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Introduction.

As there are numerous  ways of thinking, exist also different, useful methods which can modify doctor’s clinical practice (1). Among them the results evaluation, even in relation to other colleagues, strategies that stimulate innovation responsibility, educational measures, a.s.o. To go deep into such interesting topic, reader is adviced to go back to Trisha Greenhalgh intriguing and excellent paper (2).

Moreover, it is well know that “medical class around the world suffered a brain-washing, since university professors and physician’s orders aimed to convincing doctors that there is one, and only one, method of examining patient. Our rituals at the bed side would undergo to a critical examination, as medical therapy and drugs; and so it would be necessary for all other profession aspects” (3).

To comprehend the paramount aid of the original semeiotics, i.e., Biophysical Semeiotics, in solving old medical problems, as the crisis of patient-doctor relation as well as the utilization of the results of medical researches in day-to-day practice, I invite readers to go back to my earlier papers (4, 5). In addition, to deep the knowledge of descussed arguments, reader may visit my web site,  HONCode 233736, www.semeioticabiofisica.it, my Page in italian site www.katamed.it, as well as tha articles in  http://piazzetta.sfera.net, Professione Medica e www.clicmedicina.it. 

In front of a patient who presents with whatever disorder, doctor must remember the authoritative statement of D.L. Sacketet al. in their interesting paper analyzing all parts of a question (6). Firstly, we have to define precisely the subject of clinical question, i.e., answering to this question: “What type of patient is this?” (7); secondly, it is necessary to define exactly the best treatment in favour of the patient; finally, forsee the course of disease, monitoring it on the base of reahed results.
The SPBM can be defined  as the medicine based on the exact knowledge of both function and stracture of patient’s biological systems, actual result of the interaction between its genotype (i.e.,biophysical-semeiotic constitutions) and environment, assessed with the aid of Biophysical Semeiotics, from psychical and physical view-point.

In this article, I illustrate the SPBM contribution in modifying practical application of medicine, particularly its new way of applying the guide lines, now really hindered and descussed, referring to a patient with acute pain in upper right abdominal quadrant, as an example.

Guide lines: clinical application from the Single Patient Based Medicine view-point.

Notoriously there is a great discussion on guide lines, and the difference between physician’s and NHS manager view-points is really great (2). The firsts, a part a small minority which is not tied to the establishment, are adverse to guide lines, that are evaluated positively by the seconds.

First of all, it is correct to give readers a definition, sufficient for our subject, of the value of guide lines as regards both diagnosis and therapy. It seems to be acceptable the following definition: “The guide lines are statements expressed in an orderly way, which help doctor in taking decision about suitable therapy under a well-defined situation” (8).

Surely, beside supporters of both EBM and clinical application of guide lines, do not fail essential questions and adverse argumentations of the doctors who are contrary to their excessive use. On this subject, probably is right who maintains that: “there is the fear that, in absence of evidences applicable with certainty under a particular situation, doctor could be obliged by guide lines to use evidences really not surely appropriate, gathered probably in a different group, in an diverse geographyc area, in another period, and by means of a similar, but not identical treatment. This is termed evidence biased medicine” (9), i.e., medicine of erroneous evidence or medicine based on errors, in opposition to EBM.

The first therapeutic action consists notoriously of diagnosis and I wish to invite reader to make a reflexion about the application of guide lines at this level, ameliorated by SPBM.

Let us consider, e.g., the behaviour suggested to doctor in case of acute pain in upper right abdominal quadrant. Every experienced physician, learned in physical semeiotics, helped, or not, at the bed side by EBM, knows in a perfect way the diagnostic iter to perform clinically in such as case.

It is unavoidably necessary to consider the large number of disorders in numerous  biological systems (lung, liver, gall-bladder, pancreas, kidney, digestive tract, in particular appendix, muscle-skeletric apparatus, a.s.o.) to make rapidly the correct diagnosis and differential diagnosis; to this end a large variety of algorhytms are available.

Single Patient Based Medicine: Acute pain in upper right abdominal quadrant.

Aiming to outlining SPBM revolutionary aspect in clinical carrying out diagnostic iter, as example we consider a young who presents with persistent pain in upper right abdominal quadrant.

Without underestimating the objective, and undeniable importance of EBM, the scientific preparation and doctor’s experiene, SPBM suggest to proceed first of all in the knowledge, precise as possible, of “this” individual, unique, i.e., having no like or equal, involved by whatever clinical phenomenology.

Before analyzing the original diagnostic procedure, it is necessary to state that very often the patient do not show any clinical symptomatology (apart from the disorder which probably advices his (her) physical examination, of course), although such as individual, only apparently healthy, shows really biological, metabolic-biochemical and microcirculatory characteristics, typical of Grew Zone, or Pre-Morbid, Pre-Metabolic State, fully described elsewhere (10) (See web site HONCode 233736, www.semeioticabiofisica.it/microangiologia), recognizable in a “quantitative” way with the aid of  Biophysical Semeiotics.

Doctor must get togheter A) patient’s history (Tab.1), which plays a primary role in bed side diagnosis and differential diagnosis, and soon therefater, as allows me to state a 46 year-long clinical experience, he B) has to examine the probable presence of different “Biophysical-Semeiotic Constitutions”  by physical examination (V in the site: Constitutions: 

www.semeioticabiofisica.it,/semeioticabiofisica/constitutions.htm). In fact, it is easy to understand that a subject, without Oncological Terrain (See in the site), can never be involved by malignancy, as a patient negative for Diabetic Constitution (See in the site), surely will never suffer from diabetes mellitus. As regards this point, I remember some cases of DM onset, exclusively characterized by abdominal pain, caused by acute and serious  failure of glucose metabolism: in the site, Diabetis Mellitus and in Piazzetta, URL  

http://digilander.libero.it/piazzettamedici/professione/professione.htm).

Only in presence of  “variant type” metabolic syndrome, I described previously (11, 12), doctor may suspect that a patient is suffering fom renal or biliary stones, since such as gene-dependent dysmetabolic condition rpresents the conditio sine qua of lithiasis (See in the wite “Practical Aplications”). In absence of varint type of metabolic syndrome, doctor can exclude certainly lithiasic disorders.

At this moment of diagnostic procedure, it is adviceble D) assess patient’s present antibody synthesis  (13) (See in the site Appendicitis as well as Glossary). In fact, “chronic” antibody production allows to exclude , as regards differential diagnosis, infections (e.g., acute appendicitis), rheumatic diseases, cancer, obviously if the patient is involved by rheumatic and oncological (Oncological Terrain: www.semeioticabiofisica.it,/semeioticabiofisica/oncological.htm)     constitution. 

By contrast, “acute” antibody synthesis is allways associated with  E) other numerous signs of infections-inflammations and/or, under above mentioned genetic conditions, of rheumatic diseases and/or solid or liquid malignancy, doctor must recognize promptly in a quantitative way: Rethiculo-Endothelial Hyperfunction Syndrome, in its three types, (14), increasedhepatic synthesis of Acute Phase Proteins, blood-associated antibodies, Local and General Autoimmune Syndrome, a.s.o. (V. the cited site).

At this point of diagnostic process, data, gathered with the aid of Biophysical Semeiotics, are so precious and reliable to allow doctor to direct himself towards the precise diagnosis, assessing subsequently other important signs, useful and sufficient in making the proper diagnosis. (Tab.1). 

	PRATICAL  APPLICATION OF SPBM.

	                                 Acute Pain in Upper Right Abdominal Quadrant



	A. Patient’s History.

	

	B. Evalutation of Biophysical-Semeiotic Constitutions (Oncological Terrain)

	

	C. Recognizing classic or “variant” Metabolic Syndrome

	

	D. Evaluation of  Antibody Synthesis

	

	            E. Evaluation of Inflammation Biophysical-Semeiotic Signs

	(RESHS, Acute Phase Proteins, blood-associated antibodies, a.s.o..)

