Case Scenarios
1. A case of Joint Disease
Ms. Preeti, a 55-year-old housewife from Amritsar, who is normotensive and nondiabetic, presented with pain and swelling in the joints of both hands and feet for the past 5 years. Initially pain started in hands and then in feet. Initially, the pain began as mild discomfort in proximal interphalangeal joints of both hands but gradually progressed to involve the metacarpophalangeal joints, wrists, elbow joints. In the lower limb, the pain starts from Proximal interphalangeal joints of both feet and progressed to metatarsophalangeal, ankle and knee. Overtime the pain has become severe and incapacitating. The pain is associated with morning stiffness that lasts about two hours and is relieved by activity or exercise.
She also reports a continued low-grade fever, significant weight loss, malaise, and anorexia over the last two months. There is no history of mouth ulcers, skin rashes, photosensitivity, eye problems, breathlessness, cough, chest pain, or alopecia. Her bowel and bladder habits are normal. All her family members are in good health, and there is no family history of similar illness. She has been taking painkillers, such as indomethacin and diclofenac, but has not used any disease-modifying drugs.
Personal History:  
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· Diet: Vegetarian, likes Amla Lavana food
· Appetite: Reduced over the last 2 months 
· Bowel Movement: Normal 
· Sleep: Disturbed due to pain 
· Thirst: Normal 
· Addiction: None

Menstrual History:
She attained menopause at the age of 50 years. No history of fibroids/ DUB/ hysterectomy etc.
General Examination:
· 
· Height: 155 cm 
· Weight: 60 kg 
· BMI: 24.97 kg/m2
· SPO2: 98% on room air
· Gait: Slightly impaired due to joint pain
· General Condition: Appears fatigued, pale, with signs of weight loss
· Pulse: 80 beats per minute, regular
· BP: 120/80 mm of Hg
· Temperature: 37.5°C
· Respiratory Rate: 18 breaths per minute
· Pallor: Present
· Icterus: Absent
· Clubbing: Absent
· Lymph Nodes: No palpable lymphadenopathy
· Trachea: Central
· Tongue: Moist, no abnormalities
· Thyroid: No palpable enlargement or nodules
· Others: No cyanosis, no edema
Musculoskeletal System  Examination
Examination of hands
1. Inspection 
Wrist joints are swollen, red and warmth
Proximal Interphalangeal joints of both hands are spindle shaped. There is swan neck deformity in right little and ring fingers, Z deformity in right thumb and ulnar deviation of the right hand. There is mild flexion deformity of fingers on right hand as evident by prayer sign. 
There is wasting of thenar and hypothenar muscles with dorsal guttering in both hands. There is no atrophy, ulcer, infarction, gangrene or rash. 
Movement is restricted in both wrists and fingers of both hands with slightly impaired functional activity.
2. Palpation: 
All the joints of both hands are tender
Synovial thickening is present in both wristsThere is a rheumatoid nodule in the extensor surface of the right forearm.
Examination of feet: 
No redness observed
All the metatarsophalangeal joints and interphalangeal joints are swollen and deformed in both feet 
Lateral deviation with dorsal subluxation of toes
Plantar subluxation of the metatarsal head
Hallus valgus deformity
Feet are flat with plantar erythema. 
Examination of other joints: 
Both the knee joints are swollen and tender. There is no Baker cyst  
Elbow joints—swollen, tender with some flexion deformity. 
No redness observed
Examination of eyes: 
No redness, no nodule. 
Examination of respiratory system: 
Normal (No bilateral basal crepitations). 
Examination of CVS: 
No abnormality detected. 
Examination of the nervous system: 
No evidence of peripheral neuropathy, carpal tunnel or tarsal tunnel syndrome. 
Examination of abdomen: 
There is no splenomegaly
Ayurveda Clinical Examination- 
· 

