THE CLINICAL MANAGEMENT OF
HYPERTENSION**

DR, WILLIAM THOMSON WALKER, M.B.E., M.A., M.D., F.F.HOM.
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Some twenty-two ycars ago I presented a paper' here on the clinical
management of hypertension which took the form of an analysis of the results
of one hundred cases trcated personally. That is not my inlention today, ;
though I do believe Lhat to be valid a series Is required (rather than anccdotal |
cases). Orthodox treatment then consisted of phenobarbitone and potassium i
thiocyanate, the first fulile, the second frankly dangerous and soon abandoncd. ;
As I hope to indicate, the general profession is still in disarray on this sub- |
ject, the history of the intcrvening years being of rejection of one drug after : g
another because of the unacceptable penalties which attach to them if they !l :
arc persisted with, |

Although it is generally conceded that we are far from knowing all the |
underlying causes of hypertcnsion, many are known and must be looked for
in each new hospital case.

The accepted criterion of hypertension seems to have changed consider-
ably, moving upwards recently. It is vsually given as a systolic pressure above ]

160 and a diastolic above 30 mmHg,” but personally I would only give pro- ;
phylactic advice under systolic 170 and diastolic 105. |
Table I Jists the main causes of hypertension? which I shall not consider !

TABLE I
Causes ofF HYPERTENSION
Vascular Renal Endocrine Tatrogenie
Athcrosclerosis Nephritis Phacochromocyloma Irradiation of kidneys
Polyarteritis Pyeloncphritis Cushing’s Disease Steroids
Renal artery Hydroncphrosis® Aldosteronism Amnalgesic nephro-
stenosis* palhy* (largely
) irreversible}
Essenlial Polycystic kidoeys*  Acromegaly Diuretics, prolonged
use’
Coarclalion of Amyloid Menopause Oral conlraceplives 1
aorla |
Gout Toxaemia of Monoamine oxidase !
pregnancy inhibilors ¢. cheese, i
or combined with !
Wilm's tumour Diabetes pressor drugs
(ncphroblastonia) adrenalin, noradren- i
alin" 4 lricyclic drugs :
4-8 limes :

Owvarian dysgenesis |

Conditions marked *are amenablc o surgery.

**A paper read to the Post-Graduale Course in Homoeopathy on 21 February 1973.
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in detail. T merely draw your attention to column 4—an cver-increasing
cause resulting directly from misguided attempts at cure, The Hippocratic
Oath enjoins the physician “When he can do no good let him do no harm”.
This can hardly be said today of the general treatment of hypertension,

In order to sort out the diseases listed in Table 1 it is necessary to
perform the routing tests listed in Table 1. We will find that we have positive
results in only 10 per cent of cases. All others in our present ignorance we
call essential hypertension. Only 1 per cent of all eases go on to malignant
hypertension.’

TABLE 1L
RoumiNg IMVESTIGATIONS FOR CAUSE OF HYFERTENSION

Urine Microscopy
Cultlure
Urinary keto-sleroids

Blood Full count
ESE
Coomb’s 1est
Blood urea
Creatinine
Cholesteral
Scrum clectrolytes
(Serum renin,’ immuno-globulin G (IgG index of vascular
change"))

Elecctrocardiography T wave ioversions
8-T clevations
Evidence of leli ventricular hypericophy or straiu

Ophthalmoscopy Retinopathy grades I—IVY
Radiological Heart
Lungs

Intravenous pyelegraom
(Rarcly, renal arnteriogram, pre-sacral oxygen insuillation)

Rouline palpalion of [emoral pulses to eliminate coarclation,

A grcat majority of cases of essential hyperiension have no symptoms
whatever and are usually picked up casually on insurance examination. A
Iew have conpcstive headaches, may complain of transient giddiness or
undue wearincss and wc find ourselves (reating them mainly in the hope of
avoiding the complications of ccrebral or cardiac infarction, or left hcart
failure.” Objective evidence of arleriolar change is seen best in the retine and
the scverity readily praded: (1) Minimal change; (2) Moderate changes,
silver wiring and artcrio-venous nipping (hyaline changes); (3} Severe changes
with haemorrhages and/or exudates; {4) Papillocdema (vasculilis).

