas tail.

Interdisciplinary consultation with other
specialist doctors: The patient was examined
by therapists, abdominally surgeon, oncologist,
gastroenterologist, endocrinologist and doctor
of functional diagnostics together. Given the
results of the physical examination and imaging
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studies, the patient was set with diagnosis giant
pseudocyst of the tail of the pancreas. Given the
high risk of complications, it was decided to

perform drainage of the cavity of the
pseudocyst with
CLINICAL DIAGNOSIS

Atherosclerosis of  aorta. Arterial

hypertension 3 degree. Heart failure 1
functional class by NYHA. Moderate additional
cardiovascular risk. Peptic ulcer disease in
remission phase. Primary varicose veins of right
lower limb, chronic venous insufficiency 2
stage. Giant pseudocyst of the pancreas (?).

RECOMMENDATIONS

— Modification of lifestyle (diet, regular
physical activity);

— Amlodipine 5 mg in the morning under the
control of BP;

— Lisinopril 10 mg in the evening under the
control of BP;

— Atorvastatin 20 mg in the evening under
the control of lipid profile and AIAT;

—Hospitalization to the surgical department
for operative treatment.

OPERATIVE TREATMENT

One week later patient was admitted to the
surgical department for planned surgical
treatment of supposed pancreatic pseudocyst.

Considering location of the pseudocysts in
the abdomen cavity, the patient's age,
concomitant diseases of other organs and
systems, it was decided to perform laparoscopic
surgery with followed drainage.

Clinical diagnosis after surgical treatment:
Giant pseudocyst of pancreas. Drainage of
pseudocyst cavity. Residual fluid volume -
25ml. Atherosclerosis of aorta. Arterial
hypertension 3 degree. Heart failure 1
functional class by NYHA. Moderate additional
cardiovascular risk. Peptic ulcer disease in
remission phase. Primary varicose veins of right
lower limb, chronic venous insufficiency 2
stage.

FOLLOW-UP IN 1 MONTH AFTER
SURGERY

Complaints: none.

Somatic status: active position. Skin in
usual characteristics. Peripheral lymph nodes
were not enlarged. The thyroid gland is not
clearly determined. Muscular-skeletal system
without special features. Vesicular sounds
during lung percussion. On lung auscultation is



vesicular breathing. Rhythmic activity of the
heart. Heart tones are muted. Pulse 67 per min.
Blood pressure on both arms on the background
of antihypertensive therapy is 125/75 mm Hg.
Abdomen: normal size, soft, painless. In the left
iliac region a dense painless formation with a
diameter of about 7 cm is palpated, localized
practically below the left hypochondria. Liver is
at the edge of the costal arch, painless.
Physiological  functions  without special
features. A sign of costovertebral angle
tenderness is negative on both sides. Swelling
of the right lower leg, no edema on the left.
Plan of survey: ultrasound of the abdomen,

interdisciplinary ~ consultation  with  other
specialist doctors when it needs.
RESULTS OF THE SURVEY

Ultrasound of the abdomen: Diffuse
changes in the liver parenchyma, diffuse

changes in pancreas parenchyma, diffusive
degenerative changes in both kidneys, cysts of
both kidneys. Giant pseudocyst of pancreas
with liquid volume of about 2 liters.

Interdisciplinary consultation with other
specialist doctors: The patient was examined
by therapists, abdominally surgeon, oncologist,
gastroenterologist, endocrinologist and doctor
of functional diagnostics together. Considering
relapsing course of pancreatic pseudocyst with
an absolute absence of symptoms, it was
decided to choose expectant management. It
was recommended to perform of computer
tomography of the abdomen every 6 months in
the absence of symptoms of the abdominal
cavity and immediately get medical attention in
case of any discomfort in the abdomen.
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CLINICAL DIAGNOSIS

Atherosclerosis of aorta. Arterial hyper-
tension 3 degree. Heart failure 1 functional
class by NYHA. Very high additional cardio-
vascular risk. Peptic ulcer disease in remission
phase. Primary varicose veins of right lower
limb, chronic venous insufficiency 2 stage.
Giant pseudocyst of pancreas, drainage of
pseudocyst cavity, residual fluid volume -
25 ml. Relapse of giant pseudocyst of pancreas.

RECOMMENDATIONS

— Lifestyle modification and drug therapy in
accordance with previous recommendations;

— Perform of computer tomography of the
abdomen every 6 months in the absence of
symptoms of the abdominal cavity;

— Immediately get medical attention in case
of any discomfort in the abdomen.

CONCLUSIONS

Management of patients with comorbid a
disorder has not yet been standardized and is
interdisciplinary problem at the junction of
various medical specialties.

Our patient belongs to the very high additio-
nal cardiovascular risk in mind the presence of
hypertension and atherosclerosis, which can
greatly complicated during anestesiological
procedures and carrying out abdominal surgery
for pancreatic pseudocyst [1-2, 8].

We have taken a wait and see tactics, and
apparently made no mistake. Within 2 years we
are committed telephone and ambulatory visits
with CT control of pseudocyst state every six
months, the negative dynamics is still not fixed,
any subjective symptoms are also still missing.
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