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Introduction.

Pancreatic cyst, more frequent than generally admitted, is generally symptomless, and its diagnosis is finally made by instrumental semeiotics data, particularly those of echography, analogously to what happens as regards both hepatic and renal cysts, i.e., by chance.

Poor information given at the bed-side by the old, traditional, acàdemic physical semeiotics accounts for the reason that these malformations, even of a certain size, are recognized accidently during sophisticated semeiotics examination, performed because of other disorders.

Fortunately, cyst diagnosis is to-day a “clinical” one, regardless its location and size, thanks to cystic biophysical-semeiotic syndrome (See Glossary in cited site), which can be recognized easily, quikly, and in reliable manner with the aid of Biophysical Semeiotics, that allows doctor to evaluate, also “quantitatively”, both malformations and monitor these disorders by objective procedure.

For the first time, in the present article is described a new syndrome, characterized by the association of pancreatic and/or renal and/or hepatic cyst (really, less frequent is prostatic cyst) with hiatal hernia, caused by oesophageal reflexes (helicine oesophageal fiber contractions), brought about by nervous in-puts, originated in the cystic trigger-points) in individuals with Congenital Acidosic Enzyme-Metabolic Histangiopathy (6-8) (See in the site), which suggest to define such as disorder oesophageal cystic syndrome. 

Biophysical-semeiotic diagnosis of pancretic cyst and pseudocyst.

Diagnostic biophysical-semeiotic procedure to bed-side diagnosing pancreatic cyst and pseudocyst (Tab.1) begins with pancreas auscultatory percussion, both anterior and posterior via, which allows doctor to assess pancreas shape and size (Figg. 1, 2) (1-3).

For further information about pancreas auscultatory percussion method: See in the site  www.semeioticabiofisica.it , Technical Page 4.

The first way is really practical and, then, advisable: it permits to recognize in every parts of the gland a round swelling, showing diverse size, varying from 1 to 5-6 cm., where percussion sound is perceived less hypophonetic than normally.

Interestingly, pancreatic cysts ( 1 cm. of diameter can not be revealed by echography  study, but they are recognized by biophysical semeiotic investigation.

To obtain a steady knowledge of pancreas auscultatory percussion, I advice to trace at first basal pancreatic outline, and subsequently to perform a second evaluation, after about 10 sec. from applying “intense” digital pressure on right iliac fossa (= “intense” hand pressure on caecum cutaneous projection area), causing choledocus-caecal reflex (= Oddi and Wirschung’s sfincter spasm, and choledocus as well as cholecyst dilation, while contemporaneously pancreatic diameters increase significantly). 
 Such as manoeuvre facilitates glands delimitation, if doctor is not jet skilled of Biophysical Semeiotics.
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               Fig.1                                                                                                 Fig. 2

The “aspecific” simulated defecation test (See Glossary in the site), soon threafter performed, in presence of pancreatic cyst (or other cystic disorder of digestive apparatus) brings about the cystic syndrome (= gastric aspecific reflex, His’ angle rising, and “in toto” ureteral dilation, evaluated as cutaneous projection, ( 2 cm.), clearly more intense than in case of acute pancreatitis: such as sign, pathological, is surely aspecific, but really useful in directing doctor to the subsequent diagnostic procedure.

In fact, this datum is of paramount importance, corroborating pancreatic cyst diagnosis, generally not associated with oncological terrain, that, if present, shows a small intensity, “complete” RESHS, even assessed during srtess tests: boxer’s, apnea, acute pick insulin secretion test, and Restano’s manoeuvre, a.s.o. 
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Tab.1

The examination continues with the application of manoeuvres which cause splanchnic decongestion, so that also pancreas becomes decongested, and cystic receptors are stimulated. Therefore, cystic syndrome can be observed during the first 5 sec from the test beginning (boxer’s test, apnea test, Restano’s manoeuvre,  melatonine secretion test, that is one among a lot of biophysical-semeiotic methods for recognize Oncological Terrain (See in the site): the subject closes his eyes and hold an hand upon them. Notoriously, without light stimulation melatonine is not secreted. Melatonine, both directly and indirectly through SST, brings about “periodic” decongestion in the splanchnic organs, physiologically for 30 sec., excluding the existence of Oncological Terrain (in which the duration is < 30 sec., in relation to the severity of alteration of neuro-psycho-endocrinal-immunological system, Oncological Terrain is based on.
 Really, in healthy, under the same conditions, pancreas, spleen, and kidneys are decongestioned for  30 sec., whereas the liver, of course, results enlarged due to the congestion for the same time. Although aspecific, these manoeuvres indicate the diagnosis of “cysts” in digestive tract, if  the cystic syndrome is carried out.

