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Abstract

Case Report

Introduction

Chronic myeloid leukaemia (CML) is a clonal myeloproliferative 
disorder of haematopoietic stem cell  (HSC).[1] Multiple 
haematopoietic cell lineages i.e., erythroid, myeloid, B cells 
and occasionally T cells express Bcr‑Abl protein in most CML 
patients, indicating the presence of this oncogene in HSCs. The 
strongest evidence of monoclonality of CML was proved in a 
female patient with X‑chromosome linked heterozygote alleles. 
CML was demonstrated as a clonal disorder being originating 
from single‑unit multipotent stem cells of bone marrow.[2,3]

The incidence of CML is 1–2 patients per million per year 
affecting individuals of all age groups. However, the median 
age of disease onset is estimated at 45–55  years.[4,5] CML 
accounts for 20% of all leukaemias in adult patients. One of 
the characteristic findings in CML patients is the presence 
of the Philadelphia chromosome and Bcr‑Abl (recombinant 
protein of human breakpoint cluster region‑Abelson murine 
leukaemia viral oncogene) gene re‑arrangement. Philadelphia 
is the shortened chromosome 22, formed by reciprocal 
translocation between the long arms of chromosomes 9 and 
22.[5,6] Philadelphia chromosome is found in 95% of CML 
patients, 5% of children and 15%–30% of adults with acute 
lymphoid leukaemia. In addition, it is also reported in 2% of 
diagnosed acute myeloid leukaemia patients.[7]

Reciprocal translocation between the long arms of chromosomes 
9 and 22 results in the fusion of Bcr‑Abl on Philadelphia 
chromosome. Bcr‑Abl gene expresses protein that effects cell 
growth, turnover, differentiation, adhesion and apoptosis. 
Abl  (Abelson kinase) gene is located on chromosome 9. 
Abl gene has 11 exons with a molecular weight of 230 kilo 
base (kb). The upstream exon 2 is usually the breaking point 
in Abl gene.[8]

CML has three phases. The chronic phase  (CP) is most 
frequent, followed by the accelerated phase  (AP) and blast 
crisis (BC). CP‑CML can easily be managed with great cure 
rate. Additional genetic aberrations of leukemic stem cells 
result in its progression to AP‑CML and BC‑CML which are 
very difficult to manage. These additional genetic chromosomal 
aberrations can be identified by cytogenetic analysis. Yet, 
still other genetic changes do occur in stem cells of patients 
with CML but are not identifiable with the current laboratory 
testing.[9]
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Patients with CML in CP may be asymptomatic, or symptoms 
may appear before the treatment due to changes in blood 
cell counts or splenomegaly may be present. CP‑CML 
may resolve promptly once patients are treated effectively. 
Complications such as infections and bleeding are uncommon 
during CP‑CML. Once treated successfully, patients with 
CP‑CML are completely normal for performing daily life 
activities.[10]

AP‑CML phase if develops may cause fatigue, lethargy and 
weight loss. Leucocytes may either be very low or high due to 
the pooling of blast cells. Platelets usually decrease in number. 
Blast cell counts increase in the peripheral blood and bone 
marrow. Splenomegaly may be present; the patients become 
weak with low haemoglobin (Hb). Bleeding and infections are 
common in the phase. The general well‑being of the patient 
is lost.[11]

During BC, excessive blast cells are pooled in the peripheral 
circulation and bone marrow. Red cells, neutrophils and 
platelets are very low. Severe infections are common, 
and bleeding tendency occurs. Patients complain of 
generalised weakness, fatigue, dyspnoea, bone pain, abdominal 
pain and splenomegaly. BC resembles acute leukaemia 
regarding clinical signs and symptoms.[12] In 25% of patients, 
transformation of BC culminates into acute lymphoblastic 
leukaemia, while in the remaining cases, it progresses to 
acute myeloid leukaemia. CP‑CML is characterised by 
elevated number of myeloid progenitor and mature cells 
in the peripheral blood and bone marrow.[13] Quantitative 
reverse transcriptase‑polymerase reaction‑mediated detection 
mRNA of Bcr‑Abl and visualisation of Bcr‑Abl oncogene by 
double‑fusion fluorescent in situ hybridisation also make the 
diagnosis definite.[14]

