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INTRODUCTION

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

Past Chairman

This seventeenth collection of papers by the members of the
International College of Applied Kinesiology represents 68
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
21st, 22nd, 23rd and 24th, 1984. 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 individual author.

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.

Abstract

There is a direct correlation in direction of a

vertebral subluxation in relationchip to its Lovette

counterpart.

Introduction

Unisubluxation of a vertebral segment usually
demonstrates a clockwise or counterclockwise directional
challenge. In rare instances a straight anterior or
posterior are found, but most are the torque variety.

The possibility of the existence of a torque pattern
to its Lovette counterpart has been under investigation for
approximately one year. Certain conclusions determined by
the author's research paper of the summer of 1983 was not
entirely, totally valid. Since that time, a large number of
subjects have been tested for the torque clockwise and

counterclockwise torque to its Lovette counterpart.



Discussion

A large percentage exhibited Lovette subluxation on
the ipsilateral side. The remaining showed Lovette subluxation
on the contra-lateral side.

The findings are as follows:

1) A subluxated vertebra may be torqued clockwise
or counterclockwise.

2) The Lovette counterpart, whether on the ipsilateral
or contra-lateral side could be torqued also, either in the
clockwise or counterclockwise direction, not necessarily in
the same direction as the original subluxation.

3) The Lovette subluxations can be both torqued clockwise
or counterclockwise, one Lovvette subluxation could be torqued
clockwise and its counterpart torqued counterclockwise or

vice versa.

Conclusion

The existence of Lovette torque and counter torque

should be considered in correction of structural faults.
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BOME MEW FIXATIONS

Michasl 0. &llen, 0.0, H.0.

-

jnl)
indicates a Fixabion between L2, 3, 4y €3, 4 &g
wir and the THI, respectivelyv.

AESTRACT:  The purpose of bhis paper is  to  show Fouy  new
shrudcbural Fixabtions. & hilatsrally hypokinetic
oiviformis, aguadraceps, btensor  fasoia lata - sarborius

TL

’L-r 1-—1

T{DN"

YﬂlD”DH“ peaen shown bthat placine a black clobh aver
i g 7 patisnt can elicilt structural fizations. i)
U:xnmwnnu11u Lhiis hest would indicate Gthe existence of struchural

-~

rixations with noe othey supporso.,

sy A

I began Yo oask savssld Af thers were other structural  Filzavion
indicators  bthat had not been found velt, and where they were. 0
anawer  my  qguestion, I condoucitsd an examination to see - if  any
shructural  Fixabions existed other than he ones already

:LdbLl;hed" The results of preliminarvy Lesting indicalted bthat
Li whe fixabtion indicators had been found.

This wasn’t logical. How could all the structural Fization
Ladicabtors be found i+ A screening test said thera were more?
Clinical persistence demonstrated several more fixation locations.

i

e key to why the obther structural fFixations had not shown  wp
praviously was given in Dr. Desal's a paper enbitled, "“"Body
Priovities as Demonstrated by a Deatal Splint®. ({2)Y This paper
helped me understand the blindFPold test move fully.

The structural fizabtions had been "hidden" by the body; they uere
out of sequence. Something elss had to bes done first. Once the
problems of higher pricovity were cleaved., the following structural
Ffixations became apparent and corrsctable.

PROCEDURES

BILATERAL HYPOTONIC PIRIFORMIS -—- L2, 3, 4 FIXATION
Whenever one muscie on ong side of the body is hypotonic, and ths
same muscle on the opposite side is also hvpotonlc, there 1= =&

structural fixation. The gpecific ATRaAs have hazen wall
documented.

