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A Case of Exacerbation of Chronic Pancreatitis
Against the Background of COVID-19
Complicated by Pancreaticopleural Fistula
with Enzymatic Pleurisy
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Aim: to draw attention to the diagnosis and treatment of a rare complication of chronic pancreatitis — pancreatico-
pleural fistula with subtotal enzymatic exudative pleurisy, as well as the possible connection between exacerbation of
chronic pancreatitis and pneumonia caused by SARS-CoV-2.

Key points. In primary chronic pancreatitis, pancreaticopleural fistulas develop extremely rarely, while abdominal
symptoms may not be expressed, and pleural effusion syndrome comes first in the clinical picture, so it is difficult to
establish the true cause of exudative pleurisy in such a situation. The causative agent of COVID-19 has a high affinity
for angiotensin-converting enzyme 2 receptors, which are present in large numbers on acinar, ductal, and secretory
cells of the pancreas. Obviously, this infection can influence the course of the inflammatory process in chronic pan-
creatitis.

This clinical observation presents a rare case of exacerbation of chronic pancreatitis with the formation of a pan-
creaticopleural fistula with subtotal enzymatic pleurisy on the left, which was preceded by pneumonia caused by
SARS-CoV-2 in a 47-year-old man who abused alcohol. The study of exudate for amylase content helped to identify
the enzymatic cause of pleurisy. Multislice computed tomography of the abdominal organs with bolus enhancement
revealed a mass formation in the head of the pancreas with ectasia of the Wirsung duct and common bile duct. It
was possible to restore the normal passage of bile and pancreatic secretions, as well as to stop the functioning of
the pancreaticopleural fistula using pancreatoduodenal resection. A morphological examination of the macroscopic
specimen revealed a diagnosis of pseudotumorous capitate chronic pancreatitis in the acute stage. After surgical
treatment, according to ultrasound control, pleurisy was cured. The patient was examined a year later; his condition
was consistent with the surgery. There were no clinical, physical, or instrumental data for left-sided pancreaticogenic
pleurisy, hypertension of the extrahepatic and pancreatic ducts.

Conclusion. Recurrent exudative pleurisy in chronic pancreatitis with rapid accumulation of exudate in a large vol-
ume with a high amylase content is a sign of pancreaticopleural fistula. The development of exacerbation of chronic
pancreatitis was influenced by a combination of factors, including coronavirus infection, which suggests further ac-
cumulation of clinical material with this combination of pathological processes.

Keywords: chronic pancreatitis, pancreaticopleural fistula, exudative pleurisy, COVID-19

Conflict of interest: the authors declare that there is no conflict of interest.

For citation: Kotov I.1., Kalinina I.Yu., Propp A.R., Sulim D.A. A Case of Exacerbation of Chronic Pancreatitis Against the Background
of COVID-19 Complicated by Pancreaticopleural Fistula with Enzymatic Pleurisy. Russian Journal of Gastroenterology, Hepatology,
Coloproctology. 2023;33(6):101-108. https://doi. org/10.22416/1382-4376-2023-33-6-101-108