If not treated, CP‑CML progresses to AP and BC‑CML 
over 3–5 years of onset.[15] It may take several weeks or months 
for the transformation of CP‑CML into AP and BC‑CML20. 
Differentiation of cells becomes blocked in later stages; blast 
cells accumulate in the bone marrow and blood; at this stage, 
it resembles acute leukaemias.[16]

Additional cytogenetic abnormalities appear as disease 
progresses to BC‑CML.[17] BC‑CML transformation may be 
lymphoid, myeloid or both and carries very poor prognosis.[18] 
The median survival time for patients with acute blast cell 
crisis in CML is 4–5 months and 12 months, respectively.[19] 
Imatinib mesylate, a selective Bcr‑Abl tyrosine kinase inhibitor 
introduced in the 1909s, has revolutionised the treatment 
and prognosis of CML. With long‑term follow‑up, the solid 
benefits of Imatinib therapy are sustained; the 7‑year estimated 
incidence of durable cytogenetic response is approximately 
70%, the estimated 7‑year survival is close to 90% and 94% 
if only CML‑related deaths are counted. Among patients 
who present with accelerated or blastic‑phase CML, or who 
develop Imatinib resistance, allogenic stem cell transplant, 
second‑generation tyrosine kinase inhibitors and Imatinib 
combinations are the treatment options.[20] Sporadic literature 

and case records about the use of Homoeopathy in the treatment 
of CML are available. However, due to lack of evidence in 
support of the usefulness of homoeopathic treatment, it is not 
worth mentioning.

Case Report

History
A 28‑year‑old female  (homemaker by occupation), hailing 
from Kasba, Uttar Pradesh, a known case of CML, was 
admitted to Delhi State Cancer Institute and Hospital (DSCI) 
on 6 September 2018 for the complaint of ulceration in the 
oral cavity, frequent offensive loose stools with melena and 
prolonged menstrual cycle with heavy bleeding for 3 weeks.

She was asymptomatic before 1½ years. Around this time, she 
developed hepatomegaly for which symptomatic treatment 
was taken from DSCI. Consequently, bone marrow aspiration 
cytology on 4 May 2017 suggested a diagnosis of CML‑CP 
[Figure 1]. She was advised to take tablet Imatinib 400 mg/
day. The patient discontinued treatment and consulted All 
India Institute of Medical Sciences, New Delhi. ABL1‑tyrosine 
kinase domain mutation test conducted on 20 July 2018 was 
found negative and tablet Imatinib was prescribed as the drug 
of choice [Figure 2].

The patient reported in the allopathic private outpatient 
department on 20  November, 2018, with severe weakness, 
retrosternal burning, indigestion, nausea, metrorrhagia, melena 
and weakness of anal sphincter leading to escape of stool along 
with urine [Figure 3].
•	 Past history – No history of hypertension, diabetes mellitus 

and tuberculosis

Figure 1: Diagnosis of chronic myeloid leukaemia
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•	 Obstetric history – P4L3, youngest child was 2‑yearold 
healthy male child

•	 Family history – No confirmed history of cancer in the 
family

•	 Clinical  examination  –  Appearance  –  sickly, 
built  –  moderate, nutrition  –  moderately nourished, 
weight – 48.4 kg, pallor – ++, cyanosis – nil, clubbing – nil, 
jaundice  –  nil, oedema  –  nil, dyspnoea  –  nil, blood 
pressure – 110/70 mmHg.

To assess the condition of the patient, she was admitted and 
the following investigations were performed.
•	 Blood routine  –  Hb  –  7.7  mg/dl, total leucocyte 

count – 2000/mm3, platelets – 30,000/mm3

•	 Peripheral blood film – Red blood cell (RBC) – microcytic 
hypochromic; polychromacia; tear drop cells; 1-2 RBC/100 
white blood cells

•	 Bone marrow aspiration report – Cellularity: low cellular, 
megakaryocytes: seen, myelocytes: 4%, metamyelocytes: 
8%, neutrophils: 8%, lymphocytes: 8%, blast cells: nil, 
plasma cells: nil, monocytes: 1%. eosinophils: 1%, 
erythroid cells: normoblastic 70%. ME ratio ~1:2.3

•	 Impression – Hypocellular bone marrow aspirate
•	 Bone marrow biopsy – Hypocellular bone marrow biopsy
•	 Ultrasonography dated 10  September 2018 revealed 

hepatomegaly
•	 HIV, HbSAg, HCV – Non‑reactive.