The usual Chiropractic sractice is made wp of B804 low back paing

fiteE N Wi th prostatitis, and women with wenstrual disorders.
Fertility problems —-— more properly infertiliby -- may be a reason

S0OME NEUW FIXATIONE P AGE L



Hfaroa man and/ov o2 woman to saek Chivopvaclkic The sympboas
fimsys D orssenit visih after visic.  Theraow 13"" Tation raveals
sobhrlag  unwsual  and  svevyihing which was locaved and corvected
previousiy. has rsmailned corrscbsd.

e pregsnce ofF A nypotonic piriformis auscle Bilabterally

lndicates an LE; F. A4 Figation.  Sincs bthe bhird lumbars  neree 1z
and the piriforamis
B

Ghe  mailn nervous supply Lo the sex avgans 4),

muscles  lis  on the pericardium meridian, it amad logical o
S hk Ehe verbtebras azsociabted with the specific nervve to  bhe
SVGAn T3 muEc e,

3 positive correlation has been Found %Yo exist in svery person
. Also, the Fizabtion sesas bo be PFound mors ofbher dn women
Ehan mena

G

oo corvsction and Lo wmanipulate vdingly.  Go bhack and  rachsck

she piviformis muscles after cov ion.  This is a wevv imporbant

shep because several btimes one pilviforsis muscle will remain

nypotonic while the other one tests strong. This indicates the
Fovr the propey nubritional supplamentation.

e naxt step is Lo challenge the ”wr*@hrnﬁ Lo find the dirvection
v

i1

it the exgisbtencs of Lhis +Fizxation is auspeched, but  the
bilaterally hypobonic piviformis is not found in the oclear, check
the priority mechanism. Lt is possible +that the arsa was nob
=zady to be fixed vetl.

BILATERAL HYPOTONIC QUADRACEFS FEMORIS - O3, 4, 3 FIKATION
Tewlhing the quadraceps Femoris (raobus divisiond with the patient
suUpine. a Dilateral hypotonicity indicates a fixabion belbween the
O3, 4. and 5. This #ixabtion mavy be a conbributing +Factor Co
Zympboms Sf migraine  headaches, sore throats, chronic  knee
problems or obher arsas of structural relation.

The proper hechnigue of testing., challenging, covrecking, and
rachacking, should be Ffollowsd strickly and special attention
should be paid to priceibties.

BILATERAL HYPOTONIC TENSOR Fa&5CIS LATA ~-  Tii, 132, L1 FIXATION

Ong of the primary requivements of health is & «<lean colon. I
this organ iz sluggishly working and congesbed, it cannot possibly
work at its mtimal  level resulting in an  accumulation of
Coxicity. An apen  dileocecal wvalve and constbipabtion are two
sympltoms of an abonic colon.

a4 bhilateral hvpotonic venscr fas
hyetween the Tll. 12 andg i-l. The
this case as in the cases above.

1

ia lata indicafes A Fixzabion
same sbeps should be Poll wed in

it
Wi

SOME MEW FIXATLONS ~--PAGE 3~

—3

- 5 __3

5 85 _1



—3 T3

—2 73 ~773 73 T3 73 T3 73 773

—3 ~— 3 3

3

—3 13 73

stuydied, all vesponded ifammediately bto the covvection
o4 on o and o dats. onlv oong needsd o be done 2 second
e, (Prabably becauwse 1T was corvecbed oot of senquence.

in bthe case of the piviformis. bthe tensor Fn%ria lata sometimes
s & wnilateral weaknezss atter correction or on subssaiuant

wisits., Thisz indicabss the need for nubritiona: supolemenbabion.
Having  the normal function re-establishaed, ©the colon can  work
=tvonger, and balanoceg Can be rastored o the pelvic structure.

ATLATERAL HYPOTONIC SARTORIUS -~— THMI DYSFUNCTION SYNDROME

This strucsural fixation is the excepbtion to the general rule Lhatb

pilatavral muscle hypotonicity indicates a stGructuvral +Fixation.
nRye ars two veasons.  First, it indicates a fization someplace
ther than a verteoral level. Second, the corvection is =made %o
oft tissue ralther than bone.

-Jl t.— --K i

A Bbilateral hypotonic sartorius indicates adwrznal  insufficiency.
It also indicated a structural Ffization in  the THJ. The wsual
methods of neurolymphatic, naurovascular, acupunchbture, nutvrition,
gho., ave all of supportive valus but many times the patient
srperiances no o2vmanent relief of the symphoms,

The TMJ is the primary joint in bthe body (&7, I+ it 1is out of
balance, the whole body will be out of balance. It has bheen
patimated that 50 to A47% of the nervous svysham is controlled by
the THMJ.

danipulation of the spindle fibers in the @xternal opterygoides
bilaterally., results in sartorius strength. As mentionsd  above,
1# bhe procedure is done in the proper sequence, the TMI remaing
carrected upon subsequent visits.