OGocTpeHne XpoHNYecKoro naHkpearurta Ha ¢poHe COVID-19, ocnoxHuewieeca
naHkpeartonsieBpasibHO GUCTynon ¢ epMeHTaTUBHbIM MNJIEBPUTOM
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Llenb: 06patnTh BHUMaHME Ha ANArHOCTUKY U JIeYeHNEe PeaKoro OCOXHEHUS XPOHNYECKOro naHkpeaTuTa — naH-
KpeaTonneBpasnibHOM GUCTYSbl ¢ CyOTOTaNbHLIM (PepMEHTATUBHLIM 3KCCYOATUBHbBIM MJIEBPUTOM, a Takke Ha BO3-
MO>XXHYIO CBSI3b 0O0CTPEHNSA XPOHMYECKOro NnaHkpeaTnuTa ¢ NepeHeceHHo NHeBMOHMEN, Bbi3aBaHHOM SARS-CoV-2.
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OCHOBHbIE NosIoXeHus. [1py NEPBUYHOM XPOHNYECKOM MaHKpeaTuTe NaHKpeaTornieBpasbHble GUCTYIb pa3BnBa-
I0TCS KpalriHe peaKko, Npy 3ToM abA0MUHANBHBLIE CUMMITOMbI MOTYT OblTh HE BbIP@XEHbI, @ HA MEPBOE MECTO B KJINHU-
YeCKOW KapTUHE BbIXOAUT CUHAPOM MIEBPAJIBHOMO BbINOTA, MO3TOMY YCTAHOBUTb UCTUHHYIO MPUYMHY 9KCCYyOaTuB-
HOro NJeBpuTa B TakoW cuTyaummn TpyaHo. Bosbyautens COVID-19 obnagaeT BbICOKOW TPOMHOCTLIO K PeLLenTopam
aHrMOTEeH3VHNpeBpaLlaoLero GepMeHTa 2, B 60JbLLIOM KOIMYECTBE NPEACTABAEHHbIM Ha auUMHAPHbIX, MPOTOKO-
BbIX M CEKPETOPHBIX KNETKaxX MNOAXENyA0YHON xenesbl. O4eBNAHO, 9Ta NHDEKLMS MOXET BUATL HA TEYEHME BOC-
nanuTenbHOro NPoLEeCca Npu XPOHMYECKOM NaHKpeaTuTe.

B npencrtaBneHHOM KJIMHMYECKOM HabMiooeHNN onvcaH peaknin ciyyai 060CTPEHUS XPOHNYECKOro NaHkpeaTuTa
c dopMMpoOBaHNEM MaHKpeaTonieBpasibHON GUCTYNbI C CYyOTOoTaNlbHbIM EePMEHTATUBHLIM MJIEBPUTOM ClieBa, KO-
TOpOMy MpeaLlecTsoBasna NHEBMOHUS, BbldBaHHast SARS-CoV-2 y MyxX4unHbl 47 neT, 3/10ynoTpebnsioLero ankoro-
NneM. BbisBUTb pepMeHTATMBHYIO MPUYMHY NIEBPUTA MOMOIIO UCCIEA0BAHME 3KCCyAaTa Ha CoAepKaHe aMunassi.
Mpn MynbTUCNMPaNbHOW KOMMbIOTEPHOM TOMOrpadum opraHoB OPIOLLHON NONOCTU C BOJIIOCHLIM YCUEHMEM 0OHa-
pPYy>XeHO 06 bEMHOE 06pPa30BaHME B rOJIOBKE MOAXKENYA0YHOM XeNesbl C 9KTa3nel BUPCYHroBa NpoToka 1 X0/1efoxa.
BoccTaHOBUTL HOPMasbHbIA NMaccax Xenyn 1 NaHKPeaTMyeckoro CEKPETA, a Takke NpekpaTuTb GyHKLIMOHMPOBA-
HME naHkpeaTonaeBpanbHON GUCTYIbl YAAN0Ch C MOMOLLBIO NaHKpeaToayoaeHanbHOM pe3ekuumn. MNpn mopdono-
rMYeckOM MCCneoBaHnM MakponpenapaTa yCTaHOBEH AMArHO3: NCEBAOTYMOPO3HbIN rOI0BYAThIN XPOHUYECKNIA
naHkpeaTuT B cTaguun 06ocTpeHust. MNocne onepaTuBHOIO IEYEHUS MO AAHHBIM YNIbTPa3BYKOBOIO KOHTPOSSA Habto-
[anocb n3neyeHuve nnespura. lNMaLumMeHT OCMOTPEH Yepesd rofl, COCTOSIHME COOTBETCTBYET NEPEHECEHHO OMepauun.
KnuHuyecknx, duamkanbHbIX M MHCTPYMEHTaSIbHBIX AaHHbIX 32 JIEBOCTOPOHHWUI NaHKPEATOreHHbIN NAEBPUT, rMnep-
TEH3MIO BHEMEYEHOUHbIX M MAaHKPEATUYECKMX MPOTOKOB HE BbISIBIEHO.

