Saint’s Syndrome. Bed-side Diagnosis  by means of Biophysical-Semeiotics.

INTRODUCTION.

Saint’s Syndrome, characterised by hiatal hernia, cholelithiasis and colon diverticulosis, involves exclusively individuals positive for the “variant” form of Reaven’s Syndrome, I described in previous papers (1, 2), that represents the conditio sine qua non of this disorder. Due to the inefficiency and scarce value of the acadèmic, traditional, and orthodox  physical semeiotics, doctor cannot usually recognize at the bed-side the frequent Saint’s Syndrome, particularly in asymptomatic patients, which are really the most of them. On the contrary, Biophysical Semeiotics allows doctor to diagnose, in just ten seconds, this interesting syndrome, even in its asymptomatic stage (3) or in patients, who are referring aspecific clinical phenomenology, which could be otherwise misleading (4).

METHODS.

Evaluating the numerous biophysical-semeiotic signs, reliable in pointing out the disorders that constitute the Saint’s Syndrome, requires stady knowledge and correct application of the new semeiotics. In the interest of reader, however, in follwing clinical methods, easy to perform and  very efficacious from the diagnostic point of view, are  described.

There are two ways to apply this method:

A)  Auscultatory Percussion of the stomach.

(See comprehensive  description in site: www.semeioticabiofisica.it, Technical Pages, N° 1).

B) Auscultatory Percussion of the kidneys and ureters.

Auscultatory Percussion (AP.) of the kidneys and ureters can be perform both by anterior and  posterior way.

In a long experience, a particular “variant” of the posterior way of renal AP proved to be really useful (See later on) in evaluating the kidney volume as well as the renal vasomotion. Besides, it is precious in finding anterior  abdominal points upon which the bell piece of a stethoscope must be placed in order to perform the most correct form of AP. of the same organs by means of anterior way.

1) AP. of the kidney and ureters by posterior way. An interesting “variant” form.

Placed the bell piece of stethoscope (bp.) below costal vertebral angle, on the right and respectively on the left side, along the para-vertebral line of an individual in supine position and psycho-physically relaxed (in practice, upon posterior renal projection area), doctor performs AP. with the pulp of a finger, directly and gently, on abdominal skin  along centripetal and radial lines, starting from hypochondrium, epigastric region, umbilical region, iliac fossa, and finally from lateral abdominal area towards the crossing point between anterior axillary line and horizontal umbelical line of the homolateral side. When digital percussion is carried out perfectly on cutaneous projection area of the kedney, the sound is perceived clearly modified: at first tympanic and faint, because sound waves go through gastro-intestinal viscera, the percussion sound immediately becomes intense and hypophonetic, “as originating near to doctor’s ears (5)”, as soon as sound waves knock against the kidney and then are reflexed along perpendicular lines in case the percussion intensity is “delicate”, i.e. properly and skilfully applied (5).

Interestingly, the “variant” form of  kidney AP. by posterior way proved to be useful in a long experience; it should be applied to a patient sitting on the bed with  dangling legs, as one can read in old books of great value for doctors even nowadays. For this reason, I claim that it is advisable to complete posterior AP. of the thorax with that of kidneys and spleen, placing the bell piece of stethoscope immediately above the left costal arch along the mean axillary line. (See above-cited site, Technical Pages, N° 3).

In my opinion, this procedure should be a part of the common physical examination, due to the lot of information.

2) AP. of the kidneys and ureters by anterior way (Fig. 1).
Placed the bell piece of stethoscope on abdominal side (in pracice, the exterior abdominal quadrant) on the right and then on the left side, or utilizing the points ascertained earlier (See above: 1), doctor  applies digital percussion of “light” intensity, i.e. gently, directly on cutaneous lines, as described above. (Fig.1).

As demonstrates the posterior renal outline, the bp of stethoscope appears to be placed on the homolateral projection area of the kidney. This anterior way of renal AP. is unavoidable in the subsequent AP of ureters.
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Fig. 1

In order to out-line ureters cutaneous projection area, with the bell piece of stethoscope placed as above-described (Fig. 1), doctor performs AP. in a lightly manner as usually (See above), starting from the “alba” (mean) line towards the outer side, and vice versa, along horizontal and parallel lines. Percussion sound, before hyperfonetic and tympanic when crossing gastro-intestinal viscera, changes rapidly and clearly, becoming hypophonetic and intense, as “it originates near to doctor’s ears” (5), when digital percussion is applied directly on ureter cutaneous projection area (Fig. 1).

It proved to be useful performing ureter AP. also with the bell piece of stethoscope placed slightly above pubis symphysis, just at right and then at left  (5, 6, 7), as indicates Fig.1, in the same way illustrated above, in order to out-line easily  the ureteral lower third.

Cutaneous projection area of the ureters must be outlined, at least mentally, as far as both upper, mean, and lower tracts are concern. In fact, in this way doctor can recognize and assess every ureteral reflex, i.e. upper,  mean, and lower ureteral reflex, which play a primary role in studying  Clinical Microangiology (See site mentioned above), originated from the accurate evaluation of these fundamental biophysical-semeiotic signs (See site: Bibliography).

At this point, in order to corroborate the correct performance of AP., the reader must remember that, in healthy, the cutaneous “lasting” pinch at the side of an ureteral tract provokes ureteral dilation of the same, i.e. related, ureter segment. Speaking more precisely, stimulating XI thoracic dermatomere dilates the upper ureteral tract, while stimulating the XII thoracic dermatomere brings about dilation of the mean ureteral tract. Finally, stimulating the I lumbar dermatomere  causes the dilation of the lowe ureteral tract. In summary, there is a precise location of trigger-points, whose stimulation modify ureter projection areas in a selective way.

