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INTRODUCTION

By
Sheldon C. Deal, D.C., N.D.

Chairman

This thirteenth collection of papers by the members of the
International College of Applied Kinesiology represents 56
papers written by 41 authors.

These papers will be presented by their authors to the general
membership at the Summer meeting to be held in Dearborn on May

26, 27, 28, 29, 1982. The authors welcome comments and further
ideas on their findings either in Dearborn or you may write them
directly; as their addresses are included in the Table of Contents.

These papers do not represent the official educational material
of the International College of Applied Kinesiology, but rather
areas of special interest to the individual members which have
been under research. The papers are presented in an unedited
form. '

The papers are being mailed out to the members well in advance of
the Dearborn meeting. This will allow the membership at large

to read the papers in advance which will save time at the Summer
meeting and hopefully stimulate more questions from the members
and more demonstrations from the indiwvidual authors.

We the members of I.C.A.XK. can be proud of the amount of research
being conducted and feel fortunate to have it at our fingertips
in the form of these Collected Papers. It cannot help but be an
asset to our health and also to the health of our patients.
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PROTEOLYTIC ENZYME ABSORPTION

BY THE INTESTINES
by

Gerard E. Achilly, B.A., D.C.

Abstract: It has been difficult to understand~how,ingestion
of proteolytic enzymes can affect a distant area
systemically, reduce edema caused by either a
contusion or hematoma. This is contrary to the
normal physiological digestive process we have

learned.
Discussion
It has been the author's experience to deal with a hema-
toma, the size of 1/2 a grapefruit, which failed to respond
4 .

to aspiration, ultra-sound, heat and cold. After a three-

week periodic, it increased in size. It was bound with an

_elastic bandage to prevent jelly like movement. Ingestion of

proteolytic enzyme reduced its size, and within three days

the area was normal.

Oral ingestion of proteolytic enzymes must remain intact
throughout the normal digestive process. Pass through the
intestines, be absorbed into the hepato-portal circulation

and survive through the liver without being denatured by this



PROTEOLYTIC ENZYVME
G. E. Achilly' BQA., D.C.
Page 2
whole process, then go to a localized site of inflamation
or edema.
"Systemic absorption has been demonstrated by good

scientific studies. 2 The work of Ambrus>, Avakian®,

Martin5 and Miller6 all are excellent examples of recent
studies which have been published demonstrating that active
proteolytic enzymes are taken up across the G.I. epithelial
border into the hepato-portal circulation, into the general
circulation. These studies indicate that much of the active
enzyme principle when orally administered is denatured in the
gut, but that enough survives to raise the level of proteolytic

1

activity in the blood considerably." Antigen Absorbtion by

the Gut by Hemming also verifies this principle.

Conclusion

A percentage of oral ingestioned proteolytic and other
enzymes are absorbed intact through the G.I. tract, transported
into the systemic circulation, delivered to a site of edema
or inflamation, and digest or reduce fibrin deposits which are

carried away by the lymphatic system.

References:

1. Jeffrey Bland, Ph.D., "Glandular-Based Food Supplements:
Helping to Separate Fact from Fiction."

2. Jeffrey Bland, Ph.D., "Glandular Based Food Supplement
Tapes."
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CATEGORY IV’/(i:
by :

John V.N. Bandy, D.C.

%
ABSTRACT: .

There is a fourth pelvic category previogsly missed. It is

common and extremely useful.

Early ;n.1980 Victor Franks introduced me to an idea he had
that there was a better way to fix a Category II. He demon-
strated his test and treatment. Investigation has shown |
that this is not related to a Category II which is an osseus
subluxation of an ilium. What Dr. Franks has found appears
to be a torque pattern in the éelvis we have chosen to call
a Category IV.

The Category IV is seen in the patient as a corkscrew type
torque. It is identified by either weakness of the Anterior
Deltoid scapulor division bilaterally when tested together,
or by therapy localization of both of the Anterior Superior
iliac spines.

The correction is made by using standard Category II block
position (hence Victor's original assumption). The blocks,
when properly placed, will negate the T.L. or challenge and
the blocks are left until the TL/Challenge returns. This

takes between ten and fourty-five minutes.



Page 2
Patients often experience soreﬁess for one or two days
folldwing this treatment, but it is an extremely useful

technique and I recommend it to you.
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TWO POINT THERAPY LOCALIZATION/CHALLENGE

by

John V.N. Bandy, D.C.

ABSTRACT:
As we progress in Applied Kinesiology, the tool of two point
(or more accurately multiple point) Therapy Localiiation/
Challenge becomes a more and more useful tool. This is an
attempt to familiarize us with some of the parameters of the
two point TL/C.
I. We identify body responses to TL/C as a change in an
indicator:

- a strong muscle weakens

- a weak muscle stréngthens
II. Any variable introduced that changes our indicator
can be called a point.

- touching over a joint, organ, or reflex, etcf

- moving the head

- moving the eyes

- moving a bone

- moving a joint

- introducing a nurtient or any other substance

- light or the lack of it

- color/sound

- etc.



Page 2
IIT. Each successive point carries with it the qualification
of the previous point, thus narrowing the scope of the question

we are asking the bodies computer.
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THE LIVING COMPUTER

ABSTRACT

This paper considers the relationship
between the electronic computer as man has
designed and the body which can be considered
a biological computer.

The components of each are discussed and
how these parts may relate to solving the every
day probliems of patients of the Chiropractor.

The four different types of computers in the
body are discussed and clearing procedure is
introduced. A definition of disease is introduced
with the understanding of Biocomputer strategy.

BY

ALAN G. BEARDALL, B.A., D.C.
MARCH [, 1982



THE LIVING COMPUTER

A. THE ELECTRONIC COMPUTER

Our clinical observations at this time lead us to conclude
that the body is a biological computer which has an extensive
nervous system with .pr‘ocessing capabilities similar to that of
a computer. To increase our understanding of this biological
computer, let us first consider basic computer functions and
terminology.

A computer can be defined as an "electronic machine for
the purpose of high speed performance of logical operations for
the processing of large masses of coded[ information." In
simpler terms it is '"a device that accepts information, processes

it and produces meaningful results."3 The computer has three

basic functions. They are input, central processing and output.

I. Emphasis ours
2. Computers in Action
3. Ibid.
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THE ELECTRON|IIC COMPUTER
The input unit is the sensory system of the computer--
it gathers raw data and breaks it down into small parts that
can be handled simultaneously one item at a time.
The computer contains many intelligent terminals which
detect and correct certain operator errors as well as capture
and enter raw data. All data must be accurate and properly .

timed. Aberrant information results in the ''garbage in--garbage

out" phenomenon.

Information is next sent to the central processing unit (CPU)

where all data is coordinated and controfied. Here raw data

is transformed into common codes so that the computer can deter-

mine whether it recognizes the information received.

Central processing is divided into three parts: the arith-

metic or logic unit, the storage unit and the control unit. The

arithmetic unit performs logical operations such as the comparison

of two items of data.

it is being processed.

The storage unit stores the data while

Whatever is passed on to storage is

received in abstract symbolic terms and stored as general facts

about the state of the environment.

The capability of a computer
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to "remember!" is one of its most essential aspects as it cannot
function unless it can store instructions, facts and figures for
retrieval when needed. Stored data remains there until it is
called upon by the control unit. The control unit is the most
vital for it directs overall functioning of the other units and
controls the data flow between them. This unit contains the
programmed instructions which must be written in the language
of the computer. The central processing unit has a hierarchical
arrangement with each level having a number of relatively in-
dependent processing elements each pursuing its own job and
each trading information with levels above, below or laterally
and with each other. Different aspects of problems are handled
in different por‘tiohs of functional sub-systems and are represented
potentially at all major levels of the physical system.

The output unit reports on information from storage and
transmits the strategies to the display unit. This unit then
reflects the desired actions and computations of the CPU.

In summary, a computer is involved in manipulation of
large amounts of sensory data which is processed for input error,
monitored, coordinated, controlled, compared, integrated, eval-
uated and reacted upon to produce adequate solutions to complex

problems.
B. THE BIOLOGICAL COMPUTER

With our understanding of the electronic computer, let us
now compare these qualities with the biological computer. The
human body is a complex combination of different types of organs
and tissues. These tissues are involved in a series of inter-
reactions both with external and internal stimuli (raw data).
This raw data is interfaced with and if necessary reacted upon.
These reactions must reflect the '"desired action" or will of the
primary tissue involved with the problem. The reaction may
result in modifed behavior or motion, thus the statement "body

language never lies."

3 -3 3 3 93 __3
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ENV IRONMENT

411
The human body acts similar to a computer in that it has
the same basic functions: lnput, central processing and output.
The following discussion attempts to correlate these functions
into a meaningful relationship.
CENTRAL PROCESSING UNIT
' |
STORAGE l :
MEMORY
:
: v ',/
SPINAL l CON |/ MUSCLES
©RD | unT &
SENSORY INTELL IGENYT ; - ' i SKIN
‘ —IATERMINALS INTEL 4~ MIDBRA IN _ PER IPHERA
RECEPTORS nini-Somput r# TERM. l %.(\NER!VES D 1SPLAY
! /
' ‘ CEREBELLUM k
! OR
AUTONOMIC N.S.
LoGgic |

THE: BilOLOGICAL COMPUTER

" Qur input unit would be our sensory collection system viz.
the eyes, ears, nose, taste, touch and aliso includes many other
receptors within our bodies that collect internal data. Adequate
irritation of these receptors is called the stimulus (sensory data)
and must be reduced to neurological impulses so that the actual

physical event can be translated and presented to the nervous
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system. These impulses are acted upon by intelligent terminals
(synapes), and what can be called mini-computers, where the
impulses are detected, corrected, acted upon or entered for
processing at other levels of functioning. In essence, information
collected by the sensory system must be directed to the proper
areas for adequate processing and integration. Numerous intel-
ligent terminals perform many important functions and simple
actions are processed entirely at the level of the spinal cord
from input to output. i.e. reflex arc. The brain may receive
impulses from a simple reflex arc and may cause other systemic
reactions (evaluation), i.e. eyes focus on an object, head turns
toward the object, etc. The body then places all this information
in storage for future reference. What was once a simple impulse
can become a systemic reaction that may have many sites of
storage or memory.

The CPU is made up of the nervous system and its divisions:
A. Peripheral nerves, B. Spinal cord, C. Midbrain, and D.
Cerebellum and cerebral tissues.

Once information that was sensory data is reduced to impulses
traveling along the nerve, they are acknowledged, integrated,
regrouped and prepared for evaluation and storage. "The specific
area for storage or memory has not been located, however, evi-
dence suggests that i~t is incorporated into the structure wherever
the stored information is to act."4 This would lead us to believe
that memory is distributed throughout the body.

Complex data must be reduced to decisions in order to

monitor heart rate, temperature, blood and tissue PH, nutritional
needs, oxidation rates, thyroid function, muscle tone, spinal
positioning and protection of injured or diseased tissue and
organs etc.

The output or display function concerns itself with pre-
senting the processed information of the CPU in a meaningful
form, for it must reflect the central processing unit's evaluation

of the problem. This unit of the biological computer is the

4. The Brain of Men and Machines

—3

3

3
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muscles and the skin of the body.

Abnormal muscle function under these circumstances takes
on a new and meaningful perspective.

Muscle weakness must be evaluated and interpreted as
potentially reflexing the CPU. Thus abnormal thyroid function
can be efficiently dispiayed into the Teres Minor muscle and proper
interpretation and treatment can result in resolution of both the
thyroid and Teres Minor muscie aberration.

The goal of the organism is to survive a potentially dangerous:
external and internal environment. Massive data (input) from
these areas must be processed, adapted to or reacted upon suc-

cessfully. Information not received cannot be included in the |

CPU evaluation.

The complexity of the body necessitates an efficient organ-
ization. Apparently, it operates on at least four different levels,
each being responsible for organizing and monitoring its particular
area of functioning with some overlapping into other areas.

We call these areas ;::omputers of different complexities. They
are: - 1. The cerebral computer, 2. The glandular or autonomic
nervous system computer, 3. The spinal computer and 4. The
local computer. .

The first or primary computer relates to cerebral activity.

It is by far the most complex for it is capable of evaluation,
integration and storage far beyond the other levels of function.
The secondary computer is called the glandular computer. It
regulates most automated functions as well as monitors the
Endocrine system. Next, is the tertiary or spinal computer, which
is responsible for communication, integration of information, and
the chemistry of digestion. The local computer is the most
rudiementary and is found in the motor point of each muscle

and thought to be in other types of specific tissue. This functions

as the display unit of the CPU. See figure Biocomputer.

INTELLIGENT TERMINALS

The biocomputer contains many intelligent terminals which
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are a network of mini-computers or sub-systems in each of the
four types of computers - primary, glandular, spinal and local.
These terminals are responsible for capturing, correction and
monitoring of input information, along with the entering of raw
data to primary computers. These terminals also act as mediators
between computers, as well as monitors of the cloacals, visual
and labyrinthine mechanisms of posture. Information which
represents an overload to a more primary computer may be inhib-
ited or put on hold at this level, until this information can be

processed successfully. These units are important.

CENTER OF MAN

The bio-computer also has a center from which everything
that occurs in the body must be focused. This center is the
umbilicus, and has twelve areas that are arranged as a clock
and are so labeled. Any changes that occur in any of the
computers must be processed through the center of man in order

to allow proper integration.

COMPUTER LOCATIONS IN THE BODY

Each computer has a primary site or physical representative
area in the body. At this site, analysis of proper function of

that computer may take place.

K 27

The primary physical location of the local computers (muscles)
is an acupuncture point called K27. It is located at the junction
of the Ist rib, clavicle and sternum. The kinetic representative
of K27 are the two divisions of the muscle, Sternocleidomastoid.
Thus head turning is tied to local computer function and K27

identification. The bones related to local computer are the

clavicles.
HYOID

The primary physical location of the spinal computer is

—3 1 _ 3
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stomach 9, and the hyoid bone. Its kinetic relationship is its
primary muscles. They are listed as follows: [. Anterior

and posterior belly of digastﬁiqus, 2. Stylohyoid, 3. Mylohyoid,
4, -Geniohyoid, 5. Sternohyoid, 6. Sternothyroid, 7. Thyro-
hyoid, 8. Omohyoid. Muscles that are directly related to the
computer (see -9 hyoid muscles) record or store all adaptive
information. As display units of each computer, they reflect

the status of that computer in time and space.
TMJ

The primary physical location of the Endocrine computer
is the temporal mandibular joint (TMJ) and associated tissues.
The acupuncture point is St 7. The muscles of the Endocrine
computer are as follows: |. Masseter, Superficial division,
2. Masseter, Deep division, 3. Pterygoid Internus Medialis,
Sphenoid division, 4. Pterygoid Internus Medialis, Ralatine
division, 5. Pter‘ygoid,Ex'ter'nus Lateral, Sphenoid division,

é. Pterygoid Externus Lateral, Lower division, 7. Temporalis,

Parietal division, 8. Temporalis, occipital division.

EYE
The physical location of the primary computer is the eyes
and  its adjacent musculature. They are as follows: |[. Rectus

Superior, 2. Rectus Medialis, 3. Rectus Inferior, 4. Rectus
Superior Oblique, 5. Rectus Lateralis, 6. Rectus Inferior
Obliqué, 7. Upper Trapezius, 8. Longus Capitus, 9. Semi
Spinalis Capitus and possibly more. The bones of the cranium
are to the primary computer what the vertebrae of the spine

are to the spinal column. The acupuncture point of the primary

computer is Bladder |.
TO REVIEW

Each computer represents a level of expression and pro-
cessing. Each level is capable of input, processing and output.

The hierarchy is set so that the most important decisions are
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made by computers which are capable of the greatest degree of
related computation. Thus problems of an Endocrine nature are
handled by the Endocrine computer. Problems of a muscle level
are processed at this level also. However, since a muscle is

a display unit for the other computers, muscle aberration requires

special attention.

KINESIOLOGY

I'm 1964 Dr. George Goodheart discovered a new diagnostic
test for body evaluation. It was called Kinesiology and consisted
of muscle testing to evaluate the musculoskeletal status of the
patient. Since 1964, the body of knowledge and application of
kinesiology has grown to immense proportions.

Muscle testing is computer evaluation. If interpreted cor-
rectly, adequate insight into body signs, symptoms and language

are easily processed into meaningful information.

ADAPTAT ION

In the early stages of disease clear relationships exist
between muscles and organs. Thus every thyroid dysfunction
demonstrated a weak Teres Minor. Every kidney dysfunction
demonstrated a weak Psoas muscle, etc. These decisions are
generally a reflection of the strategy of the Endocrine computer,
Perhaps at this point in time, all elements necessary for healing
of the kidney are not available. The stress in the kidney and
Psoas muscle are too great and the organism is threatened. This
forces the Endocrine computer into a decision or what may be
called an adaptation. Thé adaptation means in a practical
sense that the weight or burden is switched to another organ.,

In a successful adaptation, frequently the pain or discomfort
leaves and the patient may feel better even though the kidney
problem still exists. In this case, depending on other variables,
the Psoas muscle may return to normal tone. Switched means

exactly what it says--the burden is delegated to another organ
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or tissue. . Generally this results in a hypertonic organ or muscie
related to that organ. To be switched, as is often stated in
Kinesiology, indicates a successful adaptation. Kinetic diagnosis
made in adaptive stages are less significant. This is why switching
technic treatment has become so important.

As a disease proceeds in time, generally speaking, the
display spreads. The muscie system may show many muscle
weaknesses, but many are effects of the adaptation rather than

the cause.

COMPUTER CLEAR OUT

Frequent observations by Kinesiologists suggest that the
number of muscle weaknesses in an area of complaint appear
out of proportion to the number of organs actually involved.
Certainly not all muscles are reflecting an organ dysfunction.
In painful situations, numerous feed back systems and computer
adaptations lead to a mass of overriding neurological output
which results in multiple muscle aberrations.

The first step in clearing the area is to perform a computer
clear out. This means to activate all computers to remove
adaptations, establish order and to see the underiying causative
factors. If inadequate diagnostic procedure and treatment follow
computer clear out, the organism will return to its prior state.

Central computer clear out is performed in the following
manner: v

. The area of complaint is identified.

2. It must demonstrate a positive Palmer therapy locali-
zation. (TL)

3. Test all the muscles of this area and record.

4. Retest all muscles and at the same time, place your
thumb in the umbilicus.

S. When you find a positive two point to the thumb, test
to find if respiration affects the TL. Follow the non-respiratory

lesion (NRL) as your priority. -
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6. Once you have a positive thumb that two points, find
a direction in the umbilicus that two points to the muscle. There
are |2 possibilities but generally the point will be toward the

area of complaint.

7. Retest your muscle and confirm the direction of the
umbilicus contact. You are now prepared to diagnose the test
of the computer clear out.

8. Challenging the Local Computer - K27. Turn the head
to the left and right and test. Follow the positive two point.

IT the direction of the umbilicus was 1-5, the K27 should be posi-
tive on the left with the head turned to the right. If the
direction on the umbilicus was 7-11, the K27 should be positive
on the right with the head turned to the left. Head turning

to the opposite side of the positive K27 is activated by the
Ipsilateral Sternocleidomastoid. Note your information and place
the head again in neutral.

9. Challenging the Hyoid. The hyoid represents the spinal
computer. Most of its adaptations are generally stored in the
muscles of the hyoid. The most frequent muscle involved is the
Stylohyoid muscle and is therefore challenged primarily R-L or
L-R. Note your positive two point from the umbilicus and record.
Leave the hyoid in neutral and proceed to the TMJ. The hyoid
generally moves the same direction as head turning.

0. Challenging the TMJ-Endocrine computer. The muscles
of this computer retain the storage of the adaptation. They
may be hypertonic or flaccid depending on the circumstances.
Most adaptations appear in the muscle Pterygoid Externus activated
by opening the jaw and moving it laterally. Find the TMJ
position that has a positive two point to the umbilicus contact.
Place the TMJ in neutral and proceed to the eyes. The TMJ
usually moves opposite to the hyoid on the same side as the
umbilicus contact.

1. Challenging the Eyes-Primary computer. The eye is
usually found positive on the same side as the TMJ. Activate
each of the eye muscle groups and follow the one which has a

positive two point to the umbilicus.
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COMPUTER CLEARING TECHNIC (CCT)

. Hold the proper direction at the umbilicus.

2. Turn the head the opposite side of diagnosed K27.

3. Place the patient's hand on the hyoid bone and push
in the proper direction.

4, Move the jaw to the diagnosed position.

5. Activate the eye musclie of the patient in the proper
position and hold all of the above.

6. The treating doctor now holds the umbilicus direction
and taps or rubs the correct K27 and waits for harmonious
pulsations. This should take 30 seconds to one minute and at

the most 2 minutes.

PROBLEMS

. IT a harmonious pulse is not felt in one minute, note
positions of all computer units and if necessary confirm previous
diagnosed positions.

2. Contact acupuncture points or computers and bridge
between umbilicus and St 9 (hyoid), St 7 (TMJ) and Bl (eye).

Wait for pulsation.

The intent of the CCT is |. To allow proper regrouping
of the individual computers, 2. To allow the CPU the opportunity
to reevaluate the output units and properly display the more

direct causative factors, 3. Adaptive information is reassessed.

PRACTICAL APPLICATION

A Kinesiology exam of the area of complaint usually results
in multiple muscle weaknesses. Following the CCT, the compensatory
muscies are normalized and the primary muscles or conditions
of malfunction are left to evaluate.

With the above understanding, a new conceptualization of
disease may be presented. Disease can be represented as:

i Breakdown in communications.

2. Conflict in strategies between levels of functions or computers
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3.
4.
5.
6.
privation,
7.
8.
9.

13
Circuit overload
Circuit erosion
Inadequate input for adequate resolution.
Inadequate transferring of information, nutritional de-
RNA, neurotransmitters, etc.
Priority of CPU not recognized by treating physicians.
Abnormal input from oral cavity, i.e. supressive drugs, etc.

Computer processing at full capacity and therefore data

put on hold.

10. Compartmentalization of aberrant tissue.

The CCT has performed miracles in data reduction and has
facilitated diagnosis, and therefore patient response. It is
presented for your patient's benefit.

)
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GREATER EFFECTIVENESS AND TIME SAVING IN FINDING
AND CORRECTING CERTAIN CRANIAL FAULTS

by
Bruce Beddoe, D.C.

An understanding of which cranial faults tend to be
associated with specific other faults, and their vectors
of correction in relation to each other, can be very"
usefull in making the most effective corrections in the
least amount of time. Specificity of correction seems to
produce faster correction, often corrects multiple faults
at once, and produces better results.

When a temporal bulge is found, we can be almost certain that there

will be an inspiration assist fault on the same side, if it is carefully

checked for. When there is an inspiration assist fault, there is usually
(not always) an expiration assist fault on the opposite side. When there
is a temporal bulge, we usually (but not invariably) see a parietal descent
on the oppbsite side. OQften inspiration and expiration assist faults will
not show a ﬁuscle weakness with inspiration or expiration unTess specific
muscles being affectied by those faults happen to be tested. Finding these
faults by challenging can soﬁetimes be time consuming on patients who require
an exact direction of vector challenge before any weakness manifests. This
situation is not uncommon. The following will explain a method to quickly
find the correct vectors most of the time. .

If an inspiratian assist is found (or suspected), challenge it basically
anterior, but in differing superior/inferior and medial/lateral vectors
until the vector is found which causes the greatest degree of weakness in
a previously strong indicator muscle. It is usually changes of direction
in the inferior/superior plane that will cause the greatest changes in
strenth. Then challenge the opposite side. If the direction of challenge
for the inspiration assist side was anterior inferior, then the direction

of challenge most likely to be fruitful for the suspected expiration assist
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side is posterior inferior. If inspiration assist is anterior superior,
then the expiration assist side will usually be posterior superior, etc.
There will, according to David Walther, usually but not always, be a

medial vector on one mastoid process and a lateral vector on the otherl.

If there is an inspiration assist on one side and an expiration assist
on the other side, this indicates that there is twisting or rotational
distortion in the skull as well as flexion/extension. It is highly likely
in this case, that there will be a temporal bulge (which is a rotational
distortion). This, if present, will be on the inspiration assist side of
the skull since it is an inspirarion assist fault. Of course, the opposite
side should then be evaluated for parietal descent.

It should be reemphasized that these correlations are only a guide
to finding involvements and each suspected fault should always be

challenged individually before correction is attempted.

BIBL IOGRAPHY:

1) Walther, David S. "Cranial Fault Correctiony Pueblo Co., Systems D.C., 1981

2) Walther, David S. Applied Kinesiology, the Advanced Approach In
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MORE EFFECTIVE IDENTIFICATION OF FRONTAL CRANIAL FAULTS
WITH RESPIRATORY THERAPY LOCALIZATION

by
Bruce Beddoe, D.C.

The presence of internal or external frontal bone involvement is
usually detected by either therﬁpy localization to the frontal bone
just above the orbit, or the zygomatic bbne on the side of involvement.

It can also be detected by challenging the upper central incisor inferiorly
(for external frontal involvement) or challenging the malar surface of

the zygomatic bone posterior superior, posterior medial or any vector in-
between (for internal frontal involvement). There are, however, problems
with these approaches. Therapy localization alone, in this author's
experience, often will not reveal frontal involvements. Challenging,
especially for internal frontal, must be done in the correct vector,

which occasionally must'be quite Specific. This can necessitate repeated
vectoring and testing or risking not finding the involvement. QOccasion-
ally when challenging for an internal frontal, the patient will test weak
due to a zygoﬁatic sutural fault when a frontal involvement is not actually
present.

The following is a technique which I have been using for the past
three years on hundreds of patients with great success. The patient
therapy localizes (preferably two handed) above the orbit. He is then
instructed to breath all the way out and hold his breath. If a previously
strong muscle becomes weak and the weakness is then abolished by a full
breath in, the patient has an internal frontal involvement on the side
of therapy localization. Conversely, if the patient is weak with a full
breath in and strenthens with a full breath out, he has an external frontal

involvement. At this point it is useful to challenge to make certain the
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therapy localization is actually a frontal involvement and that the
respiratory changes are not due to simple inspiration or expiration assists.
I have found this method to be extremely reliable and correlate

closely with accurate vector challenge detection of frontal involvements.

3
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ABSTRACT:

CHIROPRACTIC AND WHOLISTIC HEALTH CARE PROGRAMS
THE EPITOME, OR THE RIP OFF

by John W. Brimhall, B.A.,D.C.

I heard Dr. Gonstead many years ago mention, find it,

fix it and leave it alone. Many times since I had heard
Dr. Goodheart say the same thing. Our goal should be, to
have the ability to find it, as well as fix it when it is
theré. Sometimes its hard to know when it is all fixed.

Kinesiology has given us a tool to help us achieve all of
these goals. I plan on showing a need for concentrated

care in some individuals and will show slides of pre and

'post conditions as achieved by the Toftness Method. Most

of these conditions on a whole were treated over a period

of three months with approximately thirty-five chiropractic

adjustments.

I attented a seminar several years ago where the lecturer said

that if you want to alleviate symptoms dramatically and Hé a condition
reater, then kinesiology should be your technique. He farther stated
that if you wanted to be a total health practitioner, Applied Kinesiology

was not the approach.

causing other problems to appear using Applied Kinesiology.

One example that was cited on fixing one problem and causing

another,

was the half-wit brother. They stated that by adjusting the

He said many times you were symptom chasing and

29
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5th lumbar the atlas became subluxated. You all know that story
as well as I. Although their total concept was not true, it does make
one reflect. We know that when we correct a subluxation it does not
necessarily cause another one, but Applied Kinesiology knowledge
of the "half-wits" lets us check another area to see if it is also
subluxated because of their relationship. Another reflection we must
look for in the mirror, is when we correct a problem, many times the
body will allow another to surface for its correction. An example
would be a patient that comes in complaining of low back pain.
Through kinesiology, we identify a category two and fix it with
the low back pain diminishing. The next day the patient complains
that his low back is better but now he has a stiffness in his
neck. Our testing methods that day could indicate a weak anterior
neck flexor that did not exist the day before. It could also
reveal an occiput fixation that was not there the day before. As
the person had one problem corrected in the body another surfaced
that had been hidden. Many times this is referred to a retracing.
As we began to walk around we walk into problems that surface when
a previous correction has been made. Dr. Toftness alludes to this in
his teachings as well.

I state these things that you already know to be true, only
to lay the foundation for what I am about to say. Some say that
we should find it, fix it, leave it alone and that should take three
or four visits at the most. Some say that we need x-rays for that
and others say its not necessary. Some say that we need a complete
examination of the entire person to know their total state of health

and others say to only quickly evaluate with kinesiology and fix the
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exiSﬁinq problem or you are trying to rip the patient off.

Some programs in Chiropractic and wholistic health care -
extended over many months or years and thousands of dollars. I think
its easy for one person to critize another persoﬁs philosophy. 1In
fact, you even hear some chiropractors criticizing the work of other
chiropractors. Can you iﬁaqine that?

It is not my intent to criticize anyone but to expose us to the
idea that we may have the obligation to understand the entire body
and watch its working relationship longer than it takes to watch the
major ‘initial complaint disappear. It is also my humble opinion
that we should examine more than just the area of complaint to under-
sténd the total body. A case in point is a fifty year old man that
entered our office complaining of back and neck pain. A thorough
examination revealed spinal related problems in the region of major
complaint as well as a pulsation in the abdominal area that caused
us concern. Full spine x-rays showed calcification in the abdominal
aorta. His blood pressure was also high at 160/104. I might
clearify that this patient had no complaints upon entering our office
that were related to any blood vascular disease, blood pressure
problems, etec. I had to literally force the patient to receive medical
attention at which time they air-vaced him to Phoenix and did
emergency surgery. The aneurysm he had was on the verge of rapturing
according to the surgeons. The M.D. that I referred this patient
to said, "I hope you didn't adjust him, you could have killed him".

I told him that I certainly did and that his blood pressure dropped

31
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over twenty points following the adjustment. I also told him
that a fellow M.D. in our same town had examined that same patient
the week before. He found that he had high blood pressure and told
him that it wasn't high enough to worry about with no further
follow-up examination even recommended.

You can never assume anyone else has ruled out anything. A
short time ago a man entered my office stating he was having cervical
pain and headaches. I told him that it had been acouple of years
since I had x-rayed him and that I would like to take new X-rays.
He stated that wouldn't be necessary because he had spent ten days
in the hospital in Mexico fellowing an automobile accident. I told
him that I must see for myself before I would adjust anything fellowing
an autohobile accident. He muttered something to the effect that
he would rather not spend tha money, he just wanted his neck cracked.
Upon examination of the films, prior to the adjustment, my heart
stuck in my throat. The patient had an odontoid fracture. 1Its hard
to imagine how a patient could spend ten days in the hospital and
not have this discovered, but we can take nothing for granted. I
had to refer this one to surgery. He didn't want to do that either
because he couldn't afforg it.

Only last week a patient entered our office on a referral from
a health food store. The lady from the health food store called and
said a man came in and wanted to know what he could take nutritionally
for a prostate condition. She sent him over for a consultation and
it was discovered that he had not only prostate problems but a multitude
of weaknesses in the lower extremities, with right foot drop and positive

orthopedic findings of disc involvement. The patient already had a

-4-
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pace m#ker and multiple signs of vascular insufficiency.

We have all seen a carple tunnel syndrome caused from a ileocecal
valve or a re-occuring ileocecal valve caused from an entire acid-
alkaline imbalance. I like Dr. Harold Harper's book, titled,
"anything Can Cause Anything". As applied Kineriology Practic-
ioners I feel that we should make as thorough examination as
possible to enable us to know what "anything" is.

My major thesis is that after a thorough examination we may
know more about the patient than just their primary complaint. I
could have challahged the atlas-axis of the odontoid fracture
and I'm sure there wasla listing to find. I'm glad I didn’'t!

With a knowledge that there may be more than meets the eye,
it may become imparative to corxect more than a frozen shoulder
syndrome for that patients overall health throughout their life.

If we see extreme wedging of the lumbar disc at the posterior, with
the weakness. of the lower extremities and atrophy of the muscles,
we owe it to the patient to explain to them the possible outcome,
even if the patient came in only worried about their stiff neck.

I would like to show some slides that'are pre and post of patient
x-rays where the patient received approximately thirty-five
adjustments by the Toftness Methods in a three month périod. I
think that you will be amazed at the correction that was afforded
in the length of time. I will also show multiple slides of conditions
that responded to nothing more than Toftness adjustments, with no
nutritional changes or any other modalities used. These conditions
will include many skin conditions, diabetic leisons, Bell's Palsy,

blepharoptosis and many more.



As we all know, skin conditions are some of the toughest things
to help many times because they reflect the last line of defense
being over burdened by impurities. When the body has to use the skin
as a kidney for elimitation of toxins, the whole system has to be
cleaned up to afford permancy in recovery. These slides will demon-
strate time after time that this can be done by removing nerve inter-
ferrence only and not having to do anything else. These slides also
show to me how much a spine can be corrected through the removal of
nerve interferrence. That also gives me the concept that I must know
what the spine is before I begin; so that I know not only what the
treatment will be, but how fast I am progressing. I must also be aware
of how I am effecting the overall spine for the health of that patient
throughout their entire life. I cannot be concerned only about elivating
their symptoms temporaily. We need to use Applied Kinesiology and chiro-
practic for more than an asprin approach to health.

We are also finding as years pass by that there were things we
missed by not being able to challenge the body deep enough or in the
proper method. In others words there were things hidden, that we had
no idea of how to bring up. It is my opinion, that by correcting the
spine orthopedicly and neurological that we are correcting problems
that we don't even know are there as well as preventing other problems
from happening in the first place.

In summary let me say, we must learn the best and ﬁost complete
way of finding it, fixing it and leaving it alone. Applied Kinesiology
has given us great ammunition for advancing in this field of health
care. I pray that our minds my always be open to truth wherever we
find it and our goals may be the advancement of our fellowman through

better health and awareness.
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IMMUNE SYSTEM ENHANCEMENT

Brent W. Davis, D.C.
John W. Brimhall, B.A.,D.C.

© ABSTRACT

The problem of immmne system hypofunction is very prevalent and
must be identified and dealt with. IMU-STIM 1, a new phytotherapeutic
(herbal) preparation, has recently become available and is very effective
in enhancing immune competence. Data are present demonstrating the
ability of this substance to abolish A.K. reflexes suggestive of immuno
deficiency, and also camparing its effectiveness to other immune
supporting substances.

INTRODUCTION

In treating the immmodeficient patient the primary procedures of A.K.
must be utilized to improve lymphatic and blood circulation and drainage,
to align osseous structures, to normalize the cranial-sacral mechanism, and
so on. However, in considering the Five Factors of A.K., the nutritional
camponent is often the key for the complete management of immune system
hypofunction. Until recently, the only commonly available nutriticnal support
for this problem has been thymus protomorphogen, vitamin C, zine (and to scme
extent other minerals), and Superoxide Dismutase (S.0.D.). The authors have
been involved in the evaluation of IMU-STIM 1, a new herbal preparation which
is véry remarkable in its ability to stimulate health immune r~esponse.l

Immme system hypofunction is a problem which is observed clinically more
and more frequentljr (e.lg. in pediatrics where there is an increasing incidence
of Otitis Media and subsequent ear surgeries, myringotcmies), although it has
not yet been described in mainstream medical literature as being sericus. In
fact, medicine is considering it normal since it is so common.

There are myriad factors which contribute to irmlunodeficiencyzz hereditary
influence, environmental pollution, dietary inadequacy, and structural and

bDiocenergetic imbalance are just a few. It is possible that medications and
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innoculations are causing thymus and immune system imbalance. We submit

for your consideration thatvall of our innoculations may be the reason for the
thymus to shrink in the adult, drug induced hypofunction and hypoplasia.
Whatever the causes, the fact that this problem is prevalent must be recognized
and dealt with. If the immune deficiency is chronic in nature (most are),

and is not a severe genetic defect, then the properly equipped Applied

Kinesiologist can provide better care than most other health professiocnals.

PURPOSE

The purposes of this investigation were:

1. To see how IMU-STIM 1 compares with thymus protomorphogen and
S.0.D. in the ability to abolish A.K. reflexes suggestive of
abnormal thymus activity.

2. To determine the frequency with which IMU-STIM 1 supports thymus

function as defined by A.K. tests described below.

METHODS

Three tests were chosen as indicators of immune competence.

1. The strength in-the-clear of the Infraspinati muscles tested
bilaterally. If they are bilaterally weak, it generally indicates
hypofunction of the thymus.

2. Simultaneous therapy localization to the Infraspinatus NL/NV ("nutri-
tional circuit") only if the Infraspinati muscles tested strong
in-the-clear.

3. The change in strength of any strong muscle when the patient
simultaneously therapy localizes the thymus and glabella.

If a weakness was obtained by any of the procedures above, then the appro-

priate substance was placed sublingually and the previously weak muscle
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retested. The population involved in the testing consisted of patients (with
appropriate symptomatologies) chosen by Dr. Davis and Dr. Kathleen Power.

Due to the fact that cambined therapeutic modalities were used in treating
the patients camprising the test population A(i.e. herbal support and varied
A.K. procedures), it would not be particularly meaningful to present follow up
data on the rate of recovery. We could not say what specifically promoted healing.
It is worth noting, though, that the great majority of patients with chwrenic
immmnologic deficiencies, who réspond positively to IMU-STIM 1 in initial testing,
become asymptoma‘l:ic more rapidly than similar cases in which it is not used.

RESULTS

Table 1. Although the sample presented in Table 1 is not large enough to
allow meaningful statistical evaluation, it does give several strong indications.
1. In 8 cases of bilaterally weak Infraspinati muscles, IMU-STIM 1 abolished
muscle weakness more effectivély than Thymex in 6 cases and more effectively
than Superoxide Dismutase (S.0.D.) in all cases.
2. In 4 cases of positive NL-NV therapy localization, IMU-STIM 1 was superior
oar equal to Thymex in 2 cases and less effective than Thymex in 2 cases.
3. In S cases of positive Glabellar-Thymus therapy localization, IMU-STIM 1°
was equal to Thymex in 4 cases and superior in 1 case, and was generally
equal in response to S.0.D.

4. If 2 units were assigned for each positive response then the following

results were obtained: IMU-STIM 1 THYMEX S.0.D.
+52 +36 +24

Table 2. The test population in Table 2 was different frem that in
Table 1.
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++ very strengthening TABLE 1 P present
RESPONSE + strengthening — A absent
GRAD ING 0 no effect A 8 NT not tested
- weakening /\ /\ NA  not applicable
CASE COMPLAINT TEST THFRASPINATUS GLABELLAR/ || IMU=STIM 1] THYMEX $.0.D,
I PATES |weak~in~clrJNL-NV TL]THYMUS TL A 8 A B A B
|bl|at.|
1 very frequent colds ? NT A - NA + m o [na
chronic ICV incompetence
2 Jrecurrent infections,sinusitils A P ] ++ ++ 0 ++ |o 0
3 recurring cystitis P NT P + + 0 o lo -
4 debility and undue fatigue A 3 A + |NA + | N O NA
5 %ervlcal axillary and
emoral lymphadenopathy P NT A + | nfo NA |+ | NA
frequent upper respiratory
6 infections and fevers P NT A Aad NA + NA | + | NA
7 frequent influenza P NT P ++ ++ +H | 0|+
chronic otitis media follow-
8 ing myringotomy surgery. P NT P A + 0 A 0+
9 |recurring sore throats P NT A + NA] ++ | NA | O | NA
10 frequent runny nose A P A 0 NAL + NA + | NA
n lifelong allergies P NT A ++ NA + NA 0} NA
12 frequent colds A P P + 0 ++ 0 ++ | ++
TABLE 2
++ very strengthening P present
+ strengthening A absent
RESPONSE 0 no effect NT not tested
GRAD ING - weakening NA not applicable
. B
CASE INFRASPINATUS GLABELLAR/ IKU=STIM 1
# bil.weak=in=clr. | NL-NV TL THYMUS TL A 8
1 P NT P ++ -+
2 P NT P ++ +
3 P NT NT ++ NA
4 p NT P ++ -+
S P NT 4 ++ +
6 A P NT -+ NA
7 P NT NT ++ NA
8 A P NT 0 NA
9 P NT P ++ ++
10 P NT NT ++ NA
1 P NT P ++ +
12 P NT P ++ +
13 A P P 0 0
L P NT A 0 NA
15 P NT P ++ +
16 4 NT NT ++ NA
17 P NT NT ++ NA
18 A P A ++ NA
19 A P P + ++
20 P NT A ++ NA
21 A A P NA 0
22 P NT A ++ NA
23 P NT P [0} 0
24 A P P ++ ++
25 P NT A ++ NA

— 1

A

— 3
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(Table 2 disd.tssicm cont'd.)

1. In 18 patients having bilaterally weak-in-the-clear Infraspinati muscles,
IMU-STIM 1 was very strengthening in 16 cases and had no effect on 2 cases.

2. In 6 patients showing positive NL-NV T.L., IMU-STIM 1 was very strengthening
in 3 cases, strengthening in 1 case and had no effect in 2 cases.

3. In 13 patients showing, positive glabellar-thymus T.L., IMU-STIM 1 was very

strengthening in 5 cases, strengthening in 5 cases and had no effect in 3 cases.

DISCUSSION

IMU-STIM 1 consists of a fresh plant tincture (alcoholic extract) of several
species of the healing herb, Echinacea. Dr. Davis became aware of some of the |
properties of this effective herb about 10 years ago. As time passed, and its
therapeutic effects were seen again and again, he became so impressed by it that
he decided 2 years ago to research it in depth. A good portion of that research
is presented in the TMU-STIM product descfiption pamphlet, and will only be
discussed here in brief. '

Echinacea affects the immme systam on many levels. An analysis of the ash
of the plant reveals that it is very high in Ca, Mg, Na, K, and Si. It also
contains thirteen trace minerals. The green part of the plant contains vit. C
which is complexed with enzymes, organic acids and essential oils. Nutrition-
ally we know that proper levels of Ca, Mg, Na, and K are very important in
endocrine balance, metabolic oxidation rate and allergic response3. Also, Ca and
Mg are both necessary for camplement activationu. The role of vitamin C is
well known.

Echinacea contains a specific mucopolysaccharide which increases the re-
sistance of ground substance to enzymatic depolymerization by bacteral hyal-
umnidases. Laboratory experimentation demonstrated that Echinacea has antiviral

activity against Influenza, Herpes and Vesicular stomatitis v:i.r't.1ses.6 The
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essential oils in Echinacea have a bacteriostatic effect7.

CONCLUSION

The previous information indicates that IMU-STIM 1 is very effective in
the prophylaxis and recovery from infections. Its positive effect on the.
immune system gives it a very wide application. We have used it in place of
GSF and found it to be effective in reducing the stress patterns discussed in
the article "Stress Without Distress” in the collection papers of winter, 1977.8

An interesting case is patient M.K. who had a chronic low resistance and
life long low WBC count. On 6-9-81 her WBC was a low 3,800/cmm. With the
addition of IMU-STIM 1 and no other additional therapy, one month later on
7-10-81, the lab report reflected a WBC of 5,000/cmm.

Nutristasiometer testing shows that IMU-STIM 1 or Echinacea answered over
half of the reflexes that tested positive on 90% of 30 patients tested.

Patients with some types of food allergies also found Echinacea to be
effective to reduce symptoms of allergic reaction.

Two point TL to thymus and other organs show the immune system to be
responsible for both subjective and objective findings. The herb Echinacea
was found to abolish 90% of these two point therapy localization.

Dr. Davis has a special interest in the development and evaluation of new
and highly therapeutic herbal preparations and their application to A.K. At
this time he is experimenting with a plant which is virtually unknown outside
of Central America. The bark of this particular tree appears to be exceptional
in the management of hypoglyceﬁia. Continued testing is necessary, and Dr. Davis
would welcome response from members who would have an interest in assisting
with this and future evaluations. (He is also working on an herbal formulation
to support the adrenal glands, something which is difficult to do, on a regular
basis, with existing herbal or animal tissue preparations.) Dr. Davis' office

address is 453 N. Lake Ave., Pasadena, California 91101.
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We hope you find this herb and others to come to be as helpful as

~

we have.

D)

(2)

(3)

%)

(8)

(8)

(7)

(8)
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The Amazing Love Pain Treatment

Roger J. Caliéhan, Ph.D.

Abstract: The severely disruptive pain of romantic
rejection is discussed and a highly effective treatment is
presented. .

Jeffrey is a very successful professional man. For the
last three months, howevef, he has been rendered non-functional.

He has had to cope with the most disruptive acute psychological

pain that he has ever undergone in his forty-three years of life.

The pain resulted from the rejection he received from the
woman with whom he was passionately in love. He had always
"played it cool“ in his previous romantic reiationships. However,
as a result of successful psychotherapy, he had significantly
reduced his amorophobia (3 ) so that he was able, for the first
time that he céuld remember, to fall intensely romanﬁically in

love. It was great while it lasted.

Unfértunately, Linda had many unresolved problems herself
about romantic relationships and she rather abruptly terminated
their relationship. This decision, or more precisely, Jeffrey's
reaction to this decision, resulted in Jeffrey's severe state of

emotional disruption.



The simple treatment described below allowed Jeffrey
to receive immediate relief from his severe suffering. Perhaps
more importantly, he was able to rationally begin a potentially
effective campaign to win Linda back and the latest I heard,
it sounds somewhat promising. 1In any event, Jeffrey knows he

will recover nicely even if it shouldn't work out with Linda.

Typically, the treatment described gives immediate
significant relief followed by a growing profound relief over

the next twelve hours.

Objectively, love pain is not the worst psychological
problem that can befall an individual, but it feels like the
worst problem while it is active. The recovery rate is usually
high although there are often lingering psychological scars

which can have considerable impact on a person's personal life.

In my thirty plus years of psychological practice, I
have never seen anything cause more disruptive acute psychological

suffering than love pain.

This suffering is often at the root of severe depressive
disorders. Love pain is no doubt one of the most significant
causative factors behind many suicides, especially among younger
people, and it is a significant source of homicides (e.g., "The

Scarsdale Diet" doctor's murder).

-3

—3 3 -3 3 _3

—3 31 3 __3

3




—3 3 " 3

3 ~3 3 ~—3 T3 T3 1B} oI —TI I3 "3 3 3 T3 73

3

b5

Love pain actually has numerous nuances and facets.
Parts of it are an appropriate emotional response to a loss
situation and parts of it, the worst parts, are inappropriate-
neurotic responses consisting of two devastating aspects:
1) a feeling of being by nature a romantic loser; not worthy
of being loved, and 2) a feeling that it will always be this

way .

The love pain treatment is directed toward the neurotic

or inappropriate and severely disruptive responses.

Treatment
The treatment consists of the following:

1. Check for a psychological reversal. It is especially
common in the romantic realm. Ask the patient to say, "I want to
reduce my love pain" and check a strong indicator muscle and
repeat for the sentence, "I want my love pain to get worse".
Corfect the reversal if present (1l ). I estimate that reversal

correction improves success rate by at least 30%.

2. Ask individual to think of love pain and check
indicator muscle. Usually it will be weak in the clear. Have
patient touch alarm point for bladder and indicator muscle should

now be strong when patient thinks about his love pain.



3. Put an acu-aid at bladder 67, or the lateral side
of both little toes just behind the nail and to the side
(because of the shape of the little toe). Patient will now
test strong when thinking of love pain. If acu-aids are not
available, any treatment directed toward the bladder meridian
will correct the weakness and patient should be instructed on

how to provide treatment as needed.

4. If acute love pain returns, it is highly likely
that the psychological reversal has returned. Correct the
reversal and show patient how to correct it. Have the patient
think of the love pain and while continuing to hold that thought
have him say, "I accept myself deeply". I also have patient
tap the tip of his little finger (P.R. is associated with small

intestine meridian) while stating his acceptance of himself.

5. 1If stomach meridian blows, it is likely that the
individual's amorophobia (3 ) is being evoked and this phobia
can be treated like any other phobia (2 ). Amorophobia is

stomach meridian and an acu-aid is placed at stomach 45.

Treatment Response

The response to this treatment has been most gratifying.
Over the years I have seen love pain sufferers try all kinds

of treatment to get relief from their acute disruptive

3
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psychological pain. I have seen them dose up on tranqﬁilizers,
medication and anti-depressants in futile attempts to blot out
the pain. I have seen them try huge doses of alcohol to no
avail. When the drugs wear off and awareness returns, the

horrible unbearable pain comes right back.

Nothing that I have ever seen or heard of gives the
relief that this simple natural treatment can deliver. Patients
are more appreciative of this treatment than any other that I,
as a psychologist, give. That is why I call it "the amazing

love pain treatment”.

I would greatly appreciate hearing of your experiences

with this procedure.
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TEACHING CRANIAL ADJUSTING

Katharine M. Conable

ABSTRACT: An approach to. teaching cranial faults is presented,

‘based on a fast testing pattern which covers all of the cranial

faults taught in the ICAK 10-session basic syllabus.

| have always considered cranial adjusting both easy to
learn and particularly rewarding clinlcally; |t has always been
a surprise, therefore, that my studénts oftén wéré réluctant to
approach this area and to use the simple and powerful techniques

in the 100-hour ICAK syllabus.

Through trial and error, we have discovered that a key to
getting students comfortable with new material is to present a
smooth testing sequence into which all of the procedures fit. |
saw this approach first in Touch For Health lInstructor training,
where muscle tests were taught in one sequence and drilled over and

over until they were easily done. Goodheart's Workshop Procedure

follows similar principles. We now use this principle in our pres-
entation of cranial adjusting and have had enthusiastic response from
our students, with much greater subsequent application in their prac-

tices, than when we organized the material in an anatomical sequence.

We first teach the basic principles of respiratory movement of
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skuil, spine, and sacrum, with Walter Schmitt's simplified pre-
sentations of the motions. We also demonstrate that respiratory
changes in muscle function occur. As we teach each specific fault,
we fit it into the following pattern, which becomes a very fast

scan, through all of the major cranial faults:

Faults identified by respiratory pattern:

Weakness* produced by Fault
Nasal: inspiration Expiration Assisted (Mastoid)
deep inspiration Augmented Expiration Assisted

{Sphenobasilar Flexion)
expiration Inspiration Assisted (Mastoid)

deep expiration Augmented Inspiration Assisted
(Sphenobasilar Extension)

% expiration Temporal or Parietal Bulge
(Banana Head)

% inspiration Parietal Descent
Oral respiration: (usually inspiration) Glabella-E.O0.P.

One nostril only Universal Cranial (Intraosseous)

* Throughout this paper the term ''weak'' refers to the state of neurologic
inhibition of the motor nerve to the muscle, or the '"non-intact' state,
rather than to any lack of muscle bulk. Similarly, ”strond‘will be used
as short hand for the "intact' or facilitated state.
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TEACHING CRANIAL ADJUSTING: Conable

Faults identified by challenge:

in on zygomatic arch: internal frontal bone

down on canine eminence: external frontal bone

apart, together, side slip, or sutoral: squamosal

torque: zygomatics
sagittal
lamboidal

In testing this becomes:

"Take a breath in through your nosé (test). Take in more
air. (test). Let your air out (teét), let more air out (test).
Take a normal breath and let it % out (test). Let it all out and
take a ¥ breath in (test). Take a bréath in through your mouth
(test)-(This is for the occasional Glabella fault that shows weak
on expiration, Correction is establishéd by challenge- usually
side-to-side compression of the head)- Block one nostril and take
a breath in (test).' The doctor then systematically challenges alil

sutures, per the pattern.

Note that on the respiratory-pattern faults, ruling out the
earlier faults in the sequence is necessary for positive identifi-
cation of the later faults, such as Glabella-€.C.P.. The pattern
does this for the doctor, and can be used as a review teaching tool-
For example, 'We know it's not a simple expiration assisted fault
because it was not weak on simple nasal inspiration. Nor is it aug-
mented expiration assist because it was not weak on augmented nasal
inspiration. Therefore when it weakens on oral inspiration it must
be a Glabella E.O0.P. fault.'' Every time we show a new fault, we go

through the pattern to that point, showing that the other faults are

3.
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not present, and at the same time grooving in the sequence of

testing for the students.

On cranial faults identified by challenge, we teach a hard
and fast rule: ''Adjust in the direction that produces weakness
on challenge during the phase of respiration that produced strength
(or countered the weakness)." We repeat that over and over and over

throughout the ten sessions.

By session #8 in the 100~hour syllabus, we have developed a
smooth testing pattern, and can review anatomy, physiology, muscle,
organ, and syndrome relationships of the cranial faults. Thus the

student feels easily able to use them in practice.

]
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" CHIROPRACTIC MERIDIAN ADJUSTING "

By Dr. E.J.Cousineau, D.C.

Abstract:

To explore the possibility that
spinal adjustment of only the Associated
Vertebrae of "involved "™ Meridian would
constitute an "wholistic" approach to the

patient's health problems.

Introduction

The five fingered approach to the patient's health
problems as proposed in Applied Kinesiology by Dr. David S.
Walther (1) and Dr. Fred Stoner (2) includes the challenging
and adjusting of the Associated Vertebrae of the Acupuncture
Meridians among the five things to be treated or corrected.

The criteria in Applied Kinesiology was always the
rresence of the weakened muscle which was be;ieved to be con-
tributing to the spinal distortion and recurring vertebral sub-
luxations resulting in the patient's health problems.

The grouping of all the muscles into twelve groups
or Meridians appeared in both the manuals by Dr. Stoner and
Dr. Walther, and later in Dr. John Thies revised edition of
"Tfouch for Health" (3)

These have’been reproduced in the accompanying
chart by your author taken from the above-mentioned manuals
with the improvments resulting from this author's research
into the use of these Associated Vertebrae of the Acupuncture

Meridians.
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56 CHIROPRACTIC MERIDIAN ADJUSTING - Dr. E.J.Cousineau, D.C.
Associated Symbol Meridian Muscles Involved
Vertebra
T 4 Lu Lung Deltoids, Coracobrachialis
Anterior Serratus, Diaphragm
T 5 Cx Sex-Uterus Gluteus Medius,
Prostate and Piriformis
TO6 Ht Heart Subscapularis
T 7 Gv Governing Vessel Teres Major
Acid-Alkaline Balance
T Cv Conception Vessel Supraspinatus
Brain
TO9 Pancreas Latissimus Dorsi, Triceps
T 10 Liv Liver Pectoralis Major (Sternal)
Posterior Tibialis
T 11 GB Gall Bladder Popliteus, Anterior Deltoid.
T 12 Sp Spleen Middle & Lower Trapezius
L1 St Stomach Pectoralis Major (Clavicular)

Neck Flexors & Extensors
Levator Scapularis

Biceps brachii, Brachioradialis
Opponens Pollicis

L 2 TW Triple Warmer Teres Minor, Infraspinatus
Thyroid Gastrocnemius, Soleus
Adrenals Sartorius, Gracilis

L3 K Kidney Psoas Major, Iliacus
Upper Trapezius

Ly Cx Ovaries - Gluteus Maximus, Adductor
Testicles  Temporo-Mandibular
(Switching below the Diaphragm)

L5 L.T. Large Tensor Fascia Lata, Hamstrings
Intestine Guadratus Lumborum
S 1 S.1. Small Quadriceps, Abdominals:
Intestines Rectus, Transverse, Obliques
S 2 BL Bladder Sacrospinalis, Anterior Tibialis,

Peroneus: Longus, Brevis, Tertius.
Rotatores: Longus, Brevis.,
Levatorum Costorum

Note: Adjusting the vertebral segment in Column One will turn on
or strengthen every muscle in the Muscles Involved column.
Adjust its spinous process in the direction of subluxation
as revealed by the Challenge Method.
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Chiropractic Meridian Adjusting - Cousineau (Contd.) page 2

Came the Big Idea:
. The thought occurred to your author that the spinal

adjustment by chiropractors to remove vertebral subluxatioms,
was actually, although unintentionally, strengthening all the
muscles in the Meridian group controlled by its Associated
Vertebra. How lucky can one be, -

The thought further persisted that perhaps the
Meridians were a better indicator of where to adjust, when to
adjust, and why than were the neurology charts provided the
students by their chiropractic colleges. Had not the chiro-
practors always criticized the medical profession for treating
symptoms instead of the "cause"™ ?., Now here we were given a
chart ghat showed the vertebral segment controlling the muscles
to be other than that téught in our schools.

Consulting the accompanying chart, we find the muscles
holding the sacroiliac together, namely the piriformis and the
gluteus medius, to be controlled by fifth thoracic (T-5) which
is the Associated Vertebra for Sex Meridian and associated with
the uterus and prestate organs.

Further, the first lumbar is the Associated Vertebra
for the Stomach Meridian. I can remember back in my early days
in practice, when adjusting the lst lumbar for lower back com-
plaints elicited comments by the patient as to how much improv-
ment they had in their digestive processes. But when I had ad-
justed the fifth thoracic for stomach problems, the patient had

commented how much better their low back had been.
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Chiropractic Meridian Adjusting - Cousineau (Contd.) page 3

Testing Procedure:

Your author began in 1978 to test this idea by first
testing all the muscles on the patient's first visit according
to the examination list of muscles by Dr. Stoner in his manual.
Next the twelve Meridians by challenging their Associated Vert-
ebra on its spinous process from left to right and then from
right to left, using a p.s.m. (previously-tested strong muscle)
as the indicator, When all were listed then only the Assoc-
iated Vertebrae were adjusted if they showed involvment or weak-
ness of any of their muscles or on challenging. Then all the
muscles were retested, as were the twelve Associated Vertebrae,
for increased strength if they haa tested weak before.

Results:

The results exceeded the fondest wishes of your author,
The chiropractic adjustment of the Associated Vertebra of any in-
volved meridian, definitely turned on ALL the muscles of that
Meridian, and simplified the whole procedure. Soon we were able
to check for involved meridians by challenging only the Assoc-
iated Vertebra, then checking with only one of the muscles of the
group belonging to that meridian, knowing that all were involved
or weakened., And post-adjustment all muscles on that meridian
grouping would test strong.

In the beginning of the research we also checked the
pulses of the Meridians and would find them to be involved also
if the Associated Vertebra and the muscles of its group were

weak or involved.
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Chiropractic Meridian Adjusting - Cousineau (Contd.) page &4

Patterns:

On subsequent office visits, the entire list was re -
checked both as to muscles and Assbciated Vertebrae, and pulses.
At first on a new patient there were as high as eight to ten of
the meridians involved, especially on chiropractors as patients,
But later on subsequent visits, the number of meridians would
drop to five and then to three and finally to the same ones,
which usually were Stomach, Gall Bladder and Sex-(Circulation),

which we found due to the stress syndrome. (4)
Results:

This method was the usual procedure in our office for

over 1000 visits per year for the last three years. And there

were many improvements that made the system workable and rapid.

. The important thing was the results were so quick in obtaining,

as it was almost as if the patient with all his accumlated faults,

cranial, pelvic, traumatic, etc. were really "turned on", or
"All systems Go". My receptionist wzs the one who would report
back to me their remarks as they left the office, of how much

better they felt.

Improvments:and Develorments:
| There have been many developments that were spin-offs
from this investigation, each of which deserves a research paper
of its own. A few can be listed here:
1. The right elbow-pronation subluxation in plsace of
the carpal-tunnel syndrome as a producer of "switching of left

brain activity" (5) reported in 1980 Summer Ccllected Pagpers.
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2. Pancreas was assigned to T-9 (Ninth Thoracic) with
the latissimus dorsi and the Triceps, leaving Spleen on T 12
with Middle amd Lower Trapezius,

3. Latissimus Dorsi weakness on ingesting or tasting
sugar on the tongue, produced strengthening of the opposite
latissimus dorsi which had tested weak before ingestion. This
was eliminated by adjustment of T-9, and of C-5., This was
previously demonstrated by having patient turn his head to right
then to left and noting left head turn corrected sugar mechanism
unbalance.

L. Muscles associated with the Adrenal Gland, and which

formerly on Circulation-Sex Meridian, were found to respond on

Triple Warmer Meridian, where Thies had them in Touch for Health.

These were Sartorius-Gracilis, and went with Gastrocnemius-Soleus.,

5. Gall Bladder ieridian was more easily checked when using
the Anterior Deltoid, along with the Popliteus as an indicator,

6. Rhomboids were found to respond to T1l0 for Liver
Meridian instead of Stomach Meridian.

7. Sex Meridian was found to contain Gluteus Medius=-
Piriformis associated with Uterus-Prostate organs on T-5.

8. Gluteus Maximus-Adductors associated with Ovaries-
Testicles was the biggest discovery. Their weakness would persist
when T-5 was adjusted for Sex Meridian. They would produce the
Derifield Negative Short Leg which stayed short on flexing the
knees while patient was prone, and which were not removed by a

cervical adjustment. These were found on Lumbar Four (L-4),
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Developments (Contd.)

which immediately evened the leg shortage of the Negative
Derifield Leg Check.

9. Switching below the Diaphragm was corrected by Lumbar Four
also. This would reverse weakness in muscles on the Large In-
testine Meridian, when the quadratus Lumborum and the Hamstring
would be weak on one side of the body, same as the Abdominals
and Quadriceps of the Small Intestine Meridian. When they were
both on the same side of the body, adjusting the talus and the
cuboid subluxation of the right foot would immediately correct
this, and L-4 would be present every time. This extremity weak-
ness would cause the left psoas and right adductor to go weak
recurrently, until adjusted. .

10. The greatest improvement was the ability of the doctor to
surrogate test the patient's Meridians and each of the muscles
on that meridian, by simply touching it with the fingers of his

right hand, similar to T-L or Therapy Localizing by the patient.

Testing a convenient patient strong muscle, .such as the-posterior

neck flexors (with patient prone) with :the doctor's left hand,
and the doctor's right fingers therapy localizing by touching
the questioned structure. The left hand fingers are flexed or
grounded into a fist to .revent T-L by the Doctor's Meridian
Eeginning and End Points which are on his finger tips. If his
Meridians are "involved" they will reverse the patient's test

result. This is a fantastic improvement and a later subject.
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Chiropractic Meridian Adjusting - Cousineau (Contd) rage 7.

€onclusions:

Chiropractic Meridian Adjusting IS:
A completely "SFINAL" System of Analysis and Adjusting
A "Corrected" Meric System of Spinal Adjusting.
A Simpiified Method of Appiied Kinesiology which reduces
the many muscles of Kinesiology to 12 Meridians
each of which is:
Associated with only One Organ and is
Controlled by One (Associated) Vertebra
All Chiropractic;
was discovered by Chiropractors
was developed by Chiropractors
It is all Chiropractic and belongs to the profession.
Dr. Elmer J. Cousineau, B.S., D.C,.
312 East Pioneer Avenue
Summer 1982 Puyallup, Wwashington. 98371
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SURROGATE TESTING BY THE DOCTOR
DURING ARTFUL MUSCLE-TESTING OF THE PATIENT

Dr. Elmer J. Cousineau, B.S., D.C.

Abstract
To reveal a possible error and its
correction during artful muscle testing of

the patient by thke doctor.

Introduction:

The ability of the patient to Therapy-Localiie
problem areas on his body by placing the extended fingers of
his hands either singly or jointly, using either the palmer
or the volar'sides, is well know in Applied Kinesiology since
it was originaliy introduced as the "Kitty Goodheart "technigue,
as it was affectiomtely named after Mrs. George Goodheart after
her passing. The method is adequately described by Dr. Walther
in his manual on Applied Kinesiology (l). The method of what is
called Transferencé or Surrogate Testing is mentioned in the
manual by Dr. Fred Stoner (2).

