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INTRODUCTION

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

Chairman

This fifteenth collection of papers by the members of the
International College of Applied Kinesiology represents 94
papers written by 49 authors.

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

25, 26, 27, 28, 1983. The authors welcome comments and further
ideas on their findings either in Dearborn or vou 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
?een under research. The papers are presented in an unedited
orm.

Pages 285 to 291 are intentionally left out due to a duplication
of a paper, so please do not think your book is missing those
pages. In the front of the book I have included a list of
supplemental tapes made by members to date. In the back of the
book I have included some blank pages in case you want to write
in some notes.

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 individual authors.

We the members of I.C.A.K. 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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LOVETTE VERTEBRAL TORQUE AND COUNTER TORQUE
Gerard E. Achilly, B.A., D.C.
Acstracc

There is a direct correlation in directionrn of a

vertedral subluxation in relaticnshir to
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Introduction

- =

Unisubluxation of 2 vertebral sesgment usualliy
demonstrates a clockwise or counterclockwise direcsional
cnallenge. 1In rare instances a straigh:t anterior or
posterior are found, but most are tne torquse variszty

In investigating the possibility of .the existance

of a torque pattern to its Lovette counctergart

e
ct
(o]
£
[}
cl
W

w

approximately forty-five patients have been =2xaminadé whc
showed a Lovette subluxztion in the lumbar and cervical

spine.

J>

11 had both subluxations on the ipsilatesral side.
No contra-lateral Lovette subluxations have been re-
searched at this time. The findings are as follows:
1. If the torque existed, one vertebra

would be torqued on one direction whilse

its counterpart Lovette vertsbra would

be torqued in the opposite direction.

(Example: If the 4th lumtar was Torgued



LOVETTE VERTEBRAL TORQUE AND COUNTER TORQUE...Achilly
Page 2.

clockwise, the 2nd cervical would be
torqued counterclockwise.)
2. The.exception to this was the atlas,
5th lumbar. The atlas demonstrated
no torquing only straight lateralization.
3. Straight anterior or posterior subluxations

were the same at both levels.

Conclusion

The existence of Lovette torque and counter torque

should be considered in correction of structual faults.

—3 3 _3
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ACCESSING THE COMPUTERS

John V.N. Bandy, D.C.

Abstract: A method for éccessing information from the
computers of the body by the relaxation of
each computer's corresponding muscles is
discussed.

In the summer of 1982, Dr. Alan Beardall shared with us a new con-
cept in his presentation entitled, "The Living Computer.” 1In his paper,
he describes four distinct computer levels used by the body'to process and
store information. He also discusses his procedures for "clearing" the
computers. In practice this has proven to be a truly valuable technique.
This paper is to discribe a technique w;iéh allows us to access the
information stored in those computers.

Dr. Beardall gives the names, location, and associated mﬁscles_to
the computers as follows: Local, K27, SCM's; Spinal, hyoid, hyoid muscles;
Endocrine, TMJ, TMJ muscles; Primary, eyes, musclesbof the eves. This
author believes that putting the respective muscles in a lengthened,
relaxed position is one way to access the information stored in each com~
puter. The technique recommended is to therapy localize the area of com-
plaint and by your chosen method; to locate and correct the related problem
until the therapy localization is negative. Then tap the area and retest;
if ic is still negative, activate the local computer by putting the patient's
cervical spine inéo relaxed extension (this can be done adequately with a
rolled towel). Then re~therapy localize the area of interest. If there is
a positive therapy localization, clear these in the usual manner. Next

the Spinal Computer can be accessed by jiggling the hyoid wﬁile therapy



Accessing the Computers....Bandy
page 2
localizing the area. The Endocrine Computer can be accessed by using a
dental spacer to increase vertical dimension and relax the TMJ muscles
(a rolled tissue, cotton roll, pencil, etc. works fine). The:Primary
Computer can be accessed by having the patient look toward maximum dis-
tance, which will "blur" everything in his visual field.

All but the Local Computer can be accessed with direction as well
as relaxation; however, this necessitates checking therapy localizations

in all directions, which is more time consuming.

y
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VISUALIZATION

John V.N. Bandy, D.C.

Abstract: Visuélization is a useful tool to relieve

symptoms and also allows the body to access

"hidden" information so that the doctor can

reach the core of the patient's problgm and

make the necessary correctionms.