SaknioyeHne. PeLaonBrpyoLLIMiA 3KCCYAATUBHBIN NIEBPUT NPU XPOHUYECKOM NaHKpeaTuTe ¢ ObICTPbIM HaKomnae-
HMeM aKccyparta B 60blOM 0O6bEME C BbICOKMM COOEPXKAHVEM aMuUNasbl ABASETCSA NPU3HAKOM MaHKPeaTornsies-
panbHo ducTynbl. Ha pasButne 060CTPEHUSI XPOHNUYECKOro MaHkpeaTuTa MoBAMsSIa COBOKYMHOCTb (PakTOPOB,
B YMCIIe KOTOPbIX Obla KOPOHABMPYCHAA UHMEKLMS, YTO NpeanonaraeT fajsbHERLIEE HAKOMNEHNE KIIMHNYECKOTO
MaTtepuana npv TakoM Co4eTaHnM NaTON0rMYECKNX NPOLLECCOB.

KnioueBble cnoBa: XpPOHMYECKUI MAHKPEATUT, NaHKpeaTonsieBpanbHas @uUcTyna, 9SKCCYAATUBHbLIA MEBPUT,
COVID-19
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pleurisy, only one was a consequence of PPF. In
pleural effusion, the diagnostic search is primarily
focused on differentiating parapneumonic, tubercu-
lous, oncological, and less often other causes. The
enzymatic nature of pleurisy is most often estab-
lished untimely [7].

In recent years, publications have appeared in
which SARS-CoV-2 is presented as a new etiologi-
cal factor of acute pancreatitis [8, 9]. The caus-
ative agent of COVID-19 has a high tropism for
angiotensin-converting enzyme 2 (ACE2) receptors,

Introduction

Pleural effusion syndrome occurs in 300—320
cases per 100,000 population [1]. The structure
of pleural effusion is presented as follows: 45.1 %
of cases are malignant, 38.1 % are inflammatory
(including 15.6 % of tuberculous cases), 7.4 % are
non-inflammatory. Rare causes of inflammatory ef-
fusions include pancreatogenic (6.1 %) [2]. In sur-
gical practice, pleural effusion in acute pancreatitis
occurs in 3—17 % of cases, is an expected complica-
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tion, and is not difficult to diagnose [3]. In chronic
pancreatitis, pleural effusion caused by a pancreati-
copleural fistula (PPF) is observed much less fre-
quently (0.4 %) [4]. Thus, in the review by C. King
et al. [5] over 38 years reported the presence of
only 63 patients with pancreaticopleural fistula.
E. Cazzo et al. [6] describe 40 cases over 20 years.
We are mainly talking about patients with chronic
pancreatitis who abuse alcohol.

The cause of pleural effusion associated with PPF
is usually not recognized upon admission, and pa-
tients are taken to the therapeutic or pulmonology
department with a diagnosis of pleurisy of unspeci-
fied etiology. In the Emergency Medical Hospital
No. 1 of the city of Omsk during the COVID-19
pandemic from 2020 to 2022, out of 45 cases of such

which are present in large numbers on acinar, duc-
tal and secretory cells of the pancreas. SARS-CoV-2
binds to ACE2 receptors and, with the help of the
host enzyme transmembrane serine protease type 2,
penetrates into a cell. Next, the virus associates
with the endomembrane system by constructing
double membrane vesicles from host cell compo-
nents, where its enhanced replication occurs, while
the cell cycle in the nucleus stops, pro-inflammato-
ry factors are activated, and the effects of cytopathy
with apoptosis of infected cells increase [10, 11].

In a retrospective cohort study performed by
Y. Hadi et al. [12] between January 2020 and
July 2021, compared 4420 patients with chronic
pancreatitis and COVID-19 with 1,169,773 pa-
tients without chronic pancreatitis. They showed
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higher mortality and risk of adverse outcomes after
COVID-19, which may be due to additional damage
to pancreatic tissue.

Aim of the study: to draw attention to the diag-
nosis and treatment of a rare complication of chron-
ic pancreatitis — pancreaticopleural fistula with
subtotal enzymatic exudative pleurisy, as well as to
the possible connection of exacerbation of chronic
pancreatitis with pneumonia caused by the SARS-
CoV-2 virus.