The patient was transfused with 6 units of platelet concentrate 
on 22 November 2018, followed by 4 units on 24 November 
2018, 2 units on 27 November 2018 and 2 units on 2 December 
2018. She was also given injection tranexa 1 amp. I/V × TDS, 
injection pantop 40  mg I/V  ×  BD, injection flucanazole 1 
amp. I/V × OD, injection metrogyl 1 amp. I/V × BD, injection 
intabolin I/M stat, tablet bescopan TDS, tablet prednizolone 
20 mg × TDS.

The case was referred by the allopathic consultant to 
the homoeopathic unit on 29  November 2018 with the 
presenting complaints of ulceration in the mouth with painful 
swallowing, weakness, nausea, sleeplessness, irritability, heavy 
menstruation, loose black stools and backache.

History of presenting illness
The patient complained of colicky pain in the abdomen, 
resulting in watery, sticky black stools 4–5 times daily with 
itching in the anal area. Menstrual cycles were heavy with 
passage of black clotted blood. Occasional intermenstrual 
bleeding/leucorrhoea was also reported to occur. She had no 
desire to have food. Though tired, she was not able to sleep 
more than an hour in the night.

Examination
The oral mucosa was hyperemic with ulcers on the mucosa 
and tongue having yellow pus. The patient looked pale and 
exhausted.

Mental state of the patient
The patient repeated her complaints and pleaded to do 
something to save her from death. She told that her children are 
too young to settle down by themselves. She was not permitting 
her husband to go home to see their children for the fear of his 
death on the way. It was also noted that the patient was highly 
irritable and was verbally abusing her husband when he had 
attempted to narrate the details of her illness.

When talked to her husband separately, he told that the 
patient picks fights for trivial reasons and keeps abusing 
him throughout the day. She never accepts her mistakes and 
if pointed out, picks a verbal fight. At times, she appears 
very pleasant and happy but soon becomes angry on silly 
matters.

Repertorial totality
On analysis of the symptoms, the following rubrics were 

Figure 2: Tyrocine kinase mutation analysis report Figure 3: Blood picture of 20 November 2018
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considered and repertorised using Boericke’s Clinical 
Repertory:[21]

1.	 Mind: Death, fatal disease, impending evil
2.	 Mind: Fault finding, finicky, cautious
3.	 Mind: Haughty, arrogant, proud
4.	 Mind: Hysterical (changeable, vacillatory)
5.	 Stomach: Heartburn, pyrosis
6.	 Abdomen: Stools pasty, tenacious adhering to the anus
7.	 Abdomen: Black stools.

Based on the totality and repertorisation, homoeopathic 
medicine Platinum metallicum 200C  (from a good 
manufacturing practice‑certified pharmaceutical company) 
one dose was prescribed on 29 November 2018 along with 
Sacchrum Lactis (SL) 3 pills × TDS × 1 day.

Follow‑up and outcomes
Table 1 shows the details of the follow up from November 
2018 to the most recent follow up. The patient said that, “I was 
in extreme weakness and was passing tarry sticky stools about 
3–4 times daily and my periods also were lengthy and heavy. 

I used to be tense and irritable. After the taking homoeopathic 
treatment, I feel much relaxed, eating and sleeping well, pleasant 
and my complaints are far better. I  want to continue with 
Homoeopathic treatment to get rid of my remaining problems”.

Discussion

Imatinib is a powerful inhibitor of the tyrosine kinase activity 
of Bcr‑Abl, the oncoprotein responsible for CML. The drug 
shows great efficacy in CP but is less effective in maintaining 
haematologic remissions in BC patients.[22] Low blood counts, 
nausea and vomiting, oedema, muscle cramps and bone pain, 
diarrhoea, haemorrhage, skin rash and fever are the common 
side effects of Imatinib; the drug of choice in CML. The patient 
in focus also was on daily dosage of Imatinib 400 mg and 
was suffering from low blood counts, nausea and vomiting, 
muscle cramps and bone pain, diarrhoea, haemorrhage and 
fever. Hepatomegaly, anaemia and blood loss through bowels 
and uterus were persisting with this drug. Even after repeated 
transfusion of whole blood and components of blood, the blood 

Table 1: Timeline of patient response and medicine prescribed with its dose

Date Response Prescription
30 November 
2018

Weakness ‑ Better, stool passed at 7 a.m. Stool black but not sticky as before. Sleep ‑ disturbed 
due to fever at night. Retrosternal burning++
Patient is on daily dose of Imatinib 400 mg

