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Full case record – hypertension, cardiomegaly
Rituraj Aggarwala
A middle aged lady Mrs SD came to my clinic on Feb. 2007 with
her husband. She was black eyed and black haired, average built
lady of 52yrs. Her complaint of itching all over the body. She also
told of being hypertensive since about more than 2yrs.
Itching < when lying, and feels relief on scratching, with little fluid
like sticky discharge.
She also added that there are gastric disturbances. There is
burning in abdomen. Burning and vertex burning is also present.
Burning worsens by heat.
Her bowel movement is also not very good. She takes little more
time in closet, sometimes with ineffectual urging for stool. There is
some mucus in stool. Flatulence was also accompanying.
As she was narrating her complaints what I marked that while she
was detailing her ailments her eyes were getting closed, as if
intoxicated or we could use the word drowsy or sleepy /tired to get
a picture.
On further inquiry, she conveyed that she likes to have sweets and
also likes to have tea with good appetite.
Till yet I had not examined the patient. I was trying to get as many
information’s as I could. I inquired about urine and perspiration. She
told the there is sometimes burning in urine present, if insufficient
water is consumed, other wise normal. About perspiration she
conveyed me that it is profuse on chest and back. It is slightly
offensive too, especially. She cannot tolerate sun’s heat. She
further adds that she cannot with stand too much heat or cold.
When I required information about menstruation cycle, she told that
2 yrs since menses had stopped. She also told me about being
hypertensive since then. Earlier during her menstruation period she
was with great trouble with white discharge per vagina which she
used to get it treated locally.
After getting so much information from such a cooperative patient,
I got up to examine and survey of skin. The survey disclosed small
vesicular eruptions especially on upper limbs, back (low back), and
also few on thighs. While survey I got some foul odor from mouth. I

also found a large black scar of some suppressed skin disease and
crocked alignment of the left shin.
I was informed by her husband that about 35yrs ago her left tibia
got fractured. Due to some mismanagement by local doctors shin
bone got slightly crocked and now since 23yrs eczema in situ.
After so much of inquiry, now the patient started getting restless. I
finally measured the blood pressure; it was 150/95mm of Hg.
After having done the most cumbersome work of my job, now it was
time to perform the most important part i.e. the first prescription.
There were many drug pictures coming into my mind. After having
done the totality of symptoms and symptoms analysis following was
the prescription.
Prescription:
RX
1) Graphites 30
2)PL in aqua dist with RS 5 drops in 30 ml.
3)Rauvolfia S Q was also prescribed.
She
was
advised
for
:
1) Blood test  TC, DC, ESR,Hb%, BLOOD SUGAR(PP& FASTING).
2) XRAY Chest PA view. 3) ECG.
The patient was asked to return with the reports after a couple of days.
The patient returned on 20/02/2007 with reports.
Report of the examination of blood. Blood sample received on 17/02/2007
Hb% : 10.7gm/dl
Total WBC count, DC, and blood glucose level: within normal limits.
ESR : 36mm 1st hour.
Chest Xray P.A. VIEW : CARDIOMEGALY.
ECG : Sinus Tachycardia
Negative T(11)
Slight STT abnormality
On 20/02/2007 BP was checked, it was 140/98mm of Hg. Further there was no
such relief in other symptoms.
Same medicines were repeated again in addition to Crataegus Ox Q. She was
advised to report after 3 weeks.
The patient returned on 9/3/2007 with acute cold & cough. So some medication
was done to give relief.
The patient returned 0n 15/03/2007 feeling much better. Itching reduced a lot.
Also there was reduction in new vesicles. She was also not feeling so much

sleepy. Stool was also easy. BP recorded 140/90mm of Hg. She was advised to
come after 3weeks and continue taking Rauvolfia S Q and Crataegus O Q. She
was also advised for blood examination, xray chest PA view and ECG.
The patient returned on 09/04/2007 a week or so earlier from the date of
appointment. Now she came not with the pathological /radiological reports but
with massive toothache. Her lower 1st molar was troubling her a lot. Although
itching was reduced. Other associated complaints of burning of vertex and
abdomen were also better.
Her BP was again measured it 150/100mm of Hg.
On case and history analysis it was found that earlier also she used to have
toothache frequently but now it has occurred after a long period.
Merc Sol 30 was prescribed and Calendula Q in little water for mouth washes.
She was advised to continue taking Rauvolfia S Q and Crataegus O Q and to do
the pathological and radiological reports.
She returned with the reports after a month with astonishing results. In between
the month she came with the relapse of toothache and the same prescription was
done as on 09/04/2007.
The pathoradiological reports done on 09/04/2007 and brought after a month
shows: Hb% rises to 12gm/dl, TC, DC within normal limits.
X–ray chest and ECG were also showing normal study.
The patient was feeling quite this time. Now there was no toothache, no itching
and no sleepy and tired feeling. She and her husband were too happy to have
results.They returned home happily with the advise to continue only Rauvolfia S
Q once daily.
The patient again retuned after about 1 ½ months with same tiredness and
sleepiness but there was no itching. Her BP was measured – it was 145/100 mm
of Hg.
Her history of the previous month was taken. It was found she was very busy
during those months. She had a marriage ceremony of her son. So she had do
lot work and managements.
Having the history she only added with Crataegus O Q and xray chest and ECG
was repeated to rule out any abnormality.
The radiological reports of 27/07/2007 show normal study.
After viewing the reports and BP (130/80 mm of Hg), it was considered that the
rise in BP at that time was due to exertion and stressful situation. Other wise she
was normal. So she was advised to avoid stress etc. if possible and have
nutritious diet with lots of green vegetables.
The patient till now comes to me for checkup at a regular interval of a couple of
month with good BP record (her last BP on 04/10/2008112/80mm of Hg) and
better health.