The greater the impedance to left ventricular ejeclion the greater is the
heart load, oxypen requircment and hypertrophy. In turn this sfatc accele-
rates’ athérogenesis, " giving impetus to “the vicious circle. Fortunately, in

=




1985] TH CLINICAL MANAGEMENT OF HYPERTENSION 117

spite of the pessimism of the insurance companies, the condition is not neces-
sarily propressive, as one lives and learns by experience.

Some of the leaders of our profession have recently made statements
indicating, their pessimism and dissatisfeetion with present-day treatment of
hypertension. -

Professor A. G. W. Whitfield (Birmingham) said'* ‘“Hypotensors are
not often helpful in patients over 60 years”. Professor Fergusson Anderson
(Professor of Gerialrics, Glasgow), goes further and says “The only benefit
to be obtained from hypotensors is when they are stopped”. With these
opinions in mind I ask you to glance at Table IIT which indicates the reasons
for their pessimism.

TABLE 11
CoMMONLY Usep HYPOTENSORS
Drug Harmful eflects
A. Ganglion Blockers
1. Pentolinium (Ansolysen)’ These sympathetic and para-
) - sympathclic blockers are now
2. Mecamylamine {Inversine) - considered too danperous
—tremor, wcakness,
3. Pcmpidine (Perolyscen) collapse, impotence,

paralysis of accommodation

B. Adrencrgic Blockers
1. Guanethidine (Ismclin) . Dinrrhoea, hypotension with
exertion. Fatigue, drowsiness'®

2. Alpha Methyldopa (Aldomet) 20 per cent. Coomb's lest posilive, if
persists, goes on 1o haemolylic
anacmia, Jeucopenin
Liver damage

3. Belhanidioc {Eshatal) lmpaience, hypolensive ¢pisodes
(currently approved) Dangerous with amphetamimes
Diarthoea, depression

C. Beta Blockers .
1. Propanolol {indcral) While all these may be useful, they

depress 1he myocardium and may
2. Praciolol (Eraldin) produce left heart fajlure.?
All harmful in asthma™
3. Oxprenolol (Trasicor} Practolol: macular rash with scaling'
D. Reserpine {Scrpasil} Powcrful mental depressant
Prevents synthesis of : Nasal congestion
noradrenaline_ May precipitale heart (ailure
E. Clonidine {Catapres) Conlraindicated in manic-depressives
In favour at prescnt . Mecntal changes reported in 4 out of

28 recent cases™
Caold extromities

200 micrograms daily

H
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TABLE II[—(Contd.)
Drug Harmful effects

F. Diuretics :
{. Thiazides (12) Effective initially
Potassium loss and magnesium Joss'
2. Frusemide (Lasix) Oedema ultimaltely resistant, due to
intracellular polassium depletion

LY. pives transicnt cardinc
arthythmias

3. Ethacrynic acid Electrolyte depletion™
Hyperuricaemia
Thrombocytopenia
Skin rashes
Deafness {in renal Failure)

4. Spironolactone (Aldaclonc-A)' Used in combination with thiazides,
Gynaecomastia, hireutism, mental
confusion, impotence (m the male),
irregular maenses, mammary discomfort
(in the femuale)™

5, Diazoxide 1.V. Not effective onlly
{currently approved) For emergency, 5 mgfkg undiluted
Skin eruptions and thrombocylopenia
Raises blood sugar level

All diuretics eveniually mise plasma renin aclivity™.

Lest you should think I am over-painting the picture, just listen to
some extracls from this recent discharge letter from a lcading London teach-
ing hospital:

“Decar Doctors,

Re: Mr. X.Y.—aetr 66

"This man bas just moved 1o your area.

“He has been altending this hospital since June 1967 for treatment of
hypertension . .. (clinical details follow). ...

“Treatment for moderate uncomplicaled essential hypertension was started
using Aldomet. Conlrol remained good until March 1969 when he was found
10 have hacmolytic anaemia as a rcsult of Aldomct, He was thereforc changed
to bethanidine., This caused quite marked postural hypotension even without
good control of the rising hlood pressure. (It in fact caused such a serious
collapse that the paticnt had to be revived, though the letter does not say
thisy In November 1970 he was therefore changed to propanoiol. This put
him into left ventricular failure so had to be abandoned and in August 1971
he was put on clonidine {(Catapres) on which he remains. ..

“He has had an unfortunate history of therapeutic misadventure during
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the course: of treatment for this hypertension, However, he is remaining stable
on his present treatment. :

Yours sincerely ...

(It may well be that the unfortunate man may not be finished with his troubles
and yct develop the manic-depressive symptoms reported in a recent series
in 15 per cent of the cases where clonidine has been used.)

Before turning to homoeopathic trcatiment one should remember that
mere rteduction of blood pressure is not necessarily beneficial and may
aclually be disastrous. In the presence of carotid or vertebro-basilar discase
cerebral infarction may result and co-existence of coronary insufficiency may
lcad to myocardial infarction.

Also, reduction of blood pressure may reduce remal artery ﬂow and
increase blaod urea."‘ Nor does reduction prevent development of coronary
acclusion.

In ircating patients homoeopathically one must also consider and as far
as possible deal with the factors which predispose to hypertension. For
brevity thesc arc listed in Table I'V.

TABLE 1V
FACTORS WHICH PREDISPOSE To HYPERTENSION

l. Heredily Family History: Race: Sex
Genetic differences affeet Fibrinolylic Activity

2. Cortical drive “Get on al any cost lypes™
General degree of stress to which exposed necessarily

3. Emotional Reaction to prolonged anxicly
Hyper-reactive pressor responscs which derange the
baraceptor rcflexes wilh repetitive stiraulation

4. Over-weight From cxcessive calorie intake
Excessive Sodium inlake or rclention

5. Smoking tobacco Raises the frec fatly acid leve]™
6. Lack of excrcisc

7. Soft water and low
residue diet™

8. Cammon accompanimenis  Baldness

Early Arcus Senilis
Xanthelasmata

It has to be admitted that for hypertension Homoeopathy has no specific
remedy any more than it has Ior any other condition. but even more does it
apply that a constitutional remedy must be sought in the usual way by reper-
- torization. However, as onc would expect, the polychrests come up the most
frequently, in my experience Lycopodium heads the list (42%), Sulphur
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sames -a good second (22%), followed by Mat.-mur- (149%), I_achesrs (12%5),
Phosphorus (4%). Sepia (49}, and Pulsatilla (2%)
Others have suggested hcelpful remedies:

Dr. Hamish Boyd=* i?;bzéggt (to Sulphur types with giddiness);

Dr. Campbell, Conium, especially in the elderly;

Dr. Fergus Stewart and the Glasgow school generally used “C.G.P.”,
Cratacpus, Glonoin and Passiflora in a mixture:

H. MacNeill suggests Lachesis.

At one time my own favourite remedy was Crataegus ¢ which appeared
to serve me well combined with the constitutional remedy, but for the last
ten years my allepiance has moved to Lycopus Ix m vii tds. Probably
milder cases do better with Crataegus, and more scvere cascs with Lycopus.
Of the polychrests, I find that I need Lycopodium twicc as frequently as
any other, in potencies from 200 to 10M. I am in good eompany in this, for
Hughes, Dunham, Clarke, Harold Fergic-Woods and Frank Bodman have
made similar comments.

Trritability, morning giddiness, acid dyspepsias are the marks of the
harassed business or profcssional man or woman who needs Lycopodium.
Such a one was R.M. aet. 56, a lawyer, who complained of tredness, occipital
headache, rush of blood to the head with confusion, dyspepsia and insomnia.
Blood pressure was imitially 240/115 wmmHg. There was slight left heart
hypertrophy and a few ventricular extra-systoles showing on ECG. LV.P.
revealed bilateral hydroncphrotic kidncys, though the urine showed no
RBCs or casts and mercly a trace of albumin. Blood urea was 35 mg/
100 ml. The retinae showed silver wiring, but no haemorrhage or exudates.
4-8 pm <. Heat <. Warm food >. Uncovering >>. Although he continucd
in a responsible post, his blood pressurc fell to 180/100 over a period of
thrce months. When he asked “What was that remarkable medicine you
gave me?” the anSwer was Lycopodium, in ascending potencies from 200-
1M, with, of course. a strict low sodium diet to which he stuck rigidly.

The best set of jndications for Lycopus I know is that of Dr. Berland : *°
“Patients tend to be pale rather than cyanotic, and they are always restless.
The outstanding symptom . . .is a horrible lumultuous sensation in the cardiac
region . .. accompanied by intense throbbing extending up into the neck and
into the head....There is a marked tendency to .cousgh. ... Distress is in-
creased by turning on the right side—{in contrast to the snake poisons).
Lycopus patients have a dislike of food, cven the smell of food.

“The heart is just beginning to dllate in ear[y fallure and the pulsc 1s
tendmg 1o become -a little irregular.”

In my- view failures with the use of Lyr:opus stem from not continuing
the rcmedy “for long enougb ... several months at least...il is very slow-
“acling, ‘Here 'i5 the-cuiline-of such a case: Mrs. W. M., act 63, -a houscwife,
-who came with the sfory thaté months ago she had heen given 6 months to
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live. She felt dreadfully ill and “What could I do to save her?”. Blood pres-
sure was 260/140, cardiomegaly, cardiac asthma, anginal attacks, ortho-
pnoea, rough aortic systolic bruit. {(Previously upset by Aldomet, Hygroton
and Inderal.) Heart was tumultuous with violent palpitation. Claudication
and cramp. Pipe-stem arteries and Grade IT rctinopathy. Occasional syncopal
attacks. Sense of strangling in the chest. EC(G showed sevcre I.V.P. Blood
urea 50 mg/100 ml. Urine: Trace of albumin. No RBCs or casts. LV.P.
negative.

I gave her Lycopus 1x m vii t.ds. with Apocynum Ix m vii t.d.s. and
Aurum mur. 30, On her next visit she appearcd the same 1o me and I gave a
grave prognosis to her husband, but she insisted that she felt much better,
and that her anginal attacks were much less. I gave her Secale 6 instead of
the Apocynum and at the next monthly visit the claudication was improving
and the blood pressure down to 200/120. She had troublesome giddiness
which Glonoin 30 helped and epistaxis with sour eruclations for which
Ferrum phos. 3x was given, Lyeopus 1x being continued throughout. Now,
8 months from her first visit, although her blood pressure is still 195/115
(180/110 yeslerday and I believe she would feel worse if it were to fall
lower), she is still gradually improving and [ull of confidence that her life
will be further prolonged. She had, of course, a salt-free diet. T saw her
yesterday, improvement continues. She had shovelled some snow! I believe
her case to be, not a malignunt hypertension but cssential hypertension over
many ycars, where athcrosclerosis seriously involved hcart and arteries, She
fecls a litile resentful that this should have happened to her in spile of being
a vegetarian for many years!

Obviously one must use intercurrent remedies for acute episodes and
rclated complaints.

Of these, headache of a eongestive type is the most common, although
some very scvere cases have no headache and there may be associated
giddiness relaled to changes of posttion, especially in the portly. cholere
types. For thesc symptoms Glonoin is most likely to be helpful, hut China or
Coca will help the less llorid types.

Indivestion is a very common aceompaniment of all heart disorders,
and whether mere flatulent dyspepsia or hiatus hernia, each affects the other,
cven by dircct meehanical pressure, and so become important. Cur old
friends Carbo veg. 3x-6, and Lycopodium 6-1M., the former to the person
who is sluggish, fat and lazy with aversion 1o milk, meat and fat; the lafter
to the thin, withered scnsitive intellectual who gets huming eructations and
likes everything warm.

Porsistent peripheral resistance is likely to produce left ventricular failure,
hypertrophy being evenlually replaced hy dilatation and a failing myocar-
dium. For this situalion the hest remedics I find are Crataegus ¢ m v-xx,
especially where there is high diastolic and low systolic. This is cxcellent in
support of the failing myocardium (hut only lowest potencics), or Adonis
vernalis 1x if there is superadded congestive cardiac failure (which accounts
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for more than 50 per cent. of deaths), or Iberis 1x where there is palpitation;
vertigo and choking or cardiac asthma, or Veratrum alb. 30 if there is cold
clammy collapse. ;

Cardiac asthma may necessitate the short-term use of sedation, diuretics
and aminophyllin. But, of course, in addition to these remedies one is likely
to be using in this situation Arsen. alb. IM-10M, taken every 15-30 minutes
where there is mental distress, extreme fcar, burning in chest, gets out of bed
around 2-3 a.m., or Arnica especially if the patient, in spite of his parlous
state, insists that he is ‘feeling fine’. (Ars. alb., Apis and Apocynum are too
slow to dehydratc in acute congestive cardiac Ffailure). Spongia is often a help
here, or, when peripheral cyanosis is an accompaniment, try Aniimon, tart.

This state is often accompanicd by tumultuous palpitation for which onc
would consider Belladonna, Spigeiia, Kalmia, or Naja, or Lycopus, accord-
ing lo the detailed symptoms.

If there is cold, sweaty collapse and pallor, use Carbo veg. 10M.

Involvement of the renal arteries carries a bad prognosis and treatment
is very difficult. For one thing reduction of blood pressure actually then
reduces renal blood flow and puts up the blood urca. The remedy one would
choose here is Eel Secrum whieh is said to be more effective if there is hyper-
tension and oliguria without oedema; altcrnatives would be Arsenicum alb.,
or Apis.

Threatened apoplexy gives most nearly the picture of Veratrum viride
but Gelsemium, Baptisia, Belladonna and Aconite may also prove helpful,
and Amica, Opium or Causticum used immediately after the event.

Malignant hypertension fortunatcly occurs only in | per cent. of all cases
progressing rapidly from another, simpler form, mainly in younger people
(not over 60). They devclop dyspnoea, papilloedema, headache and albu-
minuria early. If there is no renal failure survival may be as long as si:
years with vigorous treatment. Apart from renal dialysis uails, where they
tend to end up, one physician sees few and can quote only individual in-
stances, but they makec sorry recading, progressing usually to renal fallure,
though & minority succumb first fo cerebral hacmorrhage or heart failurc. In
such cases thc plasma renin aetivity is inereascd len-fold. Even after bilateral
nephreetomy there is still some renin activity and this is thoughl to bc splan-
chnie in origin®*

Prolonged eflective diurctics are now known to increase plasma renin
activity and incrcase blood pressure.

In the past five years I have secn only one case of malignant hypericn-
sion and that for a brief fourteen days. This was a headmaster, aged 40, who
told me that he had lost control of his staff and of his school, and this had
caused his illness. Whelher this was the truc cause I don’t know. His blood

urea was soaring to 200 mg. He asscrted that the drugs he had been given
were killing him, bence his demand to come into the homoeopathic hospital,
alas too late, though whether anyone could have helped him by any means
is very doubtful. I gave him Lycopodium 1M 6 hourly—Eel Serum 200 iv—

t— -
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Crataegus ¢ m x t.d.s., and Veratrum viride IM, all to no avail.

Most cases of essential hypertension do very well and some of the most
severe survive to a rtipe old age, cven with ‘pipe-stem’ artcries, perhaps
becausc the blood pressure falls as the ischaemic process involves the myocar-
dium and that danger is naturally compensated.

One old lady patient of mine, aged 80, was actually told by a Consultant
Physician that her hypertension would kill her witbin two years. She lived
to be 85 and it was the physician who died premature]y.

In primary aldosteronismi (Conn’s Syndrome; I per cent. of all cases)
where the aldosterone level is high (renin activity is low), there is some hyper-
tension, and Conn thought that it accounted for up to 25 per cent. of cascs
of so—called essential hyperiension.®” Spironoclacione is used for this condition
but is not always effective, and as T have mentioned, has its considerable side
effects (pynaccomastia and impotence in men, irfegular menses and mammary
discomfort iIn women).

Some quite seriously high hypertensives, especially women, go on remark-
ably well for many years, making both prognosis very difficult and alse an
estimate as to the success of treaiment nearly impossible, The natural variables
of personahty and heredity, combined with the variables of remcdies and
potencics and dietetic restriction used, make it well-nigh impossible to prove
the value of any one remedy.

The main thing is that ¢ver-all we believe that with our methed we can
produce much better results and ceriainly do no harm.
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