· Prakriti – Kapha Pradhana (Vata-Kaphaja)
· Sara-Madhyam
· Samhanana-Madhyam
· Pramana-Madhyam
· Satmya-Amla lavana priyam
· Satva-Madhyam
· Aharasakthi
· Abhyavaharana Shakthi-Madhyam
· Jarana Shakthi-Madhyam
· Vyayama Shakthi-Madhyam
· Vaya-Madhyam
· Nadi-Vataja
· Mutra-Samyak
· Malam-Sadharanam (Normal) Partially sinks on water
· Jihva-Sama (coated tongue)
· Shabda-Spashtam (Normal)
· Sparsha-Anushnam (Normal)
· Drik-Ardram (Normal)

· Agni – Mandagni
· Kosta-Madhyam
Investigation Report - 
Complete Blood Count (CBC)
RBC count: 4.8 million/mcL (Normal Range: 3.9 - 5.0 million/mcL for women)
WBC count: 9,000 /µL (Normal Range: 4,500 - 11,000 /µL)
Differential Leukocyte Count (DLC):
Neutrophils: 60% (Normal Range: 40% - 60%)
Lymphocytes: 30% (Normal Range: 20% - 40%)
Monocytes: 6% (Normal Range: 2% - 8%)
Eosinophils: 3% (Normal Range: 1% - 4%)
Basophils: 1% (Normal Range: 0.5% - 1%)
Hemoglobin (Hb): 10.5 g/dL (Normal Range: 12.0 - 15.5 g/dL for women)
Platelets: 450,000 /µL (Normal Range: 150,000 - 450,000 /µL)
ESR: 45 mm/hr (Normal Range: 0 - 20 mm/hr for women)
Inflammatory Markers
C-Reactive Protein (CRP): 25 mg/L (Normal Range: <10 mg/L)
Rheumatoid Factor (RF): 60 IU/mL  Positive (Normal Range: <14 IU/mL)
Anti-Cyclic Citrullinated Peptide (Anti-CCP) Antibodies: 120 U/mL (Positive) (Normal Range: <20 U/mL)
Antinuclear Antibody (ANA): <1:40 (Negative)
Liver Function Tests (LFTs):
Total Bilirubin: 0.8 mg/dL (Normal Range: 0.1 - 1.2 mg/dL)
ALT (SGPT): 28 U/L (Normal Range: 7 - 56 U/L)
AST (SGOT): 30 U/L (Normal Range: 10 - 40 U/L)
Alkaline Phosphatase: 110 U/L (Normal Range: 44 - 147 U/L)
Renal Function Tests (RFTs):
Serum Creatinine: 0.9 mg/dL (Normal Range: 0.5 - 1.1 mg/dL for women)
Blood Urea Nitrogen (BUN): 14 mg/dL (Normal Range: 6 - 20 mg/dL)
Serum Uric Acid: 4.5 mg/dL (Normal Range: 2.4 - 6.0 mg/dL for women)
Vitamin D Levels: 18 ng/mL (Normal Range: 20 - 50 ng/mL)
Imaging Studies:
X-rays of Hands and Feet
Joint space narrowing, marginal erosions, and deformities consistent with clinical findings
Ultrasound of Joints:
Synovitis and joint effusions in multiple joints.
Bone Density Test (DEXA Scan)
Evidence of osteopenia.
Thyroid Function Tests:
TSH: 2.5 µIU/mL (Normal Range: 0.4 - 4.0 µIU/mL)
Free T4: 1.1 ng/dL (Normal Range: 0.9 - 2.3 ng/dL)
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2. A case of GIT disease
Mrs. Asha, 46-years-old, housewife, normotensive, nondiabetic, nonsmoker, hailing from Kolkata presented with occasional episodes (1 to 2 episodes per month) of loose motions, 4 to 6 times daily, for 4 months. Each episode lasts for 4 to 5 days. It is often mixed with mucus, but not blood. It is not related to any food or drug. She also complains of a sense of incomplete evacuation of bowel and occasional abdominal pain. The pain is mostly around the umbilicus, colicky in nature, mild to moderate in intensity, radiates to the back, persists for minutes to few hours, not related to food intake and sometimes relieved by defecation. For the last 3 months, she noticed recurrent painful mouth ulcer. She also complains of loss of appetite and significant weight loss during this period. There is no history of any , joint pain, eye-problem, fever, cough, any skin rash, ulceration or nodules or contact with tuberculosis patient. She suffered from similar illness 3 to 4 times over the last 2 years and was hospitalized once. She used to take pain killers, ranitidine and omeprazole. One of her maternal uncles suffered from similar illness.
Personal history