I am further indebted to Dr. Wallace Gunn, D.C. (3) for
his monograph on "How to Treat a Magnetically Imbalanced Body"
page 122 of the Collected Papers of the ICAK at their 1979 Summer
Meeting in betroit, Michigan. In it he mentions using the End
and Beginning Points of the Meridians to demagnetize the meridian,
He further indicated that the treating doctor could accomplish
this feat by using the ends of two fingers of the doctor's hands
when rubbed across the patients beginning and end points of the

patient's imbalanced meridians, Thus was the seed sown for my
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further investigations,

The question arose in my mind,, that if the patient could
therapy-localize by using his finger tips on his own body, then
what happened when the doctor placed his hands upon the patienﬁ
in graéping either extremity to test a strong muscle or using his
other hand only for a stabilizer while testing,

Further checking of the beginning and end points of those

meridians that begin or edd in the finger tips of the hand,
revealed that the ﬁhreemiddle fingers (not thumb or little
finger) were those belonging to the meridians most frequently
imbalanced. The C.I.F., or middle finger belonged to the Sex
Meridian to which the gluteus medius and piriformis, the sacro-
iliac stabilizers, belong, The Pointing Finger or Index Finger
contains the end point of the Large Intestine Meridian, which has
the Fascia Lata and Hamstring on its meridian. The Fascia lLata
is a favorite intact muscle for testing as a p.s.m. or previously
strong muscle. If it goes weak on testing after challenging. a
particular vertebra or structure, it is considered a valid test,

My investigation has shown that if this finger is placed
or touched to a previously tested area of imbalance, an intact
muscle will not go weak on muscle testing, since the negative
finger will cancel the therapy localiza&tion of the involved
muscle or area. In other words two wrongs do neke a right or
they cancel each other out, and no weakness results in the test,
This is true only if the owner of the finger has an imbalance in
the large Intestine Meridian. The remaining finger of the three
belongs to Triple Warmer Meridian (Thyroid-Adrenal), and it becomes

imbalanced, but not as frequently as the other two. Mostly, when
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Surrogate Testing by the Doctor - Cousineau (Contd.) page 3

the patient is under some emotional stress involving energy output
not of their own choosing. More like an "I gotta", and not ‘an

T want to" type. This produces an energy shut-down, and a
hypoglycemia very quickly.(4) If the doctor tests an intact
muscle and asks the patient some simple gquestion, such as:

"De I gotta 7", the intact muscle will weaken, if the patient has
an imbalance on this meridian.

The point in gquestion is that these are three meridians which
are on fingers which are constly and frequently placed upon some
portion of the patient's anatomy during the testing of an intact
muscle,

Many times the testing doctor takes hold of the patient's
forearm at the wrist area and attempts to test the extended arm
held out in front of the patient, and uses it as an intact muscle.
This is especially noteable in the Sacro-occipital arm test of the
patients inguinal fossa along Poupart's Ligament for an indicator
of upper or lower fossa involvement. The testing doctor will have
the patient's arm grabbed in his hand with the doctors fingers
covering the acupuncture pulses. So the results are questionable.
If the doctor had an invclvment of anv of these three vulnerable
meridians he would cancelout possible imbalanced meridians of the
patient, and produce others as imbalanced when in reality they
were normal. Two involvments can cancel out each other, Hence
we would miss meridians needing attention and treat those that

are 0.K.
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Surrogate Testing by the Doctor + Cousineau (Contd) page 4.

Another possible error is the doctors hands holding the leg
extended sideways with the patient supihe, and testing the fascia
lata of the patient. The doctors fingers grip either the inner
muscles of the tibia or even the posterior tibialis, which is on
liver meridian. If he is grasping the leg to test an adductor,
he many times grabs the sides of the fibula where the peroneus

muscles of the bladder meridian are present. The bladder meri-

dian contains the sacrospinalis or spinal musculature upon it

which is a frequntly imbdlanced meridian.
The 1list is getting longer,
The doctor can also have involvment of his meridians that

lie on these three fingers. He will then be surrogate testing

.

“ his own dysfunctions upon the patient and the patient will go

weak.or strong in response to what the doctor has present,

We are aware of the fact that the Therapy Iocalizing tells
only that a structure is at fault, not what. So when we grasp
the patient’ﬁy either of his extremities, we may be therapy-
localizing our own wrist and hand and elbow problems by surro-
gate test on the patiemt, I have seen this happen too many times.

Self-Testing or Clearing:

One of the first things we do in our office in the morning,
is before we test the first patient for their problems, we
have ﬁhe patient put forth his arm and we test oursglves first,
using his arm, We test for éwitching,using left brain aétivity.
We test for the color pink_by thinking of pink, to correct for

any sugar imbalance that might exist in us. Then check each of

—3 3 83 3

—3 -3 5 3 3

j




~—3 " 3 " 3

3

)

67

Surrogate Testing by the Doctor - Cousineau (Contd) page 5:

fingers of the testing hand. We have found that the right hand
will not usually be at fault, and is a valid surrogate test on
the patient. Our left hand is the problem. The thumb is the
Lung Meridian End Point, and seldom is in trouble, unless we know
we are having a respiratory problem. Then we know to test it also.
The little finger has the Heart and the Small Intestine Meridian
End Points on it, the Heart on the inner side, and the S.I. on the
external side near the finger nail. The Heart Meridian is seldom
in trouble unless there is an imbalance in the Gall Bladder Meri-
dian, which is very frequent , since it follows Stomach Meridian.
Stomach is the most frequently found unBalanced meridian of them
all, but both of these have their end points on the toes. 3o
these are safe meridians and do not interfere with T.L. or the
Surrogate Testing. Test your Stomach and G.B. end points on
your face near the left eye.

The Solution:
To prevent the possible unintentional surrogate testing

of the doctor's faults or meridian unbalances is simple. All he
need do is make a fist of all the fingers of his hand just before
he makes the muscle test. He can use his hand to position the
patient's extremity, either arm or leg, before testing, but as
soon as he applies strength to test, he closes the fingers of
his hand into a fist. It works so very nicely. Just try it a
few times, and you will find you can change the patient's test

at will just by which finger you use to test with. You only have

to touch the patient to drain his energy and make him weak.
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Self—Testihg

The beauty of this is that the doctor can use the
patient or any nearby person to test his own material. He need
only find a friendly, strong srm that can be used. Then he can
whistle up a tune, count numbers, or use his right hand to T.L.
any of the Meridian End Points that end on the face or on the
body, and that are handyto reach. He can check all twelve of
his meridians, and use upper and lower lip for the end points
of Conception Vessel and Governing Vessel. He can hold his face
or mouth open or shut, or his jaw projecting left or right, and

check his TMJ. 1In short, there-is much he can do for himself.

Handy Muscle Testing.

Another very handy method is to merely test the muscle
of the patient that you know lies on that meridian, and when you
place the tips of the fingers of your right hand upon that muscle
and test an intact muscle with your left hand (fist closed), you
will quickly know if that muscle is weak & whether the meridian
having thag muscle on it, is involved. If weakness ensues upon
testing the intact muscle and touching the belly or even the

origen or insertion of the muscle, if it is involved, the test

‘muscle will weaken. You can check’Spindle Cell or Golgi tendon

receptor by this method alseo.
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Surrogate Testing by the Doctor - Cousineau (Contd) page 7

Spinal Testing

In challenging the Associated Vertebrae the doctor
need only toudlor contact the side of the spinéus with the tip
of a finger of the right hand, usually the index finger, and

test an intact muscle, usually the ﬁeck extensor with the
patient prone, and he will be able to quickly check all the
patient's meridians for imbalance.

The doctor can check spinal muscle fixations by
either muscleAtesting, but more simply by straddling the spine
with two fingers of his right hand, one finger upon the transverse .
above on one side and the other finger upon the transverse either
below or above that and test an intact muscle. If weakness re-
sults on testing, then adjust those structure in the directions
they indicated, either with recoil or by the thumbs using the
non-force technic, quickly and lightly but firmly. This can
restore a thoracolumbar spinal fixation in seconds, and when a
bilateral lower trapezius muscle test is attempted, testing
both muscles simultaneously, the response is immediate and
very strong, when before it is very weak. |

'Hyperextensions or hyperflexions of the parasginal

muscles on the vertebral segments can be tested by simply using
the two fingers to straddle the transverse processes of the seg-
ment and applying stress superiorly or inferiorly caudad. If

an intact muscle tests weak, then adjust in the direction of
weakness with a quick, light thrust and the click will ensue

and the post check will test strong.
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Conclusions:

We have seen that the test hand of the doctor may
contain carpal-tunnel or elbow faults; can be either switched,
or contain meridians that begin or end on the middle three fin-
gers that aré themselves uﬂbalanced, and may counteract or
negate the results of the the patient's therapy localization.
The patient's middle three fingers contain meridians that may
themselves be unbalanced, and when he contacts his own body sur-
face to T.L., he may neutralize the resultant weakness and can-
cel out the test. Knowledge of this possibility can prevent
false answers and provide much useful data.

The knowledge that the doctor can now T.L. his own
body surface, his own meridians, and can be sure that he is not
complicating the test results of the patient is a positive step
in artful testing by the doctor of his own and the patient's
health problems.

I do not know why the right hand's fingers will T.L.
properly, and show no meridian imbalance while the left hand

and fingers will. But that is the results of my testing.
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BIOLOGICAL AND THERAPUTIC EFFECT OF IASERS

by
Sheldon C,. Deal, D.C., N.D.

ABSTRACT:: This paper deals with the application and theraputic effect of
laser light applied to the human body and substances taken into
the human body. The yard stick measurement used to determine
the benefit or detriment of the laser light is standard kine-
siological muscle testing.
The word laser is of English origin and stands for Light Amﬁlification by
Stimulated Emmission of Radiation. The principle of the generation of laser
beams is accomplished by subjecting a laser medium; which could'be a solid, liquid
or-gas, to energy from a suitable source, whereby a sufficient quantity of molecular
systems are stimulated., The resulting"radiation is reflected back and forth be-
tween the two resonator mirrors along a fixed axis until it has amplified its own
energy sufficiently and it then emerges through the resonator mirror; which is only

partially reflecting..

Lasers are divided into solid, liquid and gas lasers according to the type
of laser medium employed. For example, helium lasers are gas lasers, liquid lasers
are, for the most part, those which employ dyes. At the present time there are a
large number of dyes used in suitable solvents., Solid state lasers, such as the
ruby laser, are noted for their compactness and high efficiency., Today by varying
the laser medium we can generate laser beams of particularly every wave length be-
tween ultraviolet and infra-red, The source of energy can, according to the type
of laser, be an electrical discharge, a chemical reaction, light energy from a gas
discharge lamp, molecular heat or even another laser. A distinction is drawn be-
tween permanently active lasers; which produce more or less constant beam, and
pulsing lasers which produce a series of very brief but very intense impulses.
Modern pulsing lasers can achieve an output in the gigawatt range. While permanently
active lasers have an output which varies from a few microwatts to several hundred

kilowatts, The beam produced by the above process has three (3) typical characteristics;
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which have many interesting applications.

1, THEY ARE MONOCHROMATIC. This means only one particular wave length is
reinforced or amplified so that the beam shows only a very narrow line on
the spectrascope., Ilaser beams therefore give colors of a purity, not normally
found in natural circumstances,

2. THE BEAM IS COHERANT. Because of the amplifying effect there is a fixed

phase relationship between the various paris of the laser beam. Therefore,
it is highly resistant to interference. In other words, all the waves in the
laser beam occilate uniformly. They keep in time; which is not the case of
ordinary light. This is generated by a number of individual sources emitting

their light independently. Laser beams therefore have a high degree of

uniformity and coherance; which cannot be achieved by normal light.

3. THERE IS LITTLE SCATTERING. Since only those beams in the vicinity of the

axis of the resonator mirror are amplified, the beam emitted is to a large
extent parallel, It is therefore possible with the aid of lenses or mirrors

to reduce it to a very small focal point,

Because tissue has varying optical properties, laser beams do not proceed in
straight lines in our bodies as they do in the air. Any number of scattering pro-
cesses take place which cause the beam to change direction frequently. This
scattering is also greatly dependent upon the wave length and type of tissue,

but in general red and infra-red light are scattered less than blue and ultraviolet.

Soon after the first experimental application of laser beams in medicine, a
surprising discovery was made. It was found that it was possible to accelerate the
healing of resistant ulcers to marked extent by irrading them with a very low in-
tensity helium beam.l Up to the present time no satisfactory physiological ex-
planation of these results have been given. Perhaps thé theory recently advanced
. by %ritz Albert Popp may provide a starting point. Popp considers that in addition
to the commonly recognized chemical regulating process which takes place in a cell,
there is a second system of at least equal importance. According to him, light and

sound waves are responsible for the distribution of a greater part of the information
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required by the cell system; both internally and externally in the associated organism.
Such exchange of information can only take place optically in the red or infra-red
range where the cells' substance has the greatest transparency. A cell and it's
organella have a light and sound spectrum ﬁf their individual waves similar to that

- of a simple regularly conmstructed crystal chain, such as the sodium chloride crystal.