Visualization is not a new technique, but it is extremely valuable

in 2n Applied Kinesiolsgy practice. The suggested technique involves
having the patient therapy localize the area of complaint and, if positive,
use preferred technique to clear it. Next, follow the instructions in
the paper entitled, "Accessing the Computers'", in this volume of collected
papers. If the symptom persists and therapy localization is negative, have
the patient close his eyes and look at the symptom, for example, with morning
sickness, ask the.patient to look at the nausea. Ask the patient to describe
the nausea, noting the size, shape, color, etc. Ask her things that require
the building of a clear three-dimensional image of the nausea. You will
note that as the patient looks at the nausea, it will change size, color,
shape, etc. Keep asking until one of three things haPpens: the symptom
disappearé; the image.gets hard to see and describe; or tﬁé image geté set,
meaning that the size, cdlor, shape stay the same. If the symptom is still
present and the image is hard to see or is set, then there will be a posi-
tive therapy localization. Clear this therapy localization using your
preferred techniques and repeat the visualization process until the
symptom is gone.

This technique has proven extremely useful in clinical practice, and

it is recommended to you.
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** THE ADJUSTMENT CF CERVICAL FIXATICNS USING CNE HAND
(BERNZCTT MANEUVER) "
BY: Dr, J. R. Bernzott

ABSTRACT:

The adjustment of Cervical Fixations using only one hand, has

prodén more effective than twe handed adjusting for the author.

This maneuver was founded like many other new methods cut of
necessity. Using the two handed method occasionally resulted
in contusions to scme part of the face, usually the nose, mcuth
or chin, when administered on my Zenith tables. Cnce the fixation
is determined to exist (for this paper we will use an upper
cervical fixation, anterior/left)., The patient i; placed prene
on the adjusting table and the following steps applied.
# 1. The doctor stands at the head of the adjusting table with
the patient prone, He or she then contacts the third
cérvical transverse process on the left side with the

thenar eminence of the index finger of the right hand.

# 2. Contact the second cervical transverse process on the

patients right side with the thumb of the doctors right hand,

# 3, With the contacts id place, rotate the patients head and
neck to the right before applying the double thrust. This
eliminates the possibility of contusions to the patients

face and has proven to be just as effective for this author.
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REACTIVE FIXATIONS
Robert M. Blaich, D.C.

February, 1983

ABSTRACT

Several unique observations, relative to the nature of spinal fixatioms,
are described along with a new concept called reactive fixations. It is

of interest that if the gait points on the feet are being activated, a
"normal" fixation is revealed by the associated bilateral muscle weakness
in the clear. If the gait points are not being activated, the actual
fixation area may not be revealed by a bilateral weakness of the associated
muscles, but by a reactive weakness of another set of fixation-related
muscles. Implications of this are described, as well as efficient testing
and correction procedures for the aberrant phenomenon.

INTRODUCTION

Spinal fixations and their relatiomship to bilateral muscle weakness was first
described by Goodheart.1 Procedures for identifying and correcting fixations have
become widely used in the practice of applied kinesiology, and are fundamental procedures
used -in the -treatment of musculoskeletal disorders.2 Fixations have been further de-
scribed in the collected papers of the ICAK by the following: Allen3, Bernzocc4,
Deuﬁschs, Durlacher6’7, Evansa, Gleesong, Jackowskilo, Pastorell, Powelllz, SannalB,
Schmit£14’15'16’17, Wieczorekls. Certain observations regarding the nature, interaction
of, and treatment of fixations are described here.

The intent of this paper is twofold: 1) to point out some new observations

relative to the nature of fixations and how they affect the function of the human body,

2) to present an effective clinical approach to the diagnosis and treatment of reactive

fixatious.
OBSERVATIONS AND DISCUSSION

It was observed on numerous patients that certain activities would recreate a '
structural fault. One example was a basketball player with a recurrent AS ilium,
posterior ischium, that occured from playing basketball. Initially, this patient
exhibited a bilateral gluteus maximus weakness which had been corrected by treatment

to the upper cervical fixation. Adjustment to the sacroiliac joint produced normal
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function here. On subsequent visits, there was a recurrence of the AS ilium, and an
attempt was made to understand what musculoskeletal weakness allowed this distortion
to recur. The gluteus maximus muscles were then strong in the clear, and were even
checked with the head and neck in maximum extension, allowing for the fact that a
basketball player's head is frequently in this position while grabbing for rebounds
under the basket. Even with the head in full extension, the gluteus maximus muscles
were strong.