· Diet: Mixed 	
· Appetite: Reduced
· Bowel movement:Loose motion,4-6 times daily
· Sleep:Disturbed,habit of day Sleep since childhood
· Thirst:Normal
· Addiction:Non Smoker 

General Examination

· Built-Lean
· Height: 160 cm
· Weight: 45 kg
· BMI: 17.6 
· SpO2: 98%
· Gait: Normal
· The patient is emaciated and ill-looking. 
· Moderately anemic 
· There are generalized clubbing involving fingers and toes 
· No jaundice, cyanosis, koilonychia, leukonychia and edema 
· No lymphadenopathy or no thyromegaly
· Pulse: 88/min 
· BP: 120/75 mm Hg 
· Temperature: 98ºF 
· Respiratory rate: 18/min.
· Gums, teeth—normal. 
· There is one ulcer in the inner part of the right side of the cheek (aphthous ulcer). 
· Lips are mildly swollen. 
· Tongue—pale

Gastrointestinal system Examination
Inspection: 
Visible peristalsis, that moves from above downwards
Palpation: 
Liver—not palpable. No tenderness,No organoomegaly
Spleen—not palpable. No tenderness,No organoomegaly
Kidneys—not ballotable. 
Succusion splash—absent. 
Percussion: no abnormality detected. 
Auscultation:  Borborygmi present
Per-rectal examination: 
Inspection: A healed fistula is noted on the 3o’ clock position of the anus (scar tissue present)
No heamorrhoids.
Digital Rectal Examination: no abnormality detected. 
Examination of the other systems reveals no abnormalities.
Ayurveda Clinical Examination
· 
· Prakriti – Pitta Pradhana (Vata-pittaja)
· Samhanana-Madhyam
· Pramana-Avara
· Satmya-Katu Amla Lavana Apriyatha
· Satva-Avara
· Aharasakthi
· Abhyavaharana Shakthi-Avaram
· Jarana Shakthi-Avaram
· Vyayama Shakthi-Madhyam
· Vaya-Madhyam
· Psychological status : History of Bhaya ,krodha, Soka are absent

· Nadi-Pittaja 
· Mutra-Samyak(Normal)
· Malam-Sa kapha, Sakrid drava
· Jihva-Saama (coated) -Mild
· Shabda-Spashtam(Normal)
· Sparsha-Anushnam(Normal)
· Drik-Ardram (Normal)
· Akruthi-Krsham(lean)
· Agni - Mandagni
· Kosta-Madhyam

Investigation Report - Complete Blood Count
Hemoglobin (Hb): 9.8 g/dL (Normal: 12.0 - 15.5 g/dL)
Total Red Blood Cell Count (RBC): 3.9 million cells/µL (Normal: 4.2 - 5.4 million cells/µL)
Hematocrit (Hct): 34.5% (Normal: 36.0% - 48.0%)
Mean Corpuscular Volume (MCV): 88 fL (Normal: 80 - 100 fL)
Mean Corpuscular Hemoglobin (MCH): 26 pg (Normal: 27 - 31 pg)
Mean Corpuscular Hemoglobin Concentration (MCHC): 29.5 g/dL (Normal: 32 - 36 g/dL)
Red Cell Distribution Width (RDW): 13.2% (Normal: 11.5% - 14.5%)
Total White Blood Cell Count (WBC): 8,200 cells/µL (Normal: 4,500 - 11,000 cells/µL)
Differential White Blood Cell Count:

Neutrophils: 60% (Normal: 40% - 60%)
Lymphocytes: 30% (Normal: 20% - 40%)
Monocytes: 5% (Normal: 2% - 8%)
Eosinophils: 4% (Normal: 1% - 4%)
Basophils: 1% (Normal: 0.5% - 1%)

Stool Examination:

Appearance: Loose, watery consistency
Color: Normal brown
Odor: Foul
Quantity: Normal volume
Mucus: Present
Blood: Absent
Microscopic Examination:
Red Blood Cells: Absent
White Blood Cells: Increased (indicating inflammation)
Parasites: Not detected
Ova: Not detected
Other Abnormalities: None observed

Culture and Sensitivity:
Bacterial Growth: Moderate Escherichia coli growth
Sensitivity Testing: Susceptible to ciprofloxacin, resistant to ampicillin
Additional Tests:
Fecal Occult Blood Test: Negative
Fecal Calprotectin: Elevated (indicative of gastrointestinal inflammation)
Stool pH: Slightly acidic
Colonoscopy Report
Terminal Ileum: Patchy, cobblestone appearance, with areas of ulceration and skip lesions.
Colon: Focal areas of inflammation with discontinuous involvement. Pseudopolyps and ulcers noted in the ascending and transverse colon.
Rectum: Relatively spared, with minor erythema.
Biopsy Report
Terminal Ileum: Presence of non-caseating granulomas, crypt abscesses, and transmural inflammation.
Colon: Focal granulomatous inflammation and lymphoid aggregates. Ulceration and cryptitis seen in areas of patchy involvement


3. A case of Metabolic Disease
Mr. Suresh, 55 years old, businessman has been on diabetic medication for 6 years.He is nonhypertensive, nonsmoker, hailing from Kochi presented with gradual loss of about 12 kg body weight, despite good appetite over the past 4 months. It is associated with extreme weakness and excessive thirst for which he used to take plenty of water every day. He also complains of frequency of micturition, passage of large volume of urine and waking up from sleep to void. For the last 2 weeks, he has been experiencing burning sensation, heaviness, tingling and numbness of both hands and feet. His vision is progressively deteriorating over the last 3 months. There is no history of loss of consciousness, generalized swelling of body or legs, chest pain, dizziness or giddiness or any skin abnormality.He denies any history of heat intolerance, tremor, bowel abnormality, cough, hemoptysis or evening rise of temperature. There is no history of previous significant illness. His father was diabetic for 25 years, mother is hypertensive. He has two brothers and one sister; all of them are in good health. 
History of past illness: There is no history of previous significant illness. 
Family history: His father is diabetic for the last 25 years and his mother is hypertensive. He has two brothers and one sister. All of them are in good health. 
Socio-economic history: Upper middle class
Drug and treatment history: He is on Metformin 500 mg once daily
Personal history


· Diet: Mixed
· Appetite:Increased 
· Bowel movement:Normal	
· Sleep: Disturbed due to frequent urination at night.
· Thirst:Increased
· Addiction:Nothing specific

General Examination
· 
· Lean
· Height:170
· Weight:58(recently lost 12kg)
· BMI:20
· SPO2 98%
· Gait:Steady but slightly unsteady due to weakness.
· Ill looking and emaciated. 
· There is no anemia, jaundice, clubbing, koilonychia, leukonychia or edema 
· No thyromegaly or lymphadenopathy 
· There is no ulceration or skin abnormality
· Pulse—96/min 
· BP—130/80 mm Hg  
· Temperature—98ºF 
· Respiratory rate—14/min.

Nervous System Examination
Higher intellectual functions: Intact.
Cranial nerves: Intact. except Cranial nerve 2(optic nerve)
Visual Acuity:Snellens

Right Eye: 6/24 
Left Eye: 6/36 

Both Eyes Together: 6/60 
Visual Fields: Confrontation Testing:
Right Eye: Reduced to finger counting in the superior quadrant Left Eye: Reduced to finger counting in the superior quadrant
Pupillary Light Reflex:
Right Eye: Consensual response observed, brisk constriction Left Eye: Consensual response observed, brisk constriction
Motor system:
Muscle tone diminished in the lower limbs 
Muscle power is diminished, grade 3/ 5 in the lower limbs 
There is wasting of all the groups of muscle in the feet, legs and thighs. 
Reflexes— Jerks 

Biceps: Right- Diminished, Left-Diminished
Triceps: Right- Diminished, Left-Diminished
Supinator: Right- Diminished, Left-Diminished
Knee: Right- Diminished, Left-Diminished
Ankle: Right- Diminished Left- Diminished
Plantar: Right -Equivocal, Left- Equivocal
Superficial reflexes (abdominal reflex)-absent 

Co-ordination - impaired in the lower limbs 
Romberg’s sign - positive 
Gait - Steady but slightly unsteady due to weakness 
Involuntary movement—absent.
Sensory system: 
Superficial sensation (pain, touch, temperature)—diminished in the foot up to mid leg and hands (glove and stocking distribution) 
Deep sensation (vibration, position sense)—absent in both the lower limbs. 
Cerebellar tests: Normal. 
Autonomic function: Normal, as evidenced by normal pulse, no postural hypotension. 
Fundoscopy: 
Few dot and blot hemorrhages in the 6 o’clock position, 2 disc diameter away from the optic disc in the right eye. 
Few dot hemorrhages in 10 o’clock position, 1 disc diameter away from the optic disc.
Ayurveda Clinical Examination
· 
· Prakriti – Kapha Pradhana (Pitta-kaphaja)
· Samhanana-Madhyam
· Pramana-Madhyam
· Satmya-Sarva Rasam
· Satva-Madhyam
· Aharasakthi
· Abhyavaharana Shakthi-Madhyam
· Jarana Shakthi-Madhyam
· Vyayama Shakthi-Madhyam
· Vaya-Madhy
· Nadi-Vataja
· Mutra-Atiyogam (increased frequency)
· Malam-Sadharanam (normal)
· Jihva-Anupaliptham (no coating)
· Shabda-Spashtam (normal)
· Sparsha-Anushnam (normal)
· Drik-Kalushitham (blurred vision)
· Akruthi-Krsham

Agni - Samagni
Kosta-Madhyam

Blood Glucose Level:
RBS: 220 mg/dL (Normal: <200 mg/dL).    PPBS: 280 mg/dL (Normal: <140 mg/dL)
HbA1c: 9.5% (Normal: <5.7%)
Complete Blood Count (CBC)
Hemoglobin: 13.5 g/dL (Normal: 13.5-17.5 g/dL)
White Blood Cell Count: 7,000 /µL (Normal: 4,500-11,000 /µL)
Platelet Count: 250,000 /µL (Normal: 150,000-450,000 /µL)
Hematocrit: 40% (Normal: 38-50%)
Mean Corpuscular Volume (MCV): 90 fL (Normal: 80-100 fL)
Mean Corpuscular Hemoglobin (MCH): 30 pg (Normal: 27-33 pg)
Mean Corpuscular Hemoglobin Concentration (MCHC): 34 g/dL (Normal: 32-36 g/dL)
Red Blood Cell Distribution Width (RDW): 13% (Normal: 11.5-14.5%)
Liver Function Tests (LFT):
Total Bilirubin: 0.8 mg/dL (Normal: 0.1-1.2 mg/dL)
Direct Bilirubin: 0.2 mg/dL (Normal: 0.0-0.3 mg/dL)
Aspartate Aminotransferase (AST): 25 U/L (Normal: 10-40 U/L)
Alanine Aminotransferase (ALT): 30 U/L (Normal: 7-56 U/L)
Alkaline Phosphatase (ALP): 85 U/L (Normal: 44-147 U/L)
Total Protein: 7.0 g/dL (Normal: 6.0-8.3 g/dL)
Albumin: 4.2 g/dL (Normal: 3.5-5.0 g/dL)
Renal Function Tests (RFT):
Blood Urea Nitrogen (BUN): 15 mg/dL (Normal: 7-20 mg/dL)
Serum Creatinine: 1.0 mg/dL (Normal: 0.6-1.2 mg/dL)
Estimated Glomerular Filtration Rate (eGFR): 85 mL/min/1.73 m² (Normal: >60 mL/min/1.73 m²)
Serum Electrolytes:
Sodium: 140 mmol/L (Normal: 135-145 mmol/L) Potassium: 4.5 mmol/L (Normal: 3.5-5.0 mmol/L)
Chloride: 100 mmol/L (Normal: 98-107 mmol/L) Bicarbonate: 24 mmol/L (Normal: 22-29 mmol/L)
Vitamin B12: 400 pg/mL (Normal: 200-900 pg/mL)
Nerve Conduction Velocity (NCV):
Motor Nerve Conduction Velocity:
Right Tibial Nerve: Reduced velocity, 35 m/s (Normal: >50 m/s)
Left Tibial Nerve: Reduced velocity, 34 m/s (Normal: >50 m/s)
Sensory Nerve Conduction Velocity:
Right Sural Nerve: Reduced velocity, 32 m/s (Normal: >40 m/s)
Left Sural Nerve: Reduced velocity, 30 m/s (Normal: >40 m/s)
 Thyroid Function Tests (TFT):
Thyroid Stimulating Hormone (TSH): 2.0 µIU/mL (Normal: 0.4-4.0 µIU/mL)
Free Thyroxine (Free T4): 1.2 ng/dL (Normal: 0.8-2.0 ng/dL)
Free Triiodothyronine (Free T3): 3.0 pg/mL (Normal: 2.3-4.2 pg/mL)


4. A case of Infectious Disease
On a hot summer day in August, Anand, 38-year-old male, a resident of Lucknow, comes with complaints of fever, headache, retro-orbital pain, and myalgia of four days duration. He has no significant past medical or surgical history. The patient reports high-grade intermittent fever for the past four days that is associated with rigors and chills. His other complaints include reddish-colored urine with clots for two days along with two episodes of gum bleed. He also complains of repeated attacks of giddiness and general feeling of weakness.
History of sore throat, chest pain, shortness of breath, vomiting, abdominal pain, diarrhea, burning micturition, dysuria, urinary frequency, and contact with animals is absent
Personal history

· Diet: Mixed
· Appetite: Reduced
· Bowel movement: Normal
· Sleep: Disturbed
· Thirst: Normal
· Addiction: None

General Examination

· Built-Moderate
· Height: 170 cm
· Weight: 70 kg
· BMI: 24.2 kg/m²
· General Condition: Patient appears moderately ill, responsive and cooperative
· Temperature: 102.3°F
· Pulse: 110 beats per minute, regular
· Blood Pressure (BP): 100/60 mmHg
· Respiratory Rate (RR): 18 breaths per minute
· SPO2 : 98%
· Pallor: Mild conjunctival pallor present
· Icterus: Absent
· Clubbing: Absent
· Lymph Nodes: No palpable lymphadenopathy
· Eyes: Mild conjunctival pallor, no jaundice
· Trachea: Midline
· Gait: Normal
· Tongue: Moist, no abnormalities noted
· Thyroid: No palpable enlargement or nodules
· Others: Multiple purpura and petechiae on the left shoulder, trunk, and both legs; two large ecchymotic lesions on the back

Systemic Examination
Cardiovascular System (CVS)
Inspection: No visible pulsations, scars, or deformities.
Palpation:
Apex beat: Located at the 5th intercostal space, mid-clavicular line, normal in character.
No heaves or thrills felt.
Auscultation:
Heart sounds: S1 and S2 present and normal.              No murmurs, rubs, or gallops.
Peripheral Pulses: All peripheral pulses palpable, no delay or asymmetry.
Musculoskeletal Examination
Inspection: No joint swelling, redness, or deformity.
Palpation: No tenderness, warmth, or effusion in joints.
Range of Motion: Full active and passive range of motion in major joints.
Neurological Examination:
Mental Status: The patient is alert and oriented to time, place, and person.
Cranial Nerves: All cranial nerves are intact.
Motor System: Normal muscle bulk and tone; power 5/5 in all muscle groups.
Sensory System: Sensation to light touch, pain, and temperature is intact.
Reflexes: Deep tendon reflexes are normal and symmetrical; no pathological reflexes noted.
Coordination: Normal finger-to-nose and heel-to-shin tests.          Gait: Normal gait, no ataxia.
Investigations
The baseline workup done is normal except for a platelet count of 20,000 / cu mm and a white blood cell count of 2400 cells / cu mm. 
The Tourniquet test is positive.
Dengue Serology:
Dengue NS1 antigen: Positive.  Dengue IgM antibodies: Positive  Dengue IgG antibodies: Negative
Liver Function Tests (LFTs):
Alanine transaminase (ALT): 70 U/L (normal range: 7-56 U/L)
Aspartate transaminase (AST): 80 U/L (normal range: 10-40 U/L)
Total bilirubin: 1.5 mg/dL (normal range: 0.1-1.2 mg/dL)
Renal Function Tests (RFTs):
Blood urea nitrogen (BUN): 18 mg/dL (normal range: 7-20 mg/dL)
Serum creatinine: 1.2 mg/dL (normal range: 0.6-1.2 mg/dL)
Coagulation Profile:
Prothrombin time (PT): 15 seconds (normal range: 11-13.5 seconds)
Activated partial thromboplastin time (aPTT): 40 seconds (normal range: 30-40 seconds)
International normalized ratio (INR): 1.2 (normal range: 0.8-1.2)
Urinalysis:
Hematuria with clots present
Imaging Studies:
Ultrasound Abdomen: No significant findings, no evidence of ascites or pleural effusion
Ayurveda Clinical Examination

· Prakriti – Vata Pradhana (Vata-Kaphaja)
· Sara-Madhyam
· Samhanana-Madhyam
· Pramana-Madhyam
· Satmya-Sarva Rasam
· Satva-Madhyam
· Aharasakthi-
· Abhyavaharana Shakthi-Avaram
· Jarana Shakthi-Avaram
· Vyayama Shakthi-Madhyam
· Vaya-Madhyam
· Nadi-Kaphaja
· Mutra-Saraktha
· Malam-Sadharanam
· Jihva-Anupaliptham
· Shabda-Spashtam
· Sparsha-Ushnam
· Drik-Ardram
· Akruthi-Madhyam
· Agni - Mandagni
· Kosta-Madhyam
· Nidra-Alpa Nidra


5. A case of Cardiovascular Disease
Mr. Rakesh, 50-year-old, businessman, smoker, nondiabetic, hailing from Ahmedabad presented with occasional headache, dizziness and giddiness for 3 months. The headache mostly involves the occipital region and the back of the neck. It is pulsatile in nature, localized, mostly during the daytime, initiated by exertion or anxiety and relieved by sleeping. It is not associated with vertigo, nausea, vomiting, visual or hearing problem or facial pain. His headache is not preceded by any premonitory symptoms such as nausea or visual symptoms. He also experiences occasional chest pain on moderate to severe exertion which is relieved by taking rest. There is no cough or breathlessness. For the last 5 months, he is experiencing sleeplessness and used to take sleeping pills. There is no history of fever, loss of consciousness, weight gain, muscular weakness, etc. His bowel and bladder habits are normal. 
His father is hypertensive and mother has diabetes. There is no history of renal disease in his family
Personal history

· Diet: Vegetarian
· Appetite: Normal
· Bowel movement:,Need to Strain for defecation
· Thirst:Normal
· Sleep: Reduced since 20 years,Taking sleeping pills for last 5 years
· Addiction:The patient has been smoking 1 pack of cigarettes daily for the last 25 years.

General Examination

· Appearance: anxious
· Height: 178 cm
· Weight: 80 kg
· BMI: 25.2 kg/m2  
· SpO2: 96%
· Gait: Normal
· No anemia, cyanosis, jaundice, clubbing, edema, koilonychia, leukonychia, lymphadenopathy or thyromegaly
· Pulse: 84/min, regular in rhythm, high volume and normal in character 
· BP: 196/100 mm Hg 
· Respiratory rate: 18/min 
· Temperature: 98°F.

Systemic Examination
Cardiovascular system  
Precordium 
Inspection: 
Visible cardiac impulse 
Palpation: 
Apex beat is palpable, at left 5th intercostal space 8 cm from midsternal line, normal in character. 
Thrill: absent. 
Auscultation: 
Accentuated (loud) S2 sound in the aortic area
There is no murmur or added sounds. 
Examination of other systems reveals no abnormalities
Ayurveda Clinical Examination

· Prakriti – Pitta Pradhana (Vata-Pittaja)
· Sara-Madhyam
· Samhanana-Madhyam
· Pramana-Madhyam
· Satmya-Sarva Rasam(Katu Amla Priyatha)
· Satva-Avara
· Aharasakthi
· Abhyavaharana Shakthi-Avaram
· Jarana Shakthi-Avaram
· Vyayama Shakthi-Madhyam
· Vaya-Madhyam

· Nadi-Vataja
· Mutra-Samyak
· Malam-Sadharanam
· Jihva-Sama (Coated)
· Shabda-Spashtam
· Sparsha-Anushnam
· Drik-Ardram
· Akruthi-Sthoolam 

Agni - Vishamagni
Kosta-Krooram
Nidra-Alpa Nidra

Complete blood count
RBC Count: 4.8 million/mcL (Normal Range: 4.5 - 5.9 million/mcL for men)
Hemoglobin: 15.2 g/dL (Normal Range: 14 - 17.5 g/dL for men)
Hematocrit: 42% (Normal Range: 41.5% - 50.4% for men)
MCV (Mean Corpuscular Volume): 88 fL (Normal Range: 80 - 96 fL)
MCH (Mean Corpuscular Hemoglobin): 32 pg (Normal Range: 27 - 32 pg)
MCHC (Mean Corpuscular Hemoglobin Concentration): 36% (Normal Range: 32% - 36%)
RDW (Red Blood Cell Distribution Width): 13.5% (Normal Range: 11.5% - 14.5%)
WBC Count: 7,500/mcL (Normal Range: 4,500 - 11,000/mcL)
Neutrophils: 60% (Normal Range: 55% - 70%)      Lymphocytes: 30% (Normal Range: 20% - 40%)
Monocytes: 6% (Normal Range: 2% - 8%)             Eosinophils: 2% (Normal Range: 1% - 4%)
Basophils: 2% (Normal Range: 0.5% - 1%)
Platelet Count: 250,000/mcL (Normal Range: 150,000 - 450,000/mcL)
CRP (C-Reactive Protein): 4.5 mg/L (Normal range :<3 mg/L)
LIPID PROFILE
Total Cholesterol: 220 mg/dL 
LDL Cholesterol 145 mg/dL
HDL Cholesterol (Good Cholesterol): 40 mg/dL 
Triglycerides: 150 mg/dL 
ECG (Electrocardiogram):
Sinus rhythm (normal heart rhythm)
Normal PR interval, QRS complex, and QT interval (measures of electrical conduction through the heart)
No evidence of ischemia (lack of oxygen supply) or infarction (tissue death
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