SL 30 3 pills × TDS × 1 day

03 December 
2018

No weakness, no fever, stools ‑ yellow colour mixed with occasional brownish black colour. Well 
formed and nonsticky. Appetite: good. Retrosternal burning++
Irritability ‑ Same, the patient is aggressive and abusive
Platelet infusion was given on 02 December 2018
Blood report on 02 December 2018: Hb ‑ 11.00 mg/dl, TLC ‑ 1470/mm3, platelets ‑ 32,000/mm3. 
The patient’s irritability had no change. She was aggressive and abusive during the follow‑up 
interaction. Her TLC on the previous day was 1470/mm3 and platelets were 32,000/mm3. 
Therefore Platinum metallicum 200C one dose was prescribed on 03 December 2018

Platinum metallicum 200C one 
dose
SL 30 three pills × TDS × 1 day

05 December 
2018

Weakness ‑ Nil, Fever ‑ Nil, Stools ‑ yellow colour, well formed. retrosternal burning >+
Blood report on 04 December 2018: Hb ‑ 11.40 mg/dl, TLC ‑ 2690/mm3, Platelets ‑ 38,000/mm3

The patient was discharged on 05 December 2018

SL 30 three pills × TDS × 1 day

11 December 
2018

Acute rhinitis with continuous sneezing. Watery and occasional yellowish discharge from nose. 
Ailments ‑ After exposure to cold water doing domestic works
On Examination ‑ Throat ‑ no congestion, tongue mild white coating
Had menstruation for the last 5 days. No heavy flow. Husband reported that irritability of patient 
under control. Frequency of verbal abuse and tantrums have reduced >90%

Arsenicum album 30 3 pills × BD 
× 3 days

31 December 
2018

Complaint of fever for 6 days
Fever with dryness of mouth and increased thirst
During fever want to lie down still till temperature subsides
Retrosternal burning with tendency to vomit.
O/E ‑ Tongue dry with white coating with patchy bald spots
The patient is on maintenance dose of Imatinib 200 mg daily dose

Bryonia alba 30 three pills × TDS 
× 5 days

16 January 
2019

Complaint of evening rise of temperature with sweat for 15 days. Loose profuse stools for 1 week
Blood report on 03 January 2019: Hb ‑ 12.8 g/dl, TLC ‑ 5000/mm3, RBC ‑ 3.94 million/mm3, 
platelets ‑ 215,000 cells/mm3, ESR ‑ 16 mm/1 h
DLC: N ‑ 58%, L ‑ 35%, E ‑ 4%, M ‑ 1%
Salmonella typhi ‑ 1/160 titre

Veratrum album 30
3 pills × QID × 3 days
Ferrum phosphoricum 30 three 
pills × SOS

20 February 
2019

Fever ‑ nil, Weakness ‑ >++, complaint of retrosternal burning with occasional vomiting. 
Headache with yellow thick acrid leucorrhoea. The last menstrual cycle after 27 days lasted for 
5 days. Flow ‑ moderate. Stools ‑ well formed. Appetite ‑ good, Sleep ‑ good; 7‑8 h. Irritability 
has increased in the last 2 weeks

Pulsatilla 30 three pills × SOS
Platinum metallicum 200 1 dose (to 
be taken after the acute episode)
SL 30 three pills × BD × 1 month

Hb: Haemoglobin, TLC: Total Leucocyte Count, ESR: Erythrocyte Sedimentation Rate, DLC: Differential Leucocyte Count, + or +1 = severity 1, ++ or 
++2 = severity 2
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picture was not returning to normalcy. To assess the causal 
attribution to the homoeopathic therapy, modified Naranjo 
algorithm was applied in this case [Table 2].

The patient was suffering from weakness, retrosternal burning, 
indigestion, nausea, metrorrhagia, melena, weakness of 
anal sphincter leading to escape of stool along with urine, 
frustration causing irritability, anxiety about her family and 
children’s future and fear of death from the time of diagnosis 
of illness. Unfortunately, no one paid attention to her mental 
agony and the standard treatment protocol had no place for 
her ordeal.