My next consideration was that possibly the arms up, while grabbing for rebounds,
also could contribute to the postural distortion. However, the lower trapezius muscles
(which would be active in this position) were strong in the clear. It occured to me that
perhaps there was some "reactivity" involved where one set of fixation-related muscles
could then weaken another set of fixation-related muscles. Based on this idea, the left
gluteus maximus muscle was tested immediately following a test of the lower trapezius
muscle, and the gluteus maximus muscle was found to be extremely weak. The same was the
case for the right lowér trapezius muscle and then the right gluteus maximus muscle tested
in sequence. Since the gluteus maximus weakness was only apparent following contraction
of the lower trapezius muscles, it seemed that the problem was inherent in activating
the lower trapezius muscles. In an attempt to change this '"reactive" pattern, intuition
said to adjust the thoraco-lumbar area as if there was a usual fixation, which would
normally produce weak lower trapezius muscles. After adjustment to this area, the
sequence was now abolished such that gluteus maximus were strong following contraction
of the lower trapezius muscles.

The idea that perhaps there is a reactivity among fixations seemed to make sense.
Proceeding to test many patients for reactive sequences in the fixation associated
muscles, a wide variety of combinations were found. The reactive weakness of one set
of fixation muscles is consistently corrected by adjusting for a fixation at the spinal

level associated with the first set of muscles which was contracted. This continues to

3
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be-an effective office procedure, which enhances the correction of fixations and greatly
decreases recidivism of fixatioms.

A practical way to utilize this information is to consider the most probable
weakness a patient might have for a particular structural distortion or problem that
develops during activity. If these muscles are not weak in the clear, test other
fixation-related muscles first, and then test these muscles much as you would if }ou
were looking for "reactive muscle" combination.19

A second set of observations involved plaging lead over different fixatign levels
on the body. In the example mentioned above with the basketball player having an "upper
cervical fixation" reac;ive to a lower‘thoracic fixation, it has been observed that

placing a piece of lead over the lower thoracic area will also reveal.a bilateral gluteus

maximus weakness in the clear without first contracting the lower trapezius muscles.

"It is also interesting to note that placing the lead over the upper cervical vertebrae in

this situation reveals a bilateral lower trapezius muscle weakness in the clear. However,
correction to a suspécted upper cervical fixation does not abolish this pattern, whereas
adjustment to the lower thoracic fixation area does abolish the pattern.

It is interesting to note that placing lead over a "primary fixation area', as
defined here, (the lower thoracic area in the example above) causes all gait points on

the feet to be active. In the example above, if you simply lie the patient supine with

.a piece of lead over the 1lth, 12th thoracic first lumbar area and test the patient for

gaitszo, all g;its wili be active and test weak in the cleér. With the lead over the
upper cervical area, in this example, the gait muscles arevstrong.- This demonstrates
a rather interesting relationship between fixations and gait, and is in conjunction
with Dr. Goodheart's observation, reported in 198121, that gait points on the feet are
often correcteﬂ by elimiﬁgting fixations that showed up with eyes into distortiom.
After correction of the lower thoracic fixation (sameAexample), lead placed here no

longer causes a weakness of the gait related muscle groups.
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Another set of observations supports the idea of testing a patient in the standing
position. In the same example of the basketball player above, if we were to test that
patient standing, the lower trapezius muscles would be weak in the clear standing, but
not sitting or not lying prone or supine. Therefore, the "primary" fixation, which
requires correction, is revealed by a standing test. An interesting correlation is
that this is not due to actual "weight bearing', but is in fact due to activation of
the gait points with the foot's contact on the floor. If you test this patient's

lower trapezius muscles with the patient prone, they will be strong as mentioned above,

3
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but they will be weak if another person contacts the gait points on the feet of the patient. ”1

So another way to locate an area of 'primary" fixation which may be causing other secondary

or reactive fixations is either to test a patient standing, or to have a third person
contact the gait points on the feet of the patient while you test the fixation-related
muscles.

To illustrate another useful procedure for evaluating a patient with recurring
fixations, we will use an example of a recurring upper cervical fixation. 1) Test
the gluteus maximus museles. Since they are weak, correct the upper cervical fixation.
Gluteus maximus muscles are now strong. 2) Either: a) test deltoids and then gluteus
maximus, lower trapezius then gluteus maximus, popliteus then gluteus maximus, etc., to
determine if another fixation area is "feeding in" irritation to the uppef cervicals
which then lead to the fixation here and bilateral gluteus maximus recurrence. Note
that it seems to be sufficient to screen for the problem by testing the muscles on one
side only. If another fixation-related muscle causes a 'reactive'" gluteus maximus
weakness, correct for a fixation at that spinal level. b) Using a piece of lead, place
the lead over the lower cervical area and test a gluteus maximus. Place the lead then
cervical-dorsal and test a gluteus maximus. Place the lead at any area through the
dorsals where a fixation is suspected. Again test the gluteus maximus. Place the

lead over the lower thoracic, test the gluteus maximus. Do the same with the lumbars,

1
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lumbosacral, left and right sacroiliacs, and sacrum. If any weaknesses are found,

simply adjust for a fixation at the level of the lead, and recheck by placing the lead

over the vertebrae and testing the gluteus maximus. The gluteus maximus should now be
strong. Frequently, several other fixation aréas are observed to recreate the evidence
of the upper cervical fixation. It is also interesting that many lumbo-sacral fixations
are found in t his manner, which would not otherwise have been exposed.
CONCLUSION

It is the opinion of the author that these observations are valuable on an
academic basis, giving information about the relationship of gait points and spinal
fixations, as well as the effect of lead placed over spinal fixations. The obser-
vations have also contributed to the development of several simple procedures which
have greatly enhanced the rapid and effective treatment of fixations. To date, these

procedures have been performed on several hundred patients, with. excellent results.



14

10.

11.

12.

13.

14.

15.

16.

George J. Goodheart, Jr., "The Fixation Vertebral Pattern," Digest of Chiropractic

Economics, Vol. 16, No. 1 (Detroit: Chiropractic News Publishing Co., Inc., July/

August, 1973)

David S . Walther, Applied Kinesiology, Volume I, Basic Procedures and Muscle Testing,
Systems D.C., Pueblo, Colorado 1981, pp 69-83

Michael Allen, ''Some New Fixations'", Collected Papers of the Members of the
International College of Applied Kinesiology, Winter, 1978, ppl-6

John Bernzott, "Spinal Fixation Study", Collected Papers of the Members of the
International College of Applied Kinesiology, Summer, 1976, pp. 129-30

Gerald Deutsch, "Detection of a Movement Subluxation'", Cnllected Papers of the Members
of the International College of Applied Kinesiology, Summer, 1979, pp. 65-68

James Durlacher, '"Micro-fixation of Dorsal Spine'", Collected Papers of the Members of
the International College of Applied Kinesiology

James Durlacher, "Fixations'", Collected Papers of the Members of the International
College of Applied Kinesiology, Summer, 1982, pp. 93-4

Edward Evans, '"One More Fixation, Innominate Sacral Fixation", Collected Papers of

the Members of the International College of Applied Kinesiology, Summer, 1980, pp. 207-8 7

Rod Gleeson, "Fixation Palpation'", Collected Papers of the Members of the International

College of Applied Kinesiology, Winter, 1981, pp. 191-2

Lorin Jackowski, 'Postural Effect on Fixation, Subluxations, and Lymphatics",
Collected Papers of the Members of the International College of Applied Kinesiology,
Summer, 1976, p.119

Joseph Pastore, 'Findings of Movement Subluxation as Related to Cervical Fixation",
Collected Papers of the Members of the International College of Applied Kinesiology,

Summer, 1980, pp. 387-92

James Powell, "The Sacral Subluxation/Fixation", Collected Papers of the Members of
the International College of Applied Kinesiology, Summer, 1979, pp. 243-6

Julius Sanna, "General Fixations of Spine and Correction", Collected Papers of the
Members of the International College of Applied Kinesiology, Summer, 1979, pp. 267-70

Walter Schmitt, "An Explanation of the Muscle Weakness Patterns Associated With
Vertebral Fixations of the Upper Cervical and Cervico-Dorsal Regions", Collected
Papers of the Members of the International College of Applied Kinesiology, 1973-75,

pPP. 287-90

Walter Schmitt, "Vertebral Fixations Which Mask Other Structural Faults'", Collected
Papers of the Members of the International College of Applied Kinesiology, Summer,
1976, pp. 121-28

Walter Schmitt, "Dorsolumbar Fixation Masking the Need For Hydrochloric Acid
Supplementation', Collected Papers of the Members of the International College
of Applied Kinesiology, Winter, 1976, pp. 115-18

—d 3 3 __3 _ 3

3 __3 ___3

“




3

73 "3 3 T 3

3

3 —3 3 ~—3

3

17.

18.

19.

20.

21.

15

Walter Schmitt, "A Possible Explanation of the Mechanisms of Iliac Fixations and
Sacral Fixations', Collected Papers of the Members of the Intermational College
of Applied Kinesiology, Summer, 1978, pp. 277-82

Stanley Wieczorek, "Fixations - A Triad of Threes", Collected Papers of the Members
of the International College of Applied Kinesiology, Winter, 1981, pp. 387-94

David S. Walther, Applied Kinesiology, Volume I, Basic Procedures and Muscle Testing,
Systems D.C., Pueblo, Colorado 1981, pp. 165-169

David S. Walther, Applied Kinesiology, Volume I, Basic Procedures and Muscle Testing,
Systems, D.C., Pueblo, Colorado 1981 pp. 157-163

George J. Goodheart, Jr., Presentatlon to the Intermational College of Applied
Kinesiology, May, 1981



T3 T3

17

A BOOK AMD PROCEDURE REVIEW
OF

FURDA BIO-CHEMICAL BIOPSY
BY

JON R. BLOSSOM, D.C.

ABSTRACT: Experience indicates that the subtle molecular changes illumi-
nated by the Biochemical Biopsy method provides extremely valu-
able information related to the presence and staging of the
disease process. As such it can be used for early detection
and as an indicator of therapeutic effect. The application in
Applied Kinesiology is obvious as it can give us an additional
tool to verify and compare our findings. This can be done both
at the outset and during the progress of the disease or thera-
peutic effect.

Changes in molecular patterns are the fingerprints of all disease
process be they preclinical or advanced. The various tésts used to achieve
the interpretive observations are explained to the best of their ability. I
hope this information will stimulate further thought by physicians and the
result ‘will be improved care for their patients.

‘At the present time the Biochemical Biopsy procedure makes use of
carefully standardized electrophoretic methods, colorimetric studies, atomic
absorption spectroscopy and hematologic studies. The total method is devised
so that it provides its own system of checks and balances against both inter-
pretive and technical error.

'No evaluation is made.on the basis of a single test. All test
results are confirmed or refuted by at lease one other lab procedure. Inter-
pretation relies heavily upon patterns of change in molecular characteristics
rather than upon ;bsolute values, although these quantitative results are

computed and taken into consideration.

-1-
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Page 2 - Book and Procedure Review
"Furda Bio-Chemical Biopsy"
Jon R. Blossom, D.C.

A simple example of this interpretive technique is in the use
of the serum protein electrophoresis and CPK isoenzymes in the discovery
of early and non-symptomatic heart disease, at a time when the electro-
cardio-gram may be essentially within normal limits.

With this knowledge the physician can design a therapeutic

program for the patient aimed at the aversion of further heart muscle

tissue destruction. The effect of the therapy can be monitored by doing

serial rechecks. In addition, the other parts of the Biochemical Biopsy,

which have been completed concurrantly, will very often illuminate a more
primary cause of the heart problém, such as lipid metabolism, inflamatory
processes, etc.
Conclusion: We have used the Furda Blood Biopsy test over the past 3
months with a variety of cases. These cases ranged from
post chemotherapy, neoplastic disease, arthritis, thyroid
and liver disease and for routine screening of vague object-
ive and subjective findings. We have found Furda Bio-Chemical
Biopsy to be of the most significant and accurate analysis I've
used. I recommend it highly to all whole health kinesiological
practitioners. You may obtain copies of the full Furda report

and explanation by writing the address enclosed on page 12,
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Biochemical Biopsy (TM) provides valuable information in many
pathological problems. A high degree of accuracy and relability
has been established in areas listed below.

1. NEOPLASTIC DISEASE:

a. Early identification (before clinical evidence is seen).

b. <Continued neoplastic activity (post treatment).

¢c. Presence and location of metastic lesioas.

d. Presence of secondary tissue necrosis.

e. 3Specific identification of: Sarcoidosis, Multiple
Myoloma, Waldenstroms Macroglobulinemia, Lymphosarcoma, and
Lymphatic Leukemia.

2. HEPATO-BILIARY AND PANCREATIC DISEASES:

a. Staging of liver disease (acute, subacute, chronic).

0. Fatty metamorphosis of the liver.

¢c. Liver necrosis.

d. Metastatic liver neoplasia.

e. Allergic and toxic cholestasis.

f. ZInfectious monoucleosis.

g. Biliary tract disease (primary, bholecystic. and hepatic).

h. Hepatic hypogammaglobulinemia. |

i. Pancreatitis, staging (acute, subacute, chronic)..

3. AUTOIMMUNE DISEAFES:
a. Staging aé active, in remission, and preclinical.

b. Latent auto immune cases which may be activated by
estrogenic compounds or other chemical "triggers"”.

c. Rheumatiod arthritis (independent of the R.A. test results).
d. Disseminated Lupus Erythematosis.

. Dermatomyositis.

4. CARDIOVASCULAR DISEASE:

a. Acute myocadial infarction.
b. Extensions of Myocardial Iafarction.

~»
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c. Neuromusculoskeletal problems which mimic cardiac pain
(disease). ‘

d. High output cardiac decompensation.
e. Secondary passive congestion of the liver.

f. Early coronary insufficiency and/or myocardial
depolarization.

5. DISEASES OF THE NERVOUS SYSTEM:
a. Cerebrovascular thromboembolic phenomena.
b. Intracranial hemorrage.
¢c. Brain abscess.
d. Brain neoplasm (differentiated as primary or secondary).
e. Cord neoplasm (differentiated as primary or secondary).
f. Amyotrophic lateral sclerosis (ALS).
6. RESPIRATORY DISEASES:
a. Etiology of Chronic Bronchitis as:
(1) Bacterial.
(2) Viral.
(3) Allergic.
(4) Toxic
b. Emphysema. : ;
c. Black lung disease.
d. Pulmonary embolic phenomena.
f. Tuberculosis, lung.
g. Histoplasmosis, lung.
7. TISSUE NECROSIS AND INFLAMATION:

a. Presence of necrosis with identification of the organ
system involved.

b. Abscess (silent, chronic, subacute and acute).

c. Differentiate inflammatory etiology as:

-4-
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(1) Bacterial.

(2) Macroviral.

(3) Parasitic infestation.
Tuberculosis (extra pulﬁonary).

Histoplasmosis (extra pulmonary).

8. GASTROINTESTINAL DISEASE:

a.
b.
b.
d.

a,

Peptic ulcer.

Ulcerative colitis.
Irriéated bowel syndrome.
Regional enteritis.

Intestinal parasites (general dx, specific dx not

1d=nt1¢1ed by Biochemical Biopsy).

f.

g.

Protein-losing enteropathies.

Functional versus organic enteropat hles.

9. AMYLOIDOSIS:

a,
b.
C.

d.

Liver.
Kidney.
Stage of involvement.

Degree of organ dysfunctibn.

10. GENITO-URINARY DISEASE:

a.

Nephrotic syndrome to include stage of involvement and

degree of dysfunction.

b.

Prostatitis.
Bladder infection.
Pelvic infection.
Saléingitis.

Cervicitis.

11. SYSTEMIC HYPERSENSITIVITY REACTIONS:

-5-
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12,

by:

3.

14,

a. Positive identification of the process.
b. Specific identification of:
(1) Penicillin reaction.
(2). Hydrocarbon toxicity.
(3) Alcoholic toxicity.
ENDOCRINOPATHIES:
a. Thyroid dysfunction, disease and/or tumor.
b. Adrenal dysfunction, disease and/or tumor.
c. Pituitary dysfunction, disease and/or tumor.
d. Propensity toward vasculitis which may be precipitated
(1) Estrogenic compounds.
(2) Contraceptive pills.
(3) Pregnancy.
e. Prediabetic condition.

HEMOLYTIC DISORDERS AND ANEMIAS:

al
b.

C.

DISEASES OF LIPID METABOLISM:

a.

b.

Pernicious anemia.
Megoblastic anemia due to Folic Acid insufficiency.

Anemia due to iron insufficiency.

Lipid phenotyping for genetic lipid disorders.
Hyperlipidemia due to:

- (1) Liver dysfunction and fatty metamorphosis.

(2) Pancreatitis.
(3) Hypothyroidism.
Lipoid nephrosis.
Gaucher's disease,

Glycogen storage diseases.

—3 3 3 -3 3 __3 __3 __3
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