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avtorTa sayuradRebod!

redaqciaSi statiis warmodgenisas saWiroa davicvaT Semdegi wesebi:

 1. statia unda warmoadginoT 2 calad,  rusul an inglisur enebze, dabeWdili 
standartuli furclis 1 gverdze,  3 sm siganis marcxena velisa da striqonebs 
Soris 1,5 intervalis dacviT. gamoyenebuli kompiuteruli Srifti rusul da ing-
lisurenovan teqstebSi - Times New Roman (Кириллица), xolo qarTulenovan teqstSi 
saWiroa gamoviyenoT AcadNusx. Sriftis zoma – 12. statias Tan unda axldes CD 
statiiT. 
 2. statiis moculoba ar unda Seadgendes 10 gverdze naklebs da 20 gverdze mets 
literaturis siis da reziumeebis (inglisur, rusul da qarTul enebze) CaTvliT.
 3. statiaSi saWiroa gaSuqdes: sakiTxis aqtualoba; kvlevis mizani; sakvlevi 
masala da gamoyenebuli meTodebi; miRebuli Sedegebi da maTi gansja. eqsperimen-
tuli xasiaTis statiebis warmodgenisas avtorebma unda miuTiTon saeqsperimento 
cxovelebis saxeoba da raodenoba; gautkivarebisa da daZinebis meTodebi (mwvave 
cdebis pirobebSi).
 4. statias Tan unda axldes reziume inglisur, rusul da qarTul enebze 
aranakleb naxevari gverdis moculobisa (saTauris, avtorebis, dawesebulebis 
miTiTebiT da unda Seicavdes Semdeg ganyofilebebs: mizani, masala da meTodebi, 
Sedegebi da daskvnebi; teqstualuri nawili ar unda iyos 15 striqonze naklebi) 
da sakvanZo sityvebis CamonaTvali (key words).
 5. cxrilebi saWiroa warmoadginoT nabeWdi saxiT. yvela cifruli, Sema-
jamebeli da procentuli monacemebi unda Seesabamebodes teqstSi moyvanils. 
 6. fotosuraTebi unda iyos kontrastuli; suraTebi, naxazebi, diagramebi 
- dasaTaurebuli, danomrili da saTanado adgilas Casmuli. rentgenogramebis 
fotoaslebi warmoadgineT pozitiuri gamosaxulebiT tiff formatSi. mikrofoto-
suraTebis warwerebSi saWiroa miuTiToT okularis an obieqtivis saSualebiT 
gadidebis xarisxi, anaTalebis SeRebvis an impregnaciis meTodi da aRniSnoT su-
raTis zeda da qveda nawilebi.
 7. samamulo avtorebis gvarebi statiaSi aRiniSneba inicialebis TandarTviT, 
ucxourisa – ucxouri transkripciiT.
 8. statias Tan unda axldes avtoris mier gamoyenebuli samamulo da ucxo-
uri Sromebis bibliografiuli sia (bolo 5-8 wlis siRrmiT). anbanuri wyobiT 
warmodgenil bibliografiul siaSi miuTiTeT jer samamulo, Semdeg ucxoeli 
avtorebi (gvari, inicialebi, statiis saTauri, Jurnalis dasaxeleba, gamocemis 
adgili, weli, Jurnalis #, pirveli da bolo gverdebi). monografiis SemTxvevaSi 
miuTiTeT gamocemis weli, adgili da gverdebis saerTo raodenoba. teqstSi 
kvadratul fCxilebSi unda miuTiToT avtoris Sesabamisi N literaturis siis 
mixedviT. mizanSewonilia, rom citirebuli wyaroebis umetesi nawili iyos 5-6 
wlis siRrmis.
 9. statias Tan unda axldes: a) dawesebulebis an samecniero xelmZRvane-
lis wardgineba, damowmebuli xelmoweriTa da beWdiT; b) dargis specialistis 
damowmebuli recenzia, romelSic miTiTebuli iqneba sakiTxis aqtualoba, masalis 
sakmaoba, meTodis sandooba, Sedegebis samecniero-praqtikuli mniSvneloba.
 10. statiis bolos saWiroa yvela avtoris xelmowera, romelTa raodenoba 
ar unda aRematebodes 5-s.
 11. redaqcia itovebs uflebas Seasworos statia. teqstze muSaoba da Se-
jereba xdeba saavtoro originalis mixedviT.
 12. dauSvebelia redaqciaSi iseTi statiis wardgena, romelic dasabeWdad 
wardgenili iyo sxva redaqciaSi an gamoqveynebuli iyo sxva gamocemebSi.

aRniSnuli wesebis darRvevis SemTxvevaSi statiebi ar ganixileba.
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TERATOMAL NEOPLASMS OF THE PERICARD: THE PROBLEM AND REALITIES 
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Poltava State Medical University, Ukraine.

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 

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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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 31st 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 6th 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 – 9.8x109/l) with a shift of the leukocyte 
formula to the left (rod nuclear (r/n) – 7 %); biochemical blood 
analysis: blood creatinine – 265 μmol/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. 
According to the data of the medical documentation, no significant 
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), 

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 PDС 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 PDС 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 PDС 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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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 (13.0x109/l), 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, 

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 μmol/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).



132

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 (8.0x109/l), creatinine (98 
μmol/l), urea level decreased to 9.0 mmol/l), Hb - to 114 g/l, 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). СНАDs VASc-HAS-
BLSD-26. HF II 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 

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 – 9.40x109/l (9.6x109/l), 
ESR - 28 (15) mm/h), an increase in the level of fibrinogen to 
7.23 g/l; 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/l, 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 

(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).

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.

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 5th, 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 
(9.6x109/l); 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 (VLС – 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).

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 

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 PDС 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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