Despite 14-unit platelet transfusion between 22 November 
2018 and 2 December 2018, the platelet count remained 
poor as per the blood report on 3 December 2018. Patient 
was also suffering from persisting weakness, anaemia, 
loss of appetite and sleep. Introduction of homoeopathic 
constitutional medicine has improved her general condition 
by increase in oral intake, reduction on irritability, better 
sleep and reduction in weakness. From the very next day of 
the prescription of Platinum metallicum 200C, the patient 
reported that the colour and stickiness of the stool has 
changed and there was substantial reduction in weakness. The 
prescription of Platinum metallicum was finalised mainly on 
the mental features along with physical symptoms such as 
black tarry sticky offensive stools and menstrual characters. 
The patient required infrequent repetition of three doses of 
Platinum metallicum 200C in a period of 3 months to have 
relief from the long‑standing issues of weakness, anaemia, 
loss of appetite, retrosternal burning, indigestion, nausea, 
metrorrhagia, melena, weakness of anal sphincter leading to 
escape of stool along with urine, irritability, etc., It is also 

appreciable that the patient did not have any blood transfusion 
for the last 3 months and no hospitalisation since her vital signs 
are close to normal and leading a normal routine. The patient 
was on 400‑mg Imatinib on a daily basis from the diagnosis 
of the illness and is now on maintenance dose of 200  mg 
from 13 December 2018 along with homoeopathic adjuvant 
therapy. Therefore, it is observed that, reduction in days of 
hospitalisation due to CML, side effects of conventional 
therapy, tapering of conventional therapy and costs involved 
in the hospitalisation and treatment can be effectively managed 
through homoeopathic constitutional treatment.

Conclusion

Homoeopathy can play key role in supportive care and as 
integrative medicine in offering safe, and effective way of 
managing chronic illness such as CML and to combat the 
side effects of conventional therapy. It may also be helpful 
to reduce the days of hospitalisation and can significantly 
improve therapy outcomes as well as patient’s quality of 
life. Further research in this area is required to ascertain the 
efficacy of constitutional homoeopathic adjuvant therapy in 
such cases.
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Table 2: Assessment of outcome with modified Naranjo algorithm

Question Yes No Not sure or N/A Score
1. Was there an improvement in the main symptom or condition for which the homoeopathic 
medicine was prescribed?

+2 −1 0 +2

2. Did the clinical improvement occur within a plausible time frame relative to the drug intake? +1 −2 0 +1
3. Was there an initial aggravation of symptoms? (need to define in glossary) +1 0 0 0
4. Did the effect encompass more than the main symptom or condition i.e., were other 
symptoms ultimately improved or changed?

+1 0 0 +1

5. Did overall well‑being improve? (suggest using validated scale) +1 0 0 +1
6. (B) Direction of cure: Did at least two of the following aspects apply to the order of 
improvement of symptoms:

From organs of more importance to those of less importance
From deeper to more superficial aspects of the individual
From the top downwards

+1 0 0 +1

7. Did ‘old symptoms’ (defined as non‑seasonal and non‑cyclical symptoms that were 
previously thought to have resolved) reappear temporarily during the course of improvement?

+1 0 0 0

8. Are there alternate causes (other than the medicine) that ‑ with a high probability ‑ could 
have caused the improvement? (consider known course of disease, other forms of treatment 
and other clinically relevant interventions)

−3 +1 0 +1

9. Was the health improvement confirmed by any objective evidence? (e.g., lab test, clinical 
observation, etc.)

+2 0 0 +2

10. Did repeat dosing, if conducted, create similar clinical improvement? +1 0 0 +1
Total score +10
N/A: Not available
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gSA jksxh 3 lIrkg ls Hkkjh jälzko ds lkFk ekSf[kd xqgk esa oz.kksRifÙk] esysuk ds lkFk yxkrkj <hsyk ey vkSj yacs le; rd ekfld /keZ pØ ls 
ihfM+r FkhA jksxh ds laoS/kkfud <kaps dk fo'ys’k.k djus ds ckn gksE;ksiSfFkd nok IySfVue&esVkfyde 200 lh fu/kkZfjr dh xbZ FkhA 3 eghus dh 
vof/k esa] jksxh us detksjh] eryh] uhan u vkuk] fpM+fpM+kiu] Hkkjh ekfld /keZ] <hys dkys ey vkSj ihB nnZ esa lq/kkj dk fooj.k fn;kA vafre 
vuqorhZ rd] bl fooj.k dks çLrqr djrs le;] jksxh gksE;ksiSfFkd nok ds lkFk besfVfuc dh [kqjkd ysrh FkhA