In the case we describe, chronic pancreatitis ex-
acerbation against the background of COVID-19
was complicated by the formation of a pancreatico-
pleural fistula (PPF) with enzymatic pleurisy.

Clinical case

Patient B., 47 years old, in mid-January 2021
was taken by emergency services to the Therapeutic
Department of the City Clinical Emergency Hospital
No. 1 due to left-sided pleurisy. Upon admission,
he complained of weakness, shortness of breath and
palpitations when walking, a dry cough accompa-
nied by pain in the left half of the chest.

Shortness of breath appeared three days before
hospitalization, progressively increased, and the
abovementioned complaints joined. The local phy-
sician referred him for hospitalization in an emer-
gency hospital with suspected exudative pleurisy on
the left. For emergency assistance in Medical Unit
No. 4, MSCT of the chest organs was performed
and with a confirmed diagnosis of “exudative pleu-
risy” the patient was transported to City Clinical
Emergency Hospital No. 1.

In mid-December 2020, he suffered COVID-19
on an outpatient basis with damage to the lungs,
a moderate course, verified by chest MSCT and
SARS-CoV-2 RNA PCR. X-rays described areas of
compaction of the lung tissue like “ground glass”
in the lower lobe of the right lung involving 25
% of the parenchyma, the temperature increased to
38.6 °C, objectively the respiratory rate was up to
22 per minute. Drugs that did not have significant
pancreatic toxicity were prescribed: favipiravir ac-
cording to the standard regimen, dexamethasone in-
tramuscularly 8 mg per day for 10 days, levofloxa-
cin 500 mg 2 times a day orally, ambroxol 30 mg
1 tablet 3 times a day. For dexamethasone, pancre-
atitis is indicated as an undesirable effect, but there
are no contraindications for use and conditions for
careful use of chronic pancreatitis, the dose and
duration of administration are small. X-ray moni-
toring of convalescence was not performed. From
the anamnesis it was known that for 5 years the
patient had been suffering from chronic pancreatitis,
exacerbations occurred two to three times a year,
without pronounced abdominal symptoms, and the
patient was mainly bothered by moderate pain in
the epigastrium associated with errors in the diet.
He did not follow a diet; in the deterioration in the

condition, he was treated on an outpatient basis
with antispasmodics and proton pump inhibitors;
the last exacerbation was noted in October 2020.
There was no acute destructive pancreatitis during
the course of the disease. The patients abuses alcohol.

Upon admission to the hospital, the patient’s
condition was relatively satisfactory, conscious-
ness was clear, BMI — 18.6 kg/m?, pale skin.
On auscultation, the breathing was harsh, could
not be heard from the third rib, and there was
a shortening of the percussion sound. Respiratory
rate — 22 per minute. Heart sounds were rhythmic,
heart rate — 120 per minute. Blood pressure —
130/80 mmHg. The abdomen was soft and pain-
less on palpation. The liver and spleen were not
enlarged. No peripheral edema was observed. Body
temperature 37.2 °C.

General blood test: hemoglobin — 111 g/L
(norm — 110—160 g/L), erythrocytes — 4.1 x
10"2/L (norm — (3.5—5.5) x10'2/L), leukocytes —
12.2 x 10°/L (norm — 4.0—10.0 x 10°/L), seg-
mented — 75 % (norm — 50—70 %), monocytes —
5 % (norm — 3—12 %), lymphocytes — 20 %
(norm — 20—40 %), ESR — 68 mm/h (norm —
0—15 mm/h), glycemia — 6.0 mmol/L (norm —
up to 6.1 mmol/L). Biochemical blood test: AST —
12.4 U/L (norm — 0—40 U/L), ALT — 12.6 U/L
(norm — 0—40 U/L), creatinine — 77.5 umol/L
(norm 58—115 umol/L), total bilirubin —
6.6 umol/L (norm — 5.0—21.0 pmol/L), serum
amylase — 171.8 U/L (norm — up to 100 U/L),
CRP — 297 mg/L (norm — 0—5 mg/L), procalcito-
nin — less than 0.5 ng/mL (norm — 0—0.064 ng/mL),
GGT — 70 U/L (norm — up to 55 U/L), serum
iron — 7 umol/L (norm — 34.5-5.83 umol /L),
other indicators are normal. Electrophoresis of pro-
teins: albumins — 31 % (norm — 34—65 %), al-
phal — 6.64 % (norm — 2—5 %), alpha2 — 15.8 %
(norm — 7—13 %), beta — 10.29 % (norm —
8—15 %), gamma — 35.53 % (norm — 12-22 %).
Urine diastasis (January 15, 2020) — 120 U/L (norm —
10—-125 U/L).