Naturally a cell is a far more complicated structure from a physical point of view
than a single crystal., It is therefore understandable that the individual wave

spectrum of a cell is a very complexed thing.

Moreover individual wave systems are connected with each other by processes
which exchange energy and information. From this point of view, a cell 1s in a

pathologic conditidn when it ossilations vary or when, for example, they are
weakened by the absorption of foreign matter into the cell. A pathological cell 1is
no longer plugged into the common communication system, it is out of step, so to

speak, and can actually behave in a harmful way.

We now know these influence the entire relationship of the organism with its
environment and can help to counteract the disturbances which arise therefrom. We
can regard the meridian system as a kind of defense mechanism against environmental
disturbances and it is therefore clear that any ixrregularities in the system must
have a harmful effect on the body as a whole.. From what has been said, it is easy
to comprehend how laser beams can be used. Because of their coherance and ease
of control, and their spectroscopic purity and selectivity. Laser beams can help
to restore the wave structure of the cell to its normal healthy state., One can
describe the effect as a wave field residence induced by low powered lasers. In

other words, kind of a2 physical homeopathy.

Other medical applications of lasers include cutting. For example, carbon-
dioxide lasers and those with wave lengths of more than five (5) micrometers

are very suitable for cutting tissue without loss of blood, as long as only
capillary blood vessels have to be severed.
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Another application is for use of coagulation. Argon lasers are suitable
for trouble free long term deep coagulation. And also in some cases, for the
removal of small pieces of tissue., Such laser systems have been used very success-
fully in endoscopy. In such cases the light conductor is insertéd in the biopsy
tube of the endoscope. Other important applications are the stopping of bleeding

in the esophagus, stomach and bowels.

The most effective method of treating many skin diseases is the radiation of
large areas with a red laser beam. The end of the light conductor is angled in
such a way that a broad infra-red beam is obtained when the conductor is held a short
distance away frpm the area which is to be irradiated. When the laser's frequency
is adjusted to the optimum frequency of the cell, a healing influence can be ex -
erted and wounds resulting from burns, operations, scrapes and cuts can be healed

much quicker.

Another application is écupuncture therapy. According to the bio-electric
diagnosis, the local resistance of the skin can be used as a yard stick to determine
whether certain organs or groups of organs are in a normal or pathological state.

By applying a small charge, about .25 volts, for measuring purposes a small
electrical current is made to flow between a hand electrode and a point electrode.
While normal readings are less than one (1) milliamp, there are certain points in
the body where the current rises between four (4) and ten (10) milliamps. These
points are, for the most part, those which are known in classical acupuncture,
For purposes of bio-electrical diagnosis a'current of four (4) to five (5)
milliamps is a normal healthy reaction, and any considerable variation above or

below this figure'indicates a pathological state.

Experiments which have been carried out prove that even weak laser beams can
produce a measureable-effect, For example, radiation with one (1) milliwatt out-

put of a helium laser can normalize the skin resistance in a féw seconds.

What we have seen with patienfs kinesiologicaily, is that a substance that

the patient is allergic to, can be changed. This is demonstrated by a previously
strong muscle going weak when that substance 1s places in the patient's mouth.
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If we take that substance and apply the laser light to it and then retest the

substance in the patient's mouth, no change takes place. But if we have the
patient hold the substance while the laser light is applied to it, and then re-
place it in the mouth we see that the previous weakening does not occur, This
would suggest that the substance is now compatible with the patient's body. What
has taken place is the previous allergic reaction has been done away with. In

an effort toexplain why it made a difference, why the patient held the substance,
we point toan explanation from the scientist Fritz Albert Popp.3 He claims that
the skin emits an ultra weak photon emmission. The fact that the skin emits this
radiation has been the subject of many experiments for over 20 years., The funde-
ﬁental biological property of these photons has been disputed. On the other hand,
there are grounds for suspecting that they play an important part in cell communica-
tion and related phenomena. It is not only believed that this radiation can be
utilized for communication within the living system, but that is also transfers
genetic information., It is believed that the cells mainly emit photons even be-

fore mitosis.

The key assumption here is that ultra-weak photon emission from biological
systems is governed by photon storage within the cell population. Provided that
biological systems have the ability to store coherant plotons they cannot exist
in thermal equilibrium. The more the molecules are excited the higher is the
spectral emmission rate in the correspéﬁding spectrum range. Furthermore, this
increases with increasing spectral photon density because of stimulated emmissions.
The stimulated electromagnetic wave is thereby amplified, hence, the end result
is Light Amplification.by Stimulated Emmission of Radiation; which as previously
stated is abbreviated to laser, This boils down to the fact that ultra-weak photon
emmission must be attributed mainly to the spontaneous emmission of excited mole-
cules within the cell population. This fact alone implies the ultra-weak photon

intensity can regulate the whole cell metabolism,

The measured intensities can be truthfully interpreted in terms of feed back

mechanism within the cell population; which are responsible for stabilizing the
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spectral energy density.,

So what we think is happening when the patient holds the substance in'their-

hand to be radiated by the laser light, is that the micro laser light beam emitted

by the person's skin is penetrating thatvsubstance and when that éubstance itself
is radjated by our mechanical laser light, the combination of the two laser
emmissions (one coming from the skin and one coming from the mechanical laser)
are producing a change in the vibratory rate of the substance that the patiént
previously showed to be allergic to., In effect this neutralized the allergic
reactiop by tuning that substance to the pitient's body. Now this sounds like
a great way to treat allergies, but the catch is it only works on the substance
that was held at the time. In other words, if the patient is allergic to wheat
you can treat the wheat with the laser that is held in the patient's hand and
that wheat will no longer show an allergic reaction to the patient, but that
patient is still allergic to wheat which has not been treated by laser light.
The effect of what we are describing is so‘pronounced that it becomes beneficial
for a person to treat all the substances they take into their body by first holding
it in their hand and then having the laser light applied to it. We originally did
this 5y having a patient hold a bottle of vitamins that they would be taking and
treat it with a laser while they held it. Then we found that that meant the
bottle of vitamins was tuned to their body only and was no longer suitable for
anyone else in the family to use vitamins out of that same bottle. We found a
better technique is to have the patient use the laser light on the vitamins, after
they had counted out the ones to be taken at that time. Which means that the
vibratory rate would be tuned to their body at that time assuming that their own
vibratory rate may change from day to day, This was an improved method and also
did not change the vibratory rate of the vitamins in the bottle, so that someone
else in the family coﬁld use them. We found out the hard way that this procedure
"seems to increase the potency of these nutrients substances. We had some bad
experiences with actually overdosing.some patients; not realizing that this

procedure was in effect increasing the strength of the dosage. As a result of

this, we now find that the patient actually requires less of the nutrient
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substance after is has been treated with the laser light than they did prior

to using this laser treatment method.

CONCLUSICN: Experiments have shown that biological systems exhibit an extra-

ordinary ability to survive even after they have separated from
the complete system.u This is in fact an ample indication of
coherance., This means for instance that in optical devices that
all structures appear with the greatest constrast or visibility. -
Consequently biological systems must exhibit holographic properties
to an extremely high degree. The successful trials in finding
"pictures” of various organs in each other organ, such as the
ears, hands and eyes. Examples of this would be acupuncture,
iris diagnosis and auricular therapy; which support these con-
clusions. Our assumption is that the entire genetic information
of DNA is stationarily delocalized over the entire body in the
form of harmonics, so that the body language speaks to us in

many ways, in many locations. Or as we often say, "the body is
constantly expressing externally what is going on internally."

REFERENCES : 1. Uses of lasers in Medicine, by Dr. Walter Kroy, Ottobruan

2. Photon Storage and Biological Systems, by Fritz Albert Popp,
electromagnetic bio-information synposium, Marburg, Sept. 5, 1977
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DISC CORRECTION OBSERVATIONS
By! GERALD DEUTSCH D. C.

ABSTRACT! -
Many techniques have been develaped and innovated through the years.
Some have withstoad the test of time and many fade away through the
years. Many of these techniques have merit because they are pain
control techniques or very spedfic corrective methads., They are not
complete health management pragrams. Techniques that have merit are
continually used, and gradually through innovative use by our
practitioners are upgraded by clinical experience. One technique is

the disc retraction as practiced by Cox.

There are many things that come to mind when a paper of this type is dones We think
about past papers and the thought comes to mind many times "I should have dane that
one”, One such paper is the one dane by Dr, Ken Feder during the spring 1980 ICAK
meeting pertaining to the Cox(1) method of disc retraction. Upcn reflecting, 1 doh't
thinit I could have done it with the detail that was related threoughaut the whole

paper, I do like to expand on the ideas that are presented in the many fine papers,

’ and refine the concept so that it is more clinically operable, easier and faster,

When this is done, we generally find that we have a better technique, and one that
delivers possibly mare refined results than the original concept. If you do not own
a Chiro-Manis table I will try to show how some efficacicus results may be obtained

without ane,

If one carefully reads Dr. Feders’ paper, though you may not own a Chiro-manis table
yocu can employ some of the corrective techniques. One reference he names a "FRAMING
TECHNIQUE", is a therapy localization(TL)(2) of the vertebrae above and below the
lesion, on the side of the lesion. What is happening here is nothing more than a two

hand TL of the lumbar spine disc as described by Dr. Goedheart in his earlier papers
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of disc lesions. This seems to TL the side of the lesion and the area of would be
therapy. Dr., Feder should be commended on this innovation which as I said, only
improves the technique. In past conversations with Dr. Goodheart we spoke of Dr.
Bonyun(3) of the Canadian Memorial College of Chiropractic and his expertise in disc
disorders. His concept is of a wedging of the vertebral disc, the disc bulge, and
his method of reducing the lesion. Dr, Goodheart explained a methad of detecting and
correcting a disc lesion using Applied Kinesiology(AK) and to use the Bonyun
correction to correct its The patient is asked to TL the area of a suspected disc
lesion with a two hand contact palms down. This is accomplished by placing hands one
over another, or one ‘hand over the fifth lumbar, one hand superior, palms down, and
touching the inferior hand at the suspected level of the lesion. Naturally, we can
expect a tested muscle to weaken if there is a positive lesion. If there is in fact
a disc lesion or a bad nerve root inflammation at the level of the positive TL we can
assume that there is need to direct our attention to that vertebral levels The
transverse process of the offending vertebra and the one below are challenged,
pushing the transverses together and/or apart, A muscle, such as the hamstring, is
tested; if it weakens with either challenge the vertebra is adjusted accordingly in
the direction that causes weakness. The application of this technique is to be done
very carefully, We must remember that we more than likely have a disc herniation,

bulging or acute inflamatory problems at the intervertebral foramen.

De Jarnette(4) in his decription of disc lesions gives some very sound advice in

correcting these problems. Specifically, he warns against adjusting a patient on the
"side of sciatica when the body lean, or antalgic position is over the side of the

sciatica. The rule was not to adjust into the sdiatica. If the antalgic position

was opposite the sciatica, a careful adjustment based on the rotation is permissable.

One could do a pump on the spinous in the sitting position as described in his manual
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with good results in many cases.

Dr. Banyun’s correction using the AK approach as described to me by Dr. Goodheart is
as follows: With the patient in the prone position, the TL procedures are done to
mﬁfirm the lesion as described. Next, challenging the spinous of the suspected
vertebra will confirm an inferiar spinous (I will deal with this correcticn in the
next paragraph), this is one confirmation of the disc lesion. However, the key in
this work is to discover the direction of correction by challenging for wedging of
the disc, This is done for example by challenging the sacral alar and the transverse
of the fifth lumbar toward each oth_er en the suspected side. Repeat on the other
side if negative. If those challenging procedures are negative, then challenge
apart, in other words pushing the transverses apart, one of these will elicit a
challenges When it is determined which direction challenges,(for example SL
transverse toward the sacral alar when challenged simultaneously toward each other)
the patient is then turned on his side with the lesion superior. This is in a
similar side roll position that we all have seen, and witnessed many times with poor
results. The patient is turned a little more than usual, so that the pressure thrust
that is necessary in this technique can be done readily, Position the patient
properly, with goed control and almast slightly off balance, Contact the transverse
of the superiar vertebra with the pisiform, and with almost overwhelming pressure is
moved toward the direction of the pubes. Pressure contact with the shoulder shauld
be directed superiorly and slightly backwards. The vertebral pair that may have
challenged apart is adjusted similarly but the pressure thrust is superior toward the
direction of the umbilicus. You will notice that I said pressure thrust not just
plain thrust, This is not an ordinary adjustment type thrust, but deep heavy
pressure designed to de-torque and level the disc, Do not do too much more than

basic neuro-lymphatic, vascular, light fasdal or muscular work with these patients

81



82

DISC CORRECTION OBSERVATIONS DEUTSCH PAGE 4

at the beginning of care, as the over-care can can overtreat with dreadful results,
The patient is instructed to ice the area for 10 minutes on the hour for 3 haurs,
then repeating after a few hours for as long as possible until they see you for the
next visit, They are instructed to stay in bed and have their meals there. Based on
the severity, bathroom privileges may also be withheld in lieu of bedpan techniques.
I usually try to have our patients avoid arching their backs while in bed, and
suggest using pillows around the bedpan to avoid the distortion that takes place.
While in bed I also suggest that they flex the knees to their chest, one at a time
every 20 minutes for a few repititions throughout the waking day. This slightly
stretches the muscles of the lower back and helps to maintain a goed blood supply to
the area because of the slight pumping activity, The patient is instructed to rest
in bed with pillows under the knees, and if necessary under the abdomen when

abdominal lying.