Traitement holistique des cas de leucémie myéloïde chronique avec traitement adjuvant homéopathique: un rapport de cas

Introduction: La leucémie myéloïde chronique (LMC) est un trouble myéloprolifératif clonal des cellules souches 
hématopoïétiques (CSH). Résumé du cas: Il s’agit du cas d’une femme de 28 ans atteinte de LMC depuis un an et demi, 
sous médication allopathique régulière. La patiente souffrait d’ulcérations dans la cavité buccale, de selles molles offensives 
fréquentes avec méléna et d’un cycle menstruel prolongé avec saignements abondants depuis 3 semaines. Après avoir analysé 
la constitution du patient, du Platinum metallicum 200C a été prescrit. Sur une période de 3 mois, le patient a signalé une 
amélioration de la faiblesse, des nausées, des insomnies, de l’irritabilité, des menstruations abondantes, des selles noires molles 
et des maux de dos. Jusqu’au dernier suivi lors de la soumission de ce rapport, le patient recevait la dose d’entretien d’Imatinib 
avec des médicaments homéopathiques.
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Tratamiento holístico de un caso de leucemia mieloide crónica con un tratamiento homeopático coadyuvante: informe 
de caso clínico

Introducción: La leucemia mieloide crónica (LMC) es un trastorno mieloproliferativo clonal de las células madre hematopoyéticas 
(CMH). 

Resumen del caso: Se trata de una mujer de 28 años con LMC desde hacía año y medio y sometida a medicación alopática 
regular. La paciente presentaba una ulceración en la cavidad oral, frecuente deposición de heces sueltas ofensivas con melena 
y ciclo menstrual prolongado con abundante sangrado desde hacía 3 semanas. Tras analizar la constitución de la paciente, se le 
prescribió Platinummetallicum200C. Durante un periodo de 3 meses, fueron mejorando la debilidad, las náuseas, la irritabilidad, 
la menstruación pesada, las heces sueltas negras y el dolor de espalda. Hasta el último seguimiento al redactar este informe, la 
paciente recibía la dosis de mantenimiento de Imatinib junto con la medicación homeopática.

GanzheitlicheBehandlungeinesFalles von chronisch-myeloischerLeukämiemitadjuvanterhomöopathischerTherapie: 
einFallbericht

Einführung:  Die chronisch-myeloischeLeukämie (CML) isteineklonalemyeloproliferativeStörung der 
hämatopoetischenStammzellen (HSZ).

Fallzusammenfassung: Eshandeltsich um den Falleiner 28-jährigen Frau, die seitanderthalbJahren an CML leidet und 
regelmäßigallopathischeMedikamenteeinnimmt. Die PatientinlittunterGeschwüren in der Mundhöhle, häufigemoffensivem, 
lockeremStuhlgangmit Melena und einemverlängertenMenstruationszyklusmitstarkenBlutungenseit 3 Wochen. Nach der 
Analyse der konstitutionellenVerfassung der PatientinwurdePlatinmetalum 200C verschrieben.ÜbereinenZeitraum von 3 
Monatenberichtete die PatientinübereineVerbesserung der Schwäche, Übelkeit, Schlaflosigkeit, Reizbarkeit, starke Menstruation, 
lockerenschwarzenStuhl und Rückenschmerzen. BiszurletztenNachuntersuchung, alsdieserBerichteingereichtwurde, nahm der 
Patient die Erhaltungsdosis vonImatinibzusammenmithomöopathischenMedikamentenein.

慢性骨髓性白血病個案，加入順勢療法輔助的整全治療：個案報告

引言：慢性骨髓性白血病（Chronic Myeloid Leukemia，CML）是造血幹細胞（hematopoietic stem cell，HSC）的克隆性
骨髓增生性疾病。個案總結：這是一名28歲女士的個案，一年半前起患有慢性骨髓性白血病，有定期服用對抗療法藥
物。3周前開始患者口腔潰瘍，頻繁惡臭的黑糞便溏，月經周期延長，出血嚴重。在分析了病人的體質後，處方了鉑
金200C。在3個月裏，病人報告虛弱、噁心、失眠、易怒、月經過多、黑糞便溏和背痛有改善。在提交此報告時的最
後一次跟進之前，患者一直服用維持用量的伊馬替尼（Imatinib）和順勢療法藥物。
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