ELISA testified to a previous coronavirus infec-
tion: cutoff index for IgM for COVID-19 — 0.84,
for IgG — 17.1, SARS-CoV-2 PCR from the na-
sopharynx was negative. Mantoux test with 2 TE
PPD-L, Diaskin test, HIV ELISA, HBsAg, Anti-
HCV were negative.

ECG: sinus tachycardia (100 per minute), the
electrical axis of the heart is not deviated, dif-
fuse changes in the myocardium. To identify a
possible connection between pleural effusion and
myocardial dysfunction, echocardiography was
performed — the dimensions of the cavities are
not expanded, the systolic and diastolic func-
tions of the myocardium were not impaired, myo-
cardial contractility is satisfactory (ejection frac-
tion — 59 %); along the perimeter of the heart
there was a homogeneous echo-free space of up to
3—4 mm in diastole.
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Abdominal ultrasound: the pancreas was not vi-
sualized (shielded by gas), only a large hydrothorax
on the left was described.

Chest MSCT showed signs of left-sided exuda-
tive pleurisy of large volume (thickness of the layer
between the pleural layers was 75 mm), subtotal
compression of the left lung, enlargement of the
intrathoracic lymph nodes — up to 18 mm. In the
right lung there were single focal compactions (up
to 4 mm in size), areas of heavy compactions of a
post-inflammatory nature. Taking into account the
X-ray picture, the absence of signs of heart failure,
as well as the presence of clinical and laboratory
inflammatory response syndrome (low-grade fever,
moderate leukocytosis, increased ESR and CRP lev-
el, hypergammaglobulinemia), the impression was
of tuberculous pleurisy. In addition, tuberculosis
can be accompanied by a moderate increase in iso-
amylase levels, which was observed in the patient.

In the emergency department, the patient’s left
pleural cavity was catheterized, and 2000 mL of
free fluid of a light brown color was evacuated,
after which the state of health improved: there
was no discomfort in the chest and no palpita-
tions, shortness of breath decreased. Examination
of the exudate: slightly turbid, light brown, pro-
tein — 8.1 g/L, specific gravity — 1020, Rivalta
test is positive, acid-fast mycobacteria and atypical
cells were not detected. Microscopy of the drug na-
tively: leukocytes — 30—35, macrophages — 1—3,
mesothelial cells — 0—1, erythrocytes — up to 5
per field of view. Microscopy of a stained speci-
men: segmented leukocytes — 63 %, lymphocytes —
28 %, monocytes — 9 %. Culture for microflora
was negative. PCR for Mycobacterium tuberculosis
DNA was negative.

Despite the treatment, shortness of breath in-
creased, a progressive accumulation of fluid in the
left pleural cavity was physically determined, and
a control radiograph on the seventh day of hospi-
talization showed left-sided hydrothorax to the pos-
terior segment of the forth rib, the median shadow
was shifted to the right. During pleural puncture
on January 22, 2100 mL of free light brown fluid
was obtained. An episode of recurrent large-volume
hydrothorax, the absence of acid-fast mycobacteria
and signs of bacterial infection, negative PCR for
mycobacterial DNA in the pleural contents dated
January 15, 2021, the absence of a cardiac history,
edema, a normal ECG, the presence of moderate hy-
perfermentemia and a history of chronic pancreatitis
served as the basis for an extensive study of effusion
with by determining the level of a-amylase — it
was increased to 3651 U/L.