Interestingly, when bp. pressure upon kidney projection area increases, physiologically all ureter dilates suddenly for a term of about 5 sec.: ureteral “in toto” reflex. To demonstrate all the importance of this procedure, really easy to perform also from physicians who have not a good knowledge of the Biophysical Semeiotics, one has to remember that the data, gathered in this way, allow doctor to recognize in a  prompt and reliable manner whatever kidney disorder (stones, cysts, inflammations, insufficiency as well as malignancies of the kidney: ureteral “in toto” reflex lasts for the duration of the “intense” pressure upon the kidney; NN = 5 sec. about).

Noteworthy is the fact that the simulated urination test (the individual simulates urination) appears suddenly the ureteral “in toto” reflex, which, in health, lasts for about 5 sec. and then promptly disappears. On the contrary, in case of whatever renal disorders (stones, cysts, pyelitis, insufficiency, malignancies of the kidney, a.s.o.) this reflex persists, more again, for the time of the above described manoeuvre. There are some interesting differences in the behaviour of the reflex,  in relation to the underlying disease, showing clearly their importance as far as differencial diagnosis is concerned. In fact, during simulated urination test, for instance in case of kidney cysts, and renal tumour ureteral dilation persists identical in intensity, while in case of kidney stones the reflex suddenly happens (i.e. all ureter rapidly dilates) – lythiasic reflex – and then its intensity lowers of one third of highest intensity, for the time the reflex persists. This reflex behaviour is characteristic for the presence of calcium deposit in “whatever” tissue. As a matter of fact, doctor observe it in every lythiasic disorder, including calcium storage in the arterial wall, recognized easily by means of intense pressure on common femoral  artery, which brings about the lythiasic reflex, described above.

Interestingly, identical pattern shows the gastric aspecific reflex (= in the stomach, both fundus and body dilate, while antral pyloric region contracts, as indicated in Fig.2), under above illustrated conditions: the assessment of gastric aspecific reflex is more suitable for doctor who scarcely knows Biophysical Semeiotics.

RESULTS.

Doctor applies “intense” digital or hand pressure on caecal region of the individual undergoing to examination, in supine position and psycho-physically relaxed, while continuously performs AP. of  a “short” segment of the stomach great curve and/or ureters. In healthy, these viscera do not modify either their projection area form or volume for at least 10 sec. On the contrary, in case of Saint’ Syndrome both stomach and ureters show some interesting and characteristic modifications. In fact, after 3 sec. exactly doctor observe the gastric aspecific reflex and ureteral “in toto” reflex, whose intensity appears to be 1 cm. indicating the presence od colonic diverticulosis (Fig. 2).
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Fig 2

In addition, in patients involved by cholelithiasis, after more 3 sec, 1.e. after 6 sec. exactly from the starting of digital or manual pressure upon the caecum, appears the second reflex (or the first increase of reflex) in both gastric aspecific and ureteral reflex, which is “rapid” (so-called “lithiasic reflex”), and reduces its intensity of one third soon thereafter its maximal value (1-2 cm.) has been reached. Finally, in case of hiatal hernja there is a third and last reflex (or better the second increase of  reflex) which appears slowly, but is more intense than the others (2-3 cm.). If the patient, involved by hiatal hernia, turns its extended head at right, the third reflex disappears because of the contraction of right diaphragmatic muscle.

The intensity of biophysical semeiotic signs are evaluated in relation to the modifications of cutaneous projection area of stomach and ureters. The degree of these changes is related to seriousness of the underlying disorder.

To summarize, in only 10 sec. and in easy manner Biophysical Semeiotic allows doctor to recognize at the bed-side the Saint’s Syndrome. Of course, a large variety of signs, really refined and reliable, whose assessement require the stady knowledge of the new physical semeiotics, permits a more accurate and exact evaluation of this syndrome in a “quantitative” manner.

DISCUSSION AND CONCLUSION.

The complex pathophysiological mechanisms underlying the Saint’s Syndrome biophysical semeiotic phenomenology  are essentially based on three “physiological” reflexes, which start from the caecum, caused by digital or manual “intense” pressure applied upon Auerbach and Meissner’s local plexus. The caecal in-puts end at first in the colon (latency time – lt – 3 sec. precisely: colon dilates), then in the biliary extra hepatic ways (lt 6 sec. exactly: these ways before dilate and soon thereafter contract) and finally in the esophagus (lt 9 sec.: LES contracts, while esophagus dilates clearly), as allows to state Biophysical Semeiotics. Consequently, in case of local disorders,  for instance, colonic diverticulosis, cholelithiasis and hiatal hernia, the “intense” pressure upon caecum brigs about the above mentioned pathological reflexes (i.e. absent in healthy) successively, as described above in details.

In fact, according to the Henle-Kock’s three parameters, surgical treatment of every separate disorder is followed immediately by the disappearance of related “pathological” reflex.

Interestingly, the presence of other disorders beside the syndrome modify, of course, these reflexes in both onset and behaviour. For instance, in case of cholecyst cancer and cholelitiasis, when is always present ONCOLOGICAL TERRAIN (see the above cited site and Staibene.it Monday 29 October 2001), after the lithiasic reflex in the stomach follows the tonic Gastric Contraction, as it appears during digital pressure upon cutaneous projection area of gall bladder, in a precise manner, under this condition .

In conclusion, from the above it is easy to comprehend that Biophysycal Semeiotics represents a turning point  in the physical semeiotics, nowadays unfairly considered  the Cinderella of Medicine disciplines.
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