	

	                                                     FINAL DIAGNOSIS


Tab.1

To complete this paragraph, which can not obviously comprise SPBM application to allpathological conditions causing acute pain in upper right abdominal quadrant, is timely to remember that patient’s history, age, type of pain, acute antibody synthesis also in the spleen, but with the unique exclusion of caecal apendix, heigh-located in upper right abdominal quadrant, direct doctor to the diagnosis of appendicitis, subsequently and promptly corroborated by means of numerous , aspecific and specific, signs of the original physical semeiotics (15, 16, 17) (See web sites http://www.clicmedicina.it/pagine%20n%204/diagnosi%20semeiotica%20biofisica.htm-size 103kb, 

www.semeioticabiofisica.it,/semeioticabiofisica/Documenti/Eng/Appendicitelavoroggiorn%  , http://digilander.libero.it/piazzettamedici/professione/professione.htm).  

Advantages of applying Single Patient Based Medicine.

Diagnosed acute appendicitis (in high retrocecal site, under the liver, a.s.o.), doctor is able to evaluate the severity of disease, on the objective base of the particular biophysical-semeiotic phenomenology: specific and aspecific biophysical-semeiotic signs have “quantitative” value, allowing consequently objective therapeutic monitoring of the disease.

It is well known that appendicitis, apparently trivial in initial stage, rapidly causes severe peritonitis due to viscera perforation. In my opinion, paradigmatical is one case, I observed a lot of years ago: an young american girl, 16 years old, suffered in the recent past months from abdominal pain, lasting, localized in upper right abdominal quadrant, associated with dyspepsia; she recovered from such as disorder completely under efficacious treatment, not referred, and diet, prescribed by her physician in U.S.A. Recognized promptly her acute appendicitis, because of the severity of numerous biophysical-semeiotic signs, although the pain was not particularly intense, even during the known manoeuvres of the old, traditional physical semeiotics, I myself carried the young patient in the night (11 h pm.) to our hospital, and, after our arrival, phoned to surgeon, at the moment away from the hospital,  pressing the operation, who my friend colleague disagreed. However, he said: “One can not deny neither an appendicectomy nor a sigarette”. During operation, my diagnose was corroborated: once the viscera was clamped,  appendix wall suddenly perforated.

A 46 year-long clinical experience allows me to state that EBM and Single Patient Based Medicine, when associated, permit to achieve paramount successes, for instance, to exclude in a few seconds Oncological Terrain, and, therefore, a possible malignancy, bringing to the patients great relief,  we never may forgett, satisfaction and prise to doctor and, respectively, to his prestige. Finally, from such application derives usefulness to HNS, due to the fact that unnecessary hospitalization, often lasting weeks or months, and sophysticated semeiotics (laboratory, XR- and images- departements, a.s.o.) are really expensive and very often justified.

Discussion and conclusion.

Nowadays one have to discuss more and more about guide lines, which are to be applied particularly in therapeutical field: diagnosis, however, must come allways before therapy. Clearly the guide lines for diagnosis and treatment of different disorders, realized by authrorities in a complete, synthethic, objective and hopefully indipendent way, are geiven by EBM. Guide lines, that one can define statements, expressed in an ordinate manner, which help doctor in bed side deciding  the proper diagnosis  and suitable therapies under a particular situation (17).

Independently of criticism, more or less constructive, really some times absurd, which derive from crass, a-critical acceptance, due to blinkered attitude of doctor, of a paradigm of EBM (2), theaching this theory has surely benefit by its practical application.

In my opinion, however, to reach further and remarkable advantages in clinical decision, therapy, in programming clinical reaserches, and to avoid usless procedures due to the ignorane of both biophysical-semeiotics constitutions and syndromes, it is unavoidable “also” utilize usefully SPBM, nowadays an useful reality thanks to Biophysical Semeiotics (10-17).

In this article the whole of suggestions of applying SPBM in case of acute pain localized in upper right abdominal quadrant, that complete numerous diagnostic algorhytms, well-known certainly to reders. Applying SPBM, in a contemporaneous and “rationalized” way, beside EBM and guide lines doctor can make a more rapid and proper diagnsosis, and , then, an appropriate therapy and perform an efficious therapeutic monitoring.

In conclusion, data of SPBM, rather than set themselves against EBM, complete EBM in the interest of patient, physician, and Health National Service.  
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