The patient was transferred to the surgical de-
partment with suspected left PPF, and therefore
MSCT of the PPF with bolus contrast enhancement
was performed. The liver was of normal size, homo-
geneous. The common hepatic duct was dilated to
14 mm. No stones were revealed in the gallbladder.

The common bile duct was dilated to 16 mm, and
its sharp narrowing is detected in the intrapancreat-
ic section (Fig. 1). Pancreas dimensions: the head —
up to 36 mm; in the structure of the head there was
a rounded area with clear contours that intensively
accumulated a contrast agent in the arterial phase,
up to 120 HU, dimensions — 21 x 25 mm; the
body of the gland — up to 18 mm; the tail — up
to 15 mm, contrast density of the body and the tail
of the gland was diffusely reduced (Fig. 2). The
Wirsung duct was expanded to 8 mm in the body
and tail of the gland, but was not traced in the area
of the head (Fig. 3). No free fluid was found in the
abdominal cavity.

At the captured levels of the chest in the pleural
cavity on the left, the liquid layer thickness was up
to 47 mm, the lower lobe of the left lung is reduced
in volume due to the area of consolidation of the
lung tissue (Fig. 4).

Conclusion: CT picture of a space-occupying le-
sion in the head of the pancreas; in the differen-
tial series, the pseudotumorous form of pancreati-
tis and cancer of the head of the pancreas should
be considered. Choledocho- and virsungectasia.
Hepatomegaly. Left-sided hydrothorax, compres-
sion atelectasis of the lower lobe of the left lung.

After receiving the MSCT results, the left pleu-
ral cavity was drained with a silicone tube with
an internal diameter of 6 mm according to Bulau.
Within three days, a yellowish effusion of up to
450—510 mL per day was observed with a high
amylase content of up to 3472 U/L, which con-
firmed the presence of a functioning PPF. Due to
the reasonable suspicion of pancreatic head cancer
and the determination of active surgical tactics, fur-
ther MRI and magnetic resonance cholangiopancre-
atography (MRCP) studies were not performed to
search for a fistula and a detailed assessment of the
condition of the biliary and pancreatic ducts.

Because of the combination of morphological
phenomena (the presence of a tumor of the head
of the pancreas, pronounced ectasia of the common
bile duct and the main duct of the pancreas with a
cicatricial stricture of their terminal sections, the
presence of signs of PPF) on February 2 the patient
underwent pancreaticoduodenectomy. After the
operation, the diagnosis was formulated: “chronic
fibrosing pancreatitis with predominant damage
to the head of the pancreas. Cicatricial stricture
of the terminal portion of the common bile duct.
Biliary hypertension. Pancreaticopleural fistula on
the left”.

Pathological examination of surgical material
revealed that in the parenchyma of the pancreas
there were many false lobules formed due to the
diffuse proliferation of connective tissue between
the lobules and in their stroma. The stroma was fo-
cally represented by proliferations of wide layers of
connective tissue of varying degrees of maturity (in
some places young, edematous, in others — coarse
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Figure 1. MSCT of the abdominal cavity from January 27, 2021, with bolus contrast enhancement. arterial phase:
the common hepatic duct is dilated to 14 mm (top arrow), the common bile duct is dilated to 16 mm, sharply
narrowed in the intrapancreatic region (lower arrow)

Pucynox 1. MCKT 6piomnoii osoctu ot 27.01.2021 r. ¢ 60MIOCHBIM KOHTPACTHBIM YCUJIEHUEM, apTepuasbHast
(baza: obumii meYeHOUHBIT TPOTOK paciuper A0 14 MM (BepXHss cTpeska), oOIMii sKeJYHBIH MPOTOK paciIupeH
10 16 MM, pesKo CysKeH B MHTpamaHKpeaTndeckoM ot/ee (HUKHSS CTPesKa)

Figure 2. MSCT of the abdominal cavity from January 27, 2021, with bolus contrast enhancement. arterial phase:
volumetric formation of the head of the pancreas with clear contours, intensively accumulating a contrast agent
in the arterial phase, up to 120 HU, dimensions 21 x 25 mm (between the arrows)