The patient should be instructsed to follow "the rule of Lhumb".
This rule sawvs Lthat you should not open yvour mouwth any wider than
the width of vour thumb for 10 to 14 days to allow healing *to
occur. This helps avoid repeabed strain of the TMY musculature.

In Dv. Deal’s 1978 paper, the results of his best with a removable
acrylic dental splint are presented along wibth ites application.
This paper presents the indicator its need.

CONCLUSION:  The blindfold test is wvery valid as an indicator of
fixationg in the bodv. Tz dimporiance has been substanbiabed, and
it has lead us to the development of the body’s prioriby
FEQUENCRS.

The muscle tests outlined above will add to the doctor’s ability
o  effectively btreat Lthe patient. New arsaz  of structural

SUME NEW FIX&TIONS ~—~PAGE S-—



iasvolwenent e evaluatad  anc bysatsd bto help eslisvs the

satlent ‘s pain andg veburn o balance guicker.

I have found bthat 16 iz most ivae o ocheck  bhe T -~ bwv
beating  swhe  sarbtorius musclszs - at the oubest of the Yreabtment,

with # centering and swiboching. Lo see if bhevy  should be
@d abt that point. Correcting these areas alt First, and in
Theilr proper oviority,. i3 significant since they cowld alleaviake
mompensatory auscle weaktnesses initially, theveby showing primary
sHe5 anly.

soove  all.,  always Follow  the priorvibty mechanism  #or  corvrect
i cation of your &K resulits and Lreatment.
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THE BODY KNQOWS -- ASK I
_.....b y........
Michael D. Allen, D.C.., N.D.

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

ARSTRACT: The purpose of this test is to more fully understanding the
priority mechanism dictated by the body. It is used with the corvection
of those problems elicted by Applied Kinesiological methods of

diagnosis.

INTRODUCTION: In the summer 1978, Dr. Deal presented his paper
entitled, "Body Priorities as Demonstrated by a Dental Splint". In that
paper, guide lines were established for correction of the symptoms
presented by the patient. When the priovities wevre followed, the hody

appeared to say, "FIX ME NOW", or "FIX ME LATER".

The advantages to following this priority sequence:
1. Distinguish between cause and effect:
2. Find the problem and fix it faster:

3. Watch the process of "unwinding" from disease.

THE BODY KNOWS -~ ASK IT PAGE 1



PROCEDURE: The 1978 papev on priorities is still effective. The
information is presented below. Let us review the sequences to the
procedure. A primary lesion will:

1. Be weak in the clear )

2. Therapy localize ) these may be one in the same

3. Respond to inspiration assist.

SPECIAL NOTE: Numbers one and two above may be the same in some cases -
- the illeocecal valve is an example. You could check the illiacus

muscle +for weakness in the clear, and therapy localize the valve avea if

vou choose.

Tuwo additional steps have been added for further evaluation of the

problem. They ares
4., The indicator muscle strength will not change when
the patient is pinched; (NOTE: The pinch cannot
be directly over the area being therapy localized.
See explanation below.)
5. lateralization of the eyes will not change the

indicator muscle strength.
The secondary or compensatory area might follow most of these steps, but

not all of them. 1t is considered that the secondary area is a result

of the primary cause.

THE BODY KMNOWS -- ASK IT PAGE 2

3

IS I |

3 1

-



3 73 T3 T3 T3 T3 T TR T3 T ——y

3

Test a muscle which is related to an area in question. If the muscle is
hypokinetic, go to the related area, and therapy localize it using a
strong indicator muscle. If the indicator muscle becomes hypokinetic,
have the patient take a deep breath. If the indicator muscle now
strengthens, pinch the patient -- anyuwhere except over the arsa being
therapy localized -- thle the patient is therapy localizing the area
with a held breath. If the indicator muscle remains strong, lateralize
the eyes to the dominant side -- keeping everything else the same -- and
retest the indicator muscle. If the indicator muