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Introduction
The Abdominal Aortic Aneurism (AAA) [1-12] and its inherited real risk (IRR) can be easily diagnosed with
Quantum Biophysical Semeiotics (QBS) method [13], i.e., through the Auscultatory Percussion of the
Stomach. The patho-physiology, symptomatology and diagnosis of IRR of Abdominal Aortic Aneurism and
overt AAA are well described in previous research papers [14-17] and linked to the QBS Microcirculatory
Theory of Atherosclerosis [18-24].
In order to diagnose the IRR of AAA physicians have to observe in daily practice the QBS procedure here
described shortly as follows.
First of all, physicians have to ascertain the presence, or not, of the IRR of Cardio-Vascular Disease (CVD)
(Antognetti’s Sign) [18]. In fact, a positive Antognetti’s Sign, indicates CVD Inherited Real Risk [19 - 22].
Soon there after, to localize where there it is precisely such a IRR of CVD (in case of overt AAA this sign is
particularly intense, the reflex intensity is 3 cm or more, in relation to underlying AAA size); (2) to assess
Vasa Vasorum density, in the site of the IRR of CVD; (3) to evaluate properly all parameter values of arterygastric aspecific reflex, recognizing the seriousness of tissue acidosis; (4) to recognise local compliance
impairment; (5) to observe the presence of the inflammation sign, recognising the autoimmune nature, by
stimulating the precise site of the risk by means of nail pressure.
In health, Antognetti’s Sign is negative [18, 19]: an intense digital pressure, applied upon every point of a
large artery, e.g., the femoral artery at the groin, does not bring about simultaneously the Gastric Aspecific
Reflex, that appears physiologically after 16 s, as in Artery Preconditioning.
On the contrary, in individuals involved by the IRR of CVD, including aortosclerosis and AAA, since their
beginning as IRR, under the identical experimental condition above described, such a reflex appears
simultaneously (its intensity parallels the seriousness of the underlying predisposition to CVD).
Interestingly, only in presence of autoimmune inflammation, after the gastric aspecific reflex there is a
tonic Gastric Contraction, which appears when Latency Time of Artery-Gastric aspecific reflex is lower than
6 sec., indicating an intense tissue acidosis. Soon thereafter, by means of numerous QBS signs [19-21],
doctors can localise exactly the site of CVD IRR, for instance in a precise tract of abdominal aorta.
The Artery-Gastric aspecific Reflex gives a lot of precious information: Latency Time lasts physiological for 8
seconds as far as the reflex duration is less than 6 seconds (normal duration is more than 3 seconds but
less than 4 seconds), informing on tissue oxygen level, i.e., tissue acidosis.
Interestingly, only when the reflex duration is more than 6 sec., latency time begins to lower. In addition, as
referred above, if the Latency Time of the reflex decreases to less than 6 sec., than it is followed by a Tonic
Gastric Contraction, that indicates a severe tissue acidosis, i.e., a lowered istangic pH. From the above
remarks, doctors can assess at the bedside the acidity level at the arterial wall, wherein IRR is located.
AAA localization. QBS assessment compared to instrumental diagnosis. A study case
Patient XY medical history:
Patient XY asked an intervention of manual medicine and acupuncture for a right knee pain. This is the
information derived by his history at a glance: cardiac arrhythmia, hypertension and hypercholesterolemia
in treatment, diffuse atherosclerosis, and also he refers to a small dilatation of the aorta. At this point the
physician invites the patient not to refer other information about aortic dilation.

Bedside QBS diagnosis:
At this point in time, the physician visits the patient according to QBS bedside diagnosis. In particular,
through the Auscultatory Percussion of aorta, he delimits the various portions of aorta drawing its border,
i.e., the skin projection of aorta. The QBS procedure, as above shortly mentioned is as follows:
1) QBS Diagnosis of Antognetti’s sign. There is a positive Antognetti’s sign. This means that there is an
Inherited Real Risk of CVD in this patient (see Appendix).
The aortic- Gastric Aspecific Reflex is positive with an intensity of more than 2.5 cm.
2) Delimitation of Aorta border.
The physician delimits the aorta’s border through the ‘Auscultatory Percussion’ of abdominal aorta, i.e.,
the digital pressure is applied upon the femoral artery at the groin. By this way he delimits the margins of
the iliac artery and then back to the bifurcation, the lower starting point for aorta’s percussion [14-16]. The
figure 1 below shows the delimitation of Aorta’s border of the visited patient done as follows: a) the
doctors marks with a dot (listening point) every change of tone of the Auscultatory Percussion just
described; b) all the dots so marked delimits the border of the skin projection abdominal aorta’s area. In
the figure 1 you can note the dilatation of the skin projection abdominal aorta’s area (3.2 cm) just above
the umbilical scar.

Figure 1
At this point in time, the physician evokes the Gastric aspecific reflex "pressing" on the various segments of
the aorta for a "rapid diagnosis" of parietal enlargement, regardless of AAA. size. Moreover, the presence
of calcifications in the vessel wall (as well as in any other tissue) causes a mild tonic gastric contraction
(tGC) after the aorta-gastric aspecific reflex (after the dilation, the stomach contracts): lithiasic reflex [24].
At this point we can observe the eco-doppler diagnosis (figure 2) that clearly confirms the initial QBS bedside diagnosis.

Figure 2
Conclusions
The clinical diagnosis and location of an abdominal aortic aneurism (AAA), with diffuse presence of
atherosclerotic plaques in different districts, done at the bed-side through QBS method in the above
mentioned patient is a little operational experience.
QBS diagnosis is fully confirmed by laboratory images, and even if this is just one study case, it can
stimulate our colleagues to get this powerful and sensitive diagnostic method in their ‘baggage’ of
knowledge, as a tool capable of becoming useful both to physicians and patients.
References
1. National Heart, Lung, and Blood Institute (2013). Aneurysm.
http://www.nhlbi.nih.gov/health/health-topics/topics/arm/printall-index.html Accessed Feb. 15, 2013.
2. The Society of Thoracic Surgeons (2013). Aortic aneurysms. http://www.sts.org/patientinformation/aneurysm-surgery/aortic-aneurysms. Feb. 15, 2013.
3. The Merck Manuals: The Merck Manual for Healthcare Professionals (2013). Aortic aneurysms.
http://www.merckmanuals.com/professional/print/cardiovascular_disorders/diseases_of_the_aort
a_and_its_branches/aortic_aneurysms.html. Accessed Feb. 16, 2013.
4. U.S. Preventive Services Task Force (2013). Screening for abdominal aortic aneurysm.
http://www.uspreventiveservicestaskforce.org/uspstf/uspsaneu.htm. Accessed Feb. 16, 2013.
5. Lewiss RE, et al (2011). Vascular abdominal emergencies. Emergency Medicine Clinics of North
America. 2011;29:253.
6. Papadakis MA, et al (2013). Current Medical Diagnosis & Treatment 2013. 52nd ed. New York, N.Y.:
The McGraw-Hill Companies; 2013.
http://www.accessmedicine.com/resourceTOC.aspx?resourceID=1. Accessed Feb. 16, 2013.
7. Lederle FA, et al (2012). Long-term comparison of endovascular and open repair of abdominal
aortic aneurysm. New England Journal of Medicine. 2012;367:1988.
8. U.S. News best hospitals 2012-2013: Top-Ranked Hospitals for Cardiology & Heart Surgery.
http://health.usnews.com/best-hospitals/rankings/cardiology-and-heart-surgery. Accessed Feb. 16,
2013.

9. Wolinsky H, Glagov S (1969). Comparison of abdominal and thoracic aortic medial structure in
mammals. Circ Res 1969;25:677–686.
10. Zervas, NT; Liszczak, TM; Mayberg, MR; Black, PM (1982). "Cerebrospinal fluid may nourish cerebral
vessels through pathways in the adventitia that may be analogous to systemic vasa vasorum.".
Journal of neurosurgery 56 (4): 475–81. PMID 7062119.
11. Herron GS, Unemori E, Wong M, Rapp JH, Hibbs MH, Stoney RJ (1991). Connective tissue
proteinases and inhibitors in abdominal aortic aneurysms. Involvement of the vasa vasorum in the
pathogenesis of aortic aneurysms Arterioscler Thromb. 1991 Nov-Dec;11(6):1667-77.
12. Tanaka H, Zaima N, Sasaki, et al (2013). Adventitial vasa vasorum arteriosclerosis in abdominal
aortic aneurysm. PLoS One.8(2):e57398. doi: 10.1371/journal.pone.0057398. Epub 2013 Feb 27.
13. Stagnaro-Neri M., Stagnaro S (2004). Introduzione alla Semeiotica Biofisica. Il Terreno Oncologico.
Travel Factory, Roma, 2004. http://www.travelfactory.it/semeiotica_biofisica.htm
14. Stagnaro S (2004). Diagnosi Clinica Precoce dell’aneurisma Aortico Addominale. In: Stagnaro-Neri
M., Stagnaro S. Introduzione alla Semeiotica Biofisica. Il Terreno Oncologico. Travel Factory, Roma,
2004. http://www.travelfactory.it/semeiotica_biofisica.htm
15. Stagnaro S (2004). Diagnosi clinica precoce dell’anuerisma aortico addominale. Tratto con
modifiche dal volume: Introduzione alla Semeiotica Biofisica. Ed. Travel Factory, Roma.
http://www.sisbq.org/uploads/5/6/8/7/5687930/aneurismaaa.pdf
16. Stagnaro S (2004). Early Bed-side Diagnosis of Abdominal Aortic Aneurism. in
www.semeioticabiofisica.it
17. Stagnaro S (2009). Reale Rischio Semeiotico Biofisico. I Dispositivi Endoarteriolari di Blocco
neoformati, patologici, tipo I, sottotipo a) oncologico, e b) aspecifico. Ediz. Travel Factory,
www.travelfactory.it, Roma, 2009.
18. Stagnaro S, Caramel S (2012). The Role of Inherited Vasa Vasorum Remodeling in QBS
Microcirculatory Theory of Atherosclerosis, Journal of Quantum Biophysical Semeiotics,
www.sisbq.org
19. Stagnaro S (2012). Teoria Microcircolatoria SBQ dell’Aterosclerosi. Evidenza Sperimentale del Ruolo
Centrale dei Vasa Vasorum, Journal of Quantum Biophysical Semeiotics. www.sisbq.org
20. Stagnaro S, Caramel S (2013). The Inherited Real Risk of Coronary Artery Disease, Nature PG., EJCN,
European Journal Clinical Nutrition, Nature PG.
21. Stagnaro S, Caramel S (2013). The Key Role of Vasa Vasorum Inherited Remodeling in QBS
Microcirculatory Theory of Atherosclerosis. Frontiers in Epigenomics and Epigenetics. [Pub-Med
indexed for MEDLINE].
22. Stagnaro S (2013). Two Experimental Evidences corroborate Quantum Biophysical Semeiotics
Microcirculatory Theory of Atherosclerosis. IV Internat. Meeting of QBS International Society, Lectio
Magistralis. Porretta Terme, Bologna. Journal of QBS, www.sisbq.org
23. Stagnaro-Neri M, Stagnaro S (1995). Semeiotica Biofisica: valutazione della compliance arteriosa e
delle resistenze arteriose periferiche. Atti del XVII Cong. Naz. Soc. Ital. Studio Microcircolazione,
Firenze Ott. 1995, Biblioteca Scient. Scuola Sanità Militare, 2, 93, 1995.
24. Caramel S, Stagnaro S (2012). Vascular calcification and Inherited Real Risk of lithiasis. Front. In
Encocrin.
3:119.
doi:
10.3389/fendo.2012.00119
http://www.frontiersin.org/Bone_Research/10.3389/fendo.2012.00119/full [MEDLINE]
* Dr. Davide Mastroianni,
Via Rodolfo Falvo 20,
80127 Napoli.
www.davide.mastroianni@fastwebnet.it

** Dr Sergio Stagnaro
Via Erasmo Piaggio N° 23/8
16039 Riva Trigoso, Genova
dottsergio@semeioticabiofisica.it

Appendix
We can compare the above mentioned diagnosis of patient XY with that of a dyslipidemic subject (patient
Z) with negative Antognetti’s sign (Figure a, Figure b, Figure c). This fact demonstrates that even if
the increased blood levels of lipoproteins is a risk factor of ATS, atherosclerosis can occur exclusively in the
presence of CVD Inherited Real Risk, i.e., positive Antognetti’s sign. All risks factors are innocent bystanders
if there is not at the base the relative QBS Constitution and Inherited Real Risk.

Figure a

Figure a and figure b show the laboratory exams repeated respectively in 2009 and 2011 stating that
patient Z is dyslipidemic. In figure c the abdominal aorta border (skin projection’s area of abdominal aorta)
of patient Z is delimited as described previously. Patient Z has got negative Antognetti’s sign according with
QBS bed-side diagnosis.

Figure b

Figure c