Pucynox 2. MCKT 6prommoit mosoct ot 27.01.2021 1. ¢ 60TIOCHBIM KOHTPACTHBIM YCUJIEHUEM, apTepuaIbHAast
(dasza: o6peMHOE 06pazoBaHKe TOJTOBKHM MOIMKETYAOYHON JKENe3bl ¢ YETKMMH KOHTYPAaMM, MHTEHCHBHO HAKaIIMBAIO-
IMe KOHTPaCTHBII Tpenapar B aprepuaibuyio dasy (no 120 HU), pasmepamu 21 x 25 MM (Meskay CTpeKamu)
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Figure 3. MSCT of the abdominal cavity from January 27, 2021, with bolus contrast enhancement, arterial phase,
reconstruction of the pancreas: the main pancreatic duct is dilated up to 8 mm (between the arrows), in the body
and tail of the gland, in the area of the head of the gland — is not traced

Pucynox 3. MCKT o6piommnoii mosoctt ot 27.01.2021 1. ¢ 60TI0CHBIM KOHTPACTHBIM YCUJIEHUEM, apTepuasbHast
¢asza, PEeKOHCTPYKIMS TOJKENYAOYHON >KeJsie3bl: TJIaBHBIM MPOTOK TOKENYJIOUYHON >Kesie3bl PAacIIupeH 0 8 MM
(MexLy CTpesoK), B Tesie U XBOCTE >KeJie3bl, B 00JaCTH TOJOBKHU KeJe3bl — He MPOCIEKNBAETCS

Figure 4. MSCT of the abdominal cavity with the capture of the lower chest from January 27, 2021, with
bolus contrast enhancement, arterial phase: atelectasis of the lower lobe of the left lung (top arrow); left-sided
hydrothorax (lower arrow)

Pucynox 4. MCKT Gpromrnoii moJyioctu ¢ 3axBaToM HmpkHel yactu rpyan ot 27.01.2021 r. ¢ 6oM0CHBIM KOHTPACT-
HBIM yCUJIEHHEM, apTepraibHas (asa: aTeqeKTas HUKHEN 101 JeBOro JIerkoro (BepxHss CTPeKa); JEBOCTOPOHHUN
ruapoTopakc (HIDKHSSA CTpesKa)
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fibrous), sparsely infiltrated with lymphocytes, his-
tiocytes, and plasmacytes. Ducts of all sizes were un-
evenly ectatic to varying degrees, their walls show
signs of chronic inflammation and sclerosis. PCR test-
ing of SARS-CoV-2 RNA was not performed.

Drug therapy was carried out in the following
volume: octreotide, parenteral omeprazole, cefoper-
azone sulbactam, antispasmodics, crystalloids. The
postoperative period proceeded without complica-
tions. On control ultrasound of the pleural cavities,
no fluid was detected. The patient was discharged
for outpatient treatment in satisfactory condition
on day 14 after the surgery. He was examined a
year later — the condition was consistent with the
surgery. There were no clinical, physical, or instru-
mental data for left-sided exudative pleurisy, hy-
pertension of the extrahepatic and pancreatic ducts.

Discussion

The described observation is interesting as a vari-
ant of the course of chronic pancreatitis against the
background of COVID-19. Exacerbation of chronic
pancreatitis was complicated by the formation of
PPF with enzymatic pleurisy on the left, which was
the reason for seeking medical help. The clinical
picture suggested a differential diagnosis of tuber-
culous pleurisy, pleural mesothelioma, and a com-
plicated course of coronavirus pneumonia (pleural
effusion has been described in 7 % of COVID-19
cases [13]), which were not confirmed by the re-
sults of laboratory tests.

Difficulties in diagnosis were associated with
the latent course of exacerbation of chronic pan-
creatitis: the absence of characteristic complaints
and increased levels of enzymes in the blood and
urine. Intraductal hypertension did not translate
into pain due to the outflow of contents into the
pleural cavity. In such cases, patients are treated
and examined for a long time for pleurisy, and even
with a confirmed diagnosis of chronic pancreatitis,
a cause-and-effect relationship between these dis-
eases is rarely established. In this observation, the
enzymatic genesis of pleurisy was indicated by the
rapid accumulation of a light brown effusion in a
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