While Rebert Deutsch D Cyy now in practice and residing in Burbank, Ca. was

associated with me, we observed a phenomenon that challenged a disc lesicn when most

everything seemed clear, except pain. More sophisticated work was being done in
obtaining information on body language, yet we missed many opportunities to adjust a
vertebral segment because it didn‘t challenge. So simple, yet when it‘s sl';own to
you, it seems that you should have known it all along. Simply challenge, or TL for a
Qisc. At this point there will be no challenge because you have done much for the
patients Now have the patient perform the Val Salva reflex, hopefully without the
end result. The tested muscle will now weaken to confirm the correction that has to
be performed. You may also have the patient cough; this will react as the Val Salva
reaction (causing an fntra—dural expansion)s I will discuss the Val Salva reflex
only, but the cough may be substituted for a more violent reaction at the disc level.

Most ICAK instructors are teaching the disc technique using the respiration
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technigue, The patient is in the prone position and with inspiration the spincus and
sacrum are tractioned apart. This is a very safe method of caring for our disc
patients, An alternative is using the Cox method of disc care, or other
alternatives such as the one described in the forthcoming paragraph. The key is to
adjust the spinal segment while the patient holds a deep breath (remember the spincus
moves inferior with inspiraticn)s The adjustment is a medified disc pump. To
perform the maneuver, you place a double thumb contact at the inferior point of the
spincus of the offending vertebra, Thumbs placed inferior of the spinous, with
inspiration, and a quick thrust headward. This is done with a little more pressure
than with the respiratory effort as currently taught, After challenging, if the
muscle is still weak, thé following additional measure may be instituted. Simply
place the fingers in the same pasition as befare but, with deep inspiration, ask the
patient to bear down, this time repeating the Val-Salva reflex. The same thrust
follows and the patient is asked to exhale, then inhale to repeat the procedure for a
few times.

Thase that may own the Chira~Manis table may utilize the same prindple of Dr.
Bonyun. Find side of the wedge that 'challenges for weakness, as previously
discussed, Anqulate the table in the direction that previcusly created the weakness.
Follow the pracedure that is utilized for correction as discussed by Dr. Cox. The
same procedure may be utilized with rotation. Challenge for weakness with pressure
on one ilium, and with the opposite hand, pressure on the low lumbar spine. The one
direction that creates the weakness is the direction that the table is rotated for
the correction. Inferior pressure on the base of the sacrum and superior pressure on

the upper lumbars simultanecusly, indicates the need for traction type care.

This is another example of how other techniques can be integrated within A K, It
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also gives the practitioner the opportunity to conFirml the efficacy of another

technique using Applied Kinesiology.

# 8/15/81
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LIGAMENT INTERLINK CHALLENGE
By! GERALD DEUTSCH D. C.
ABSTRACT?
The following will describe a method to challenge the ligament
insertions for corrections using the ligament interlink technique.
This method is an alternative to the physical therapy localization .

that is ordinarily dane to check for the presence of the ligament
interlink,

The ligament interlink was developed by Dr. George Goodheart(1) and praven to be an
eFFectivé methad of controlling pain on contralateral related jointss The idea was
concieved on studies of decerebrated cats on a treadmill and relating walking motion an
contralateral sides of the animal.«(2)

:I'he following technique has been applied to hundreds of patients. It was proven to
para.llél the Findings of Dr. Goodheart’s technique of therapy localizing the
contralateral joints that are related to each other as it relates to ligament interlink,

In applying this technique that may be related to ligament interlink, I found that in cur
office the pattern of therapy localization could be cumbersome and time consuming at
times. For instance when one might therapy localize(TL) one knee and contralateral elbow,
while testing the quadriceps, or some similar teéting pattern, was found to be a little
cumbersame. I also found at times that I would like to test a spedific area in the
posterior aspect of the spine against anathgr area, or relate it to another specific joint
in the body. The therapy localization in that matter would be rather difficult for the

patient to p’erForrn and to be able to have a muscle tested at the same time,

I then felt that many of these areas should therapy localize under certain conditions.
Upon experimenting with the original prindple I found that the patient may theraoy
localize a specific area such as the knee if a problem existed in the knee, and of course

he may not therapy localize if there is no mechanical problem with the joint, If the
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patient therapy localizes to the knee in any event, we would find the prpblem to fix the
mechanics of the joint in trouble, We might treat the spipe with a subluxation or a wrist
with a carpel tunnel, and so on. However, sometimes the patient complains of pain in a
joint or a specific area troubles them. I would then have the patient therapy localize
the area of their complaint, and I would directionally challenge the contralateral
ligament structure that I may feel is relateq to the part being therapy localized, At the
same time I v;;ould test a convenient muscle, The key at this point would be to initialize
a specific challenge to a specific direction. The technique is to have the patient
therapy localize the pain point such as the shoulder, The doctor may then take the point
that he suspects to be involved in the ligament interlink and carefully challenge for
direction, or specifically pick the ligament that he feels to be involved with that

specific contralateral part. He would then directionally challenge the part while looking

for weakening in the tested muscle, The test or challenge would weaken any tested muscle

under these conditions, The doctor then challenges the hyaid, either right or left,
usually into the treated direction, If the problem is ligament interlink the hyoid will
strengthen the tested muscle if tested in a wrong direction, It should cause a weakening
once again in the other direction, One direction must weaken the muscle and one must

streghthen the muscle in order to be considered a ligament interlink. The dactor can then

challenge a ligament either using a rebound type of challenge, such as challenging the
ligament in ‘a specific direction and releasing it, following through with testing the
muscle, and/or sustaining the challenge, The type of challenge seems to make no

difference.

From that point on, the procedure is exactly as described by Dr, Goodheart in his article
about ligament interlink., The interesting part about the challenge technique for ligament

interlink is that cne dnésn’t have to have the patient place hands onto different aspects
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of the contralateral joints. It‘s possible to very rapidly search for other joints that
may be a problem. Once the‘spec:iﬁc ligament is located simply challenge the suspected
ligament directionally. Ta determine whether this is in fact a ligament interlink simply
move the hyoid in one direction or anather after the challenge has been executed. If it
is a ligament interlink either the tested muscle will remain strong or will weaken as it
should in a ligament interlink, We then fallow through as before with patient or doctor
holding the hyoid into the direction of the manipulation while the part or ligament part
is rubbed or manipulated heavily, This by no means should replace the actual therapy
localization of the ligament interlink, but could be used as a shartcut to find the
problem, Then, have the patient therapy localize as you had before to confirm the therapy

lacalization as a ligament interlink,

This paragraph is an addendum to this article, I had planned on pladng it into. our
collected papers in June 1980 but because of personal problems, I was not able to submit
the paper in time, and at that time one of our newer members Dr. E. Mladenoff(3) presented
a paper on a ligament interlink concept. He found a crossed arm pattern with the therapy
localization on the joints of the same side where before the TL pattern was not present.
Upon checking the ligament interlink with this procedure I found that the challenge
mechanism worked in the same manner simply by having the patient therapy localize tlje
original p?oblem or the area that you have suspected it to bes Then, challenging the
suspected interlink weakened the tested muscle, With this technique, we have confirmed
Dr. Mladenoff’s findings on this cross pattern therapy localization and find that this
pattern is present many times. Those that may use this technique will find it a great time
saver in the office. Because of the great variations that could be scanned using the
ligament interlink challenge technique. It will then be possible to find more difficult

ligament interlink problems.,
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THE UVULA REFLEX
By Daniel H. Duffy, D.C.

ABSTRACT: Digital pressure directed towards elevation of the uvula has been found to cause an
immediate increase in skin temperature over the sternum and may be another neurovascular control
point for the cisterna chyli. Occasionally, the performance of the “uvula lift” had been found to
negate all of the findings associated with diaphragm dysfunction, i.e., bilateral lower trapezius weak-
ness, lumbodorsal fixation etc.

Digital pressure on the glomus coccygeum coincidental with expiration causes an
elevation of skin temperature over the sternum. This connection, discovered by Goodheart is thought

to be the neurovascular point for the cistern chyli. The diagnostic maneuver to uncover this dysfunct-
ion is called (by Goodheart) ANTEROGRADE TECHNIQUE as opposed to RETROGRADE TECH—
NIQUE. The patient is tested (bilateral pectoralis clavicular) in the supine-position and found to test
normally however when the table is raised to about the 45 degree position the muscles weaken—this
weakness responds to respiration assist by the patient, (deep breath in and held) however correction
of the mastoids for inspiration assist does not negate the findings. The correction requires digical
pressure to lift the coccyx on expiration for four or five respirations. The contact point is at the
glomus coccygeum. ‘

A very chronic and debilitated patient whose main complaint was bilateral axillary
pain and fatigue with shortness of breath responded to this correction by Goodheart, however as in
all of the previous manipulative efforts on this patient by this writer, the response was shortlived and
several days later all symptoms returned. Two more attempts to correct the glomus coccygeum were
made and on the third office visit following his trip to Goodheart’s research center we decided to try
to find another connection. Previous experience with the uvula and its effect on diaphragmatic prob-
lems and lymph flow led to the attempt to check the uvula. Sternal skin temperature showed an
immediate rise following uvula lift and all of the signs of a diaphragm dysfunction were negated
which include lumbodorsal fixation, bilateral lower trapezius weakness, positive therapy localization
of the diaphragm, and the “lead effect”. On this visit the patient was taught to “belly breath”. All
patients suffering from anxiety are benefitted by abdominal breathing. The patient for the first time
ineighteen months remained asymptomacic for six weeks. Any slight hint of returning axillary pain is
negated by abdominal breathing which is a prerequisite to total relaxation in the opinion of this writ-
er. The neurovascular effect of the uvula lift was first experienced by this writer several years ago at
an AK meeting wherein Goodheart’s diaphragm technique was being taught to an advanced AK class.
A doctor suffering overwhelming fatigue and shortness of breath with a very pale and pasty complex-
ion who showed all of the diaphragm signs responded to the uvula lift and in minutes was relieved of

his symptoms and exhibited an immediate change in complexion to the typical “rosy red”,
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TMJ PAIN AND TRIGGER POINT THERAPY

By Daniel H. Duffy, D.C.

ABSTRACT: Pain related to TMJ dysfunction often yields to intermittent pressure on trigger
points located on or near acupuncture points Bladder 36, or 37. Pressure on the correct point will
usually cause radiating sensations first into the shoulder girdle, then into the head and finally the
ear and TM]. Sensations are also occasionally felt down the arm and as distal as the foot. The
intermittent thrusting into the point must be continued for as long as seven or eight minutes be-
fore results are obtained. Rate of thrust varies from 110 to 180 thrusts per minute. This may re-
quire supplemental treatment to a trigger point in the belly of the Masseter.

A BASIC RULE FOR THE USE OF TRIGGER POINT THERAPY

TPT is used to relieve any paresthesia or surface symptom and to unmask therapy localization of
an affected part. Pain, numbness, tingling, hot or cold sensations are involved and treatment of
the proper point will cause these same sensations to appear distant from the point being treated,
usually but not always, in a radiating manner from the treatment point into the affected area,
and not necessarily reproducing the same sensation as that complained of. The proper point is
treated with an intermittent pressure until a sensation is produced in the affected area or in the
direction of the affected area and is continued until abatement of the sensation. Quite often the

referred sensation becomes intense just prior to abatement. A referred sensation may not arise

for two or three minutes following initiation of the treatment. Available guides to TPT and zones

are not necessarily accurate nor complete. Occasionally the only sign of success may be change in
skin temperature over the affected area. (monitored by inscrumentation) ‘

»” &

Examples of patient response are “I feel it in my shoulder”, “my arm is going
numb”, “it’s going up into my ear now”, “it’s going into my face”, I feel like my jaw is getting
hot”, etc. Goodheart demonstrated to me how treatment of a sacroiliac joint point produced a
warm sensation behind the knee of the patient and uncovered therapy localization of a posterior
os calcis which I had previously corrected unsuccessfully. The patient went on to full recovery
following Goodheart’s correction. (patient was a champion racquetball player)

To reiterate, the key to TPT is INTERMITTENT PRESSURE that produces a
DISTANT SENSATION, preferably in THE AREA OF COMPLAINT unti<ns1:XMLFault xmlns:ns1="http://cxf.apache.org/bindings/xformat"><ns1:faultstring xmlns:ns1="http://cxf.apache.org/bindings/xformat">java.lang.OutOfMemoryError: Java heap space</ns1:faultstring></ns1:XMLFault>