Oesophageal-Cystic Syndrome. Pratesi’s Sign.

At this point, with the suspect of the presence of one or more pncreatic cyst, doctor seeks accurately for other specific reflexes, which cause the cystic syndrome, following from the stimulation of pancreatic trigger-points:

a) choledocus-caecal reflex associated with Oddi’s sphincter spasm and dilation up-wards in both biliary and pancreatic (Wirschung) tract, which can underscore hepatic and/or pancreatic cysts: after 10 sec. latency time, the cistic syndrome appears clearly. It is interesting, from differential diagnostic view-point, the fact that during splancinc decongestion manoeuvres, in presence of hepatic cyst, cystic syndrome appears after 10 sec. from manoeuvre’s beginning, whereas, in case of renal and/or pancrearic cyst, the syndrome occurs after only 5 sec.;
b) during digital pressure, applied “exactly” on pancreatic cyst cutaneous projection area, appear above-mentioned reflexes, i.e., gastric aspecific, “in toto” ureteral, and oesofageal reflex, i.e., cystic syndrome. These reflexes show also q “quantitative” value, in the sense that their intensity is related to the size of underlying disorder. Consequently, it is easy to delimit precisely lesion margins as well as to monitor possible volume modifications of the cyst; 

c) caecal-pancreatic reflex shows parameter values identical in intensity and significance to those of aspecific gastric reflex, proving internal and external coherence of biophysical-semeiotic theory.

Clinical microangiological signs of the pancreatic cyst, although aspecific and identical to those of malformations of the same nature localized in other biological systems, play a primary role not only in the diagnosis, but particularly in the differential diagnosis among oncological and infectious diseases of all biological systems.
In fact, microvascular oscillations (= upper ureteral reflex oscillations, vasomotility, and lower ureteral oscillations, vasomotion), can be assessed accurately by means of upper and lower ureteral reflex fluctuations: “small” digital pressure, applied precisely upon pancreatic lesion brings about upper ureteral reflex – small arterie and arterioles, according to Hammersen – and inferior – nutritional capillaries and post-capillary-venules or “microcircle”, according to Pratesi – which give information about the fluctuation of single components of local tissue-microvessel-unit, according to the synergetic model, characteristic of the Clinical Microangiology. (For further information, See www.semeioticabiofisica.it/microangiologia). 

During “light” stimulation of cyst trigger-points (See above), the oscillations of both upper and lower ureteral reflexes are smallest (0,5-1 cm.), showing duration of  AL + PL  phase of greatest  intensity of only 5 sec. (NN = 6 sec.) in both vasomotility and vasomotion, indicating “microcirculatory dysactivation”: Pratesi’s Sign*

Endoarteriolar Blocking Devices (Endoarteriolar Blocking Devices, evaluated as “middle” ureteral reflex) are allmost “closed” (middle ureteral reflex duration < 20 sec. and diappearing duration > 6 sec.; NN = 20 sec. and 6 sec. respectively). Fractal dimenzion is 1, and in Fourier transformation doctor observes the “near column” type (Fig.3).
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                                                                      Fig. 3

Biophysical-semeiotic Fourier transformation,“near column” type .

The figure indicates the accumulation – on the abscissa – of small artery and arterioles                 (vasomotility) and of capillary and  post-capillary  (vasomotion), as regards intensity,  which in pancreatic cyst is 0,5 cm. during  “light” stimualation   of cyst trigger-points, indicating poor parietal  microcirculation  of the same lesion. In addition, all intensities are same and slightest; therefore, one observe the “near column”  type in biophysical-semeiotic Fourier transformation. 

           Conclusion. 

Notoriously, until now the diagnosis of pancreatic cyst was made exclusively by the echotomography, CT, and, more recently, NMR, performed, generally, due to other reasons. Only in case of greatest malformations X ray examination allowed doctor to recognize the cyst due to compression events, e.g., on the stomach.

From the above remarks, it appears clear that today the diagnosis of pancreatic cyst is “clinical”, rapidly and reliable performed at the bed-side with the aid of Biophysical Semeiotics, regardless malformation size, because of the sensibility and specificity of numerous reflexes, which show “quantitative” value.

In addition, this original diagnostic procedure allows the primary prevention of pancreatic cyst complications, really more frequent if the lesion is not recognized by doctor (4, 5).

The diagnosis is based on the evaluation of following biophysical-semeiotic data: pancreatic morphology, macro- and micro-pancreatic diagram, silulated defecation test, cystic syndrome caused by stimulation of pancreatic trigger-points, “dysactivation” of both vasomotility and vasomotion, “near column” type of Fourier transformation, absent biophysical-semeiotic signs of both inflammation and cancer, a.s.o. (Tab 1).

For the first time, in the article is described the frequent association of pancreatic and/or renal and/or hepatic cyst with hiatal hernia, provoked by oesofageal reflexes, caused by lasting and repeated stimulation of pancreatic and/or renal and/or hepatic trigger-points in case of cyst (less freaquently prostatic cyst is present).

In the absence of cholelythiasis and colon diverticulosis (Saint’s syndrome), hiatal hernia, brought about by cystic malformations, mentioned above, represents a component of a “new syndrome, I suggest to name oesofageal-cystic syndrome, doctor has to consider accurately in diagnostic procedure, in order to recognize it clinically by the aid of biophysical-semeiotic signs, if one of its component is recognized.

In conclusion, in case of hiatal hernia, excluding Saint’ syndrome, doctor must allways ascertain the possible presence of one or more cyst: pancreatic and/or renal and/or hepatic cyst – less frequent the cyst in other tissues, e.g., prostate – in order to diagnose the oesophageal-cystic syndrome.

* In memory of Prof. Franco Pratesi, Master of  Microangiology and  Microcirculation.
Bibliografia.

1) Stagnaro S., Il dolore nella pancreatite acuta edematosa interstiziale. Com. IV Congr. Naz. AISD. Chieti-Pescara. Atti,1,V,3, 1980.

2) Stagnaro-Neri M., Stagnaro S., Pancreatite Acuta Edematosa Interstiziale. Diagnosi percusso-ascoltatoria. Acta Med. Medit. 3, 14, 1987.

3) Stagnaro S., Rivalutazione e nuovi sviluppi di un fondamentale metodo diagnostico: la percussione ascoltata Atti Accademia Ligure di Scienze e Lettere. Vol. XXXIV, 1978. 

4)
Hatsuno T, Inoue S, Kaneko T, Kimata H, Yagi Y, Takeda S, Nakao A.

  A case of multiple pancreatic pseudocysts penetrating into the spleen. Nippon Shokakibyo Gakkai Zasshi. 2002 Jan;99(1):50-6. Review. Japanese. PMID: 11831009 [PubMed - indexed for MEDLINE]
5) Jaszczuk E, Graczyk M, Kozak J, Oszukowski P.


A large pancreatic pseudocyst penetrating into mediastinum causing progressive airways occlusion and death: a case report. Przegl Lek. 2001;58(6):530-2. Polish.
PMID: 11816749 [PubMed - indexed for MEDLINE].

6) Stagnaro S., Istangiopatia Congenita Acidosica Enzimo-Metabolica condizione necessaria non sufficiente della oncogenesi. XI Congr. Naz. Soc. It. di Microangiologia e Microcircolaz. Abstracts, pg 38, 28 Settembre-1 Ottobre, Bellagio
1983
7) Stagnaro S., Istangiopatia Congenita Acidosica Enzimo-Metabolica. X Congr. Naz. Soc. It. di Microangiologia e Microcircolazione. Atti, 61. 6-7 Novembre, Siena
1981
8) Stagnaro S., Istangiopatia Congenita Acidosica Enzimo-Metabolica. Una Patologia Mitocondriale Ignorata. Gazz Med. It. – Arch. Sci. Med. 144, 423 (Infotrieve)
1985
