Presentation of clinical case N° 1
*****

In following pages I describe a clinical case, referring to a patient who presented to my consultation, seaking advise for his (her) disease. The clinical diagnosis is always made by means of almost only biophysical semeiotic data, referred completely as actually known, and illustrated in earlier articles, including those in this Web-Site. Therefore, at this moment, it is very likely that only a small number of  friendly visitors can understand, in a complete manner,  technical descriptions of the cases, because cognitum in cognitione secundum cognoscentis. I hope, however, that curiositas about this original semeiotics will stimulate my friendly colleagues (particularly the General Practitioners, as I was for 44-years), once again, to learn thoroughly both Biophysical Semeiotics and Clinical Microangiology, getting a deeper knowledge of them.

***************
Umberto O., 62 years old, since 14 years is suffering from essential hypertension, successfully treated with diet, ethymologically speaking, and ACE-inhibitor, and artheriosclerosis of the legs (Stage II). The patient underwent  cholecystectomy, which occurred 10 years before. 

In patient’s history there are hiatal  hernia, hyperlipoproteins in the blood, properly controlled only by diet, episodes of anxiety, and IGT. Absent colon diverticula (= Saint’s syndrome). In later month, during walking, he suffered of three episodes of precordial pain, which ameliorated clearly at rest.

Now, since 45 minutes, he is suffering from constrictive precordial pain, spreading to both arms as far as the elbows, originated once more during walking, persisting, however,  also at rest.

Precordial pain represents a very complex diagnostic problem, difficult to explain particularly at the bed-side, because its clinical symptomatology is variable, from both qualitative and quantitative point of view, so that it is  sometimes difficult to be attributed. The causes are mostly myocardial ischaemia (50%), ischaemia without diseased coronaries (10%), myocardial infarction (10%) and non cardiac disorders.

There is a weak correlation between thoracic pain and degree of seriousness of underlying disease. As a consequence, doctor faces a difficult problem in ascertaining as well as in differentiating a trivial disorder from coronary heart disease or an other severe pathology (G.Gatti. Dal sintomo alla diagnosi, alla terapia. Dompè. Min. Med. Ed. Torino, 2000).

In other words, doctor must rapidly  decide  whether the disorder is cardiovascular in origin ( and subsequently referr the patient urgently to a specialist  or  hospitalize him ) or non-cardiovascular, with surely more benign prognosis, which fortunately does not need an urgent intervention.

 This differentiation often is very difficult to be made at the bed-side, particularly if doctor ignores the Biophysical Semeiotics. 

Because of nervous roots positioning as well as nervous pathways distribution in internal organs and thoracic chest wall, which converge on identical ascending neurons along spinal medulla, cadiac pain mostly is perceived as originating from dermatomers shared by other structures, whereas painful stimuli , originated away from the heart, can be characterized by  a clinical phenomenology, resembles  that of coronary heart disease. In this case, is helpful the anamnesis, i.e.  patient’s history, diagnostic tool of primary importance, nowadays unfortunately an out-moded-view of the world, and an efficient physical semeiotics.

In this patient’s anamnesis, there are characteristic data (artheriosclerosis obliterans artheriopaty of the legs, episodes of angina pectoris: clenching fists, i.e. boxer’s test (See Glossary, in Home-Page) after a lt (= latency time) of 3-4 sec. provokes an intens gastric aspecific reflex (> 2 cm.), pathological because it is not detected in healthy, indicating the artery lesion, in a typical and original manner; in addition, intensity of reflex is correlated with the seriousness of underlying ilness), beside many risk factors for cardiovascular disorder. 

Moreover, acetyl-salicylated acid, nitroglycerin, calcium-heparin, given immediately, decreased the acute, constrictive pain, although transiently. From the above-mentioned biophysical-semeiotic results, precordial pain is ascribed to heart disorder, i.e. the symptomatology is considered cardiac in origin. 

Therefore, clinical examination continues evaluating the heart: its diameters are extremely augmented, that is cardiac volume reaches highest degree.

CARDIOGRAM shows  that A Phase lasts 8 sec.(NN = 6 sec.), with small oscillations (0,5 cm.) (NN 0,5 – 1,5 cm. with a chaotic-deterministic behaviour), distinctly more intense tha B Phase (duration only 2 sec.), indicating sympathetic hypertonus.

Interestingly, coronary  autonomous movements, at this moment, appear activated according to type I, associated: in both vasomotility and vasomotion (= oscillations of third superior (upper) and, respectively third inferior (lower) of urthers) AL + PL last 7-8 sec. (NN = 6 sec.) with highest intensity (1,5 cm.). To put it more succinctly, light digital pressure on heart cutaneous projection area, brings abouts ureteral fluctuation more intense than those occurring at basal line (NN = 0,5-1,5 cm.) and lasting longer than 6 sec. (See: Heart Coronary Disease Diagnosis..., in Home-Page).

However, such favorable microcirculatory condition, which aimes to provide sufficient blood to myocardial fibers in this pathological coronary condition, so that nutrition could continue in physilogical ranges, is transitory and rapidly appears myocardial acidosis: heart-gastric aspecific reflex, with a lt  4 sec. (NN = 6 sec.), as well as two pressures test  or differential pressure test (DPT) (See Glossary, in Home-Page) results negative (= pathologically, increasing digital pressure, applied on cutaneous projection area of the heart, provokes reflex disappearing  for only 1 sec.; on the contrary, in healthy this time is  >3<4 sec.: fractal dimension 3,81). Of interest, this value is directly correlated with the microcirculatory functional reserve (MFR), and consistently points out the efficacy of local microcirculation.

Of interest, renal test for evaluating atrial natriuretic peptides (ANP) results pathological (= digital pressure of “mean” intensity, applied on cutaneous projection area of the heart, lasting for about 15 min., physiologically induces renal congestion, due to ANP secretion. On the contrary, in CHD this procedure is not effectual, i.e. renal size does not change or its modification is small, correlated with the coronary insufficiency) (See Glossary in Home-Page), indicating myocardial ischaemia.

Cardiac pump is altered from the functional point of view: fingerpulp-gastric aspecific reflex shows basal lt of only 4,5 sec. (NN = 6 sec.), and DPT appears to be  pathological, indicating clearly the  activation of local microcirculation, corroborated by microvessel fluctuations: in both vasomotility and vasomotion  Phase AL + LP lasts for 8 sec. with highest oscillations (NN = 6 sec. with intensity 0,5 – 1,5 cm. as ureteral movements). Tthe precodial pain lessens for a short time, without disappearing, but, soon thereafter, patient is again very suffering from angina pectoris, which occurs  with worsening of biophysical semeiotic phenomenology: microcirculatory activations turns to be of type II, dissociated, where oscillations of upper ureteral reflex are all HS (1,5 cm.), whereas lower ureteral reflex fluctuates slightly. This condition shows that arteriolar activity, although increased, is not efficacious to provide physiological blood to myocardial parenchyma, due to the fact that evidently there is an obstruction upstream, i.e. in greater coronary vessels. 

Clinical diagnosis is “Impending Infarction”, corroborated in emergency room of our hospital. Susequently, cardiac pain worsens more and more, so that  Acute Myocardial Infarction finally occurs. In following period, patient will undergo to coronary angioplasty and positioning of a stent. He is in good health after 2 years.

                 As differential diagnosis is concened, doctor has to consider aortic- semilunar- valve as well as aortic dissection (or disruption); in this patient, however,  ausultatory percussion of the aorta  provides normal data  and ureteral reflex “in toto” during intense digital pressure upon liver projection does not show  the chacteristic “enhancement” of IV stage.

Polmonary embolism usually is accompanied by  size increasing and ischaemic suffering of greater intensity of right ventricle, slowing of  polmonary blood flow (= in the above-mentioned “in toto” ureteral reflex, duration of reflex disappearing results > 5 sec., nornal value) and, finally, as regards  atelectasia, it should be noted that its signs are not present in the patient. 

In case of Acute Pericarditis, where cardiac projection area, exactly pointed out by means of auscultatory percussion, is increased, biophysical semeiotic Cardiogram shows very small oscillation, if not  almost completely absent. Moreover, there is the characteristic heart-gastric specific reflex  type II (= ungueal pressure on cardiac projection area), which indicates inflammation, always absent in AMI in the first stage.  

Among non-cardiac causes of precordial pain, doctor must think about the most frequent  Esophageal Pathologies. In all these cases, the so-called “velocimetry” (= this neologism, newly invented word, points out the time necessary to peristaltic wave, starting from one segment of a viscera, for  reaching its end) shows normal data , i.e. 5 sec. as far as  LES, but pathological to cardias (7-8 sec.), as it occurs in the patient, corroborating the already known hiatal hernia , which is not inflammed (= absent esophageal-gastric aspecific reflex type II, due to ungueal pressure, applied on skin projection of the hernia). Of interest, LES is spontaneously closed for 18 sec. (NN= 18 sec.) and  for 10 sec.during the cutaneous- esophageal reflex (NN = 10 sec. excatly), brought about by cutaneous lasting pinching, in a point beside the relative esofageal tract, allowing doctor to exclude esophageal disorders, regardless their nature. Further information about Biophysical Semeiotics of hiatal hernia, at the moment, are left out because they are useless to diagnosing.
As concerns cholecyst disorders , there is no diagnostic problem, due to the patient’s history.

On the contrary, as far as stomach pathology is corncerned,  data obtained from “velocimetry” as well as parameters of caecum-gastric aspecifix reflex allow doctor to leaving out gastric diseases, particularly peptic ulcer, because both  gastric and duodenal peristalsis is normal.

As regards differential diagnosis of gastro-intestinal disorders,  useful is simulated defecation test (= a particular form of Valsalva’s manoeuvre) (See Glossary in Home-Page), which permits doctor immidiately to take into account abdomen disorders, when after a lt <  6 sec. appears gastric aspecific reflex, particularly if followed by Gastric Tonic Contraction (See Glossary and Appendicitis in Home-Page). Doctor, however, must consider that this interesting test is highly sensitive, but not much specific.: if test results pathological, doctor has to ascertain the real nature of underlying disorder, evaluating numerous biophysical semeiotic signs, specific for the gastro-intestinal diseases, and than to be taken into account in differential diagnosis.

In case of angina-like pain, among a large number of abdominal diseases, Esophageal Hiatal Hernia, with or without gastro-esophafeal reflux disease and/or LES disorder, is the most frequent to be found and represent often the cause of error in a patient with precordial pain. 

Numerous patients, who present to emergency room because of precordialgia, due to a quite “innocent” – surely not to be treated urgently –  hiatal hernia, are hospitalized , also in University departments (personal cases). As a matter of facts, due to gastro-coronary reflexes, causing  Froment’s angina,  hiatal hernia can provoke coronary vessel functional  disorders, as  the following experimetal evidence suggests: digital “intense” pressure and/or lasting cutaneous clinching on skin projection area of hiatal hernia, lasting for about 15 sec., provoke a pathological reflex (i.e. absent in healthy) in the coronary vessels, causing oxygen supply lowering, as demonstrates cardio-gastric aspecific reflex, evaluated immediately after the above-mentioned manoeuvre,  in which lt appears clearly lowered to < 6 sec. (basal physiological degree  ( 6 sec., age-dependent). 

Interestingly,  almost in all cases of hiatal hernia, the experimental condition, mentioned above, is not followed by pathological cardio-gastric aspecific reflex when previously patient’s head was extended and slightly turned to the  right, so that diaphragmatic homolateral crural muscle contracts and subsequently both hiatal hernia and pathological lt of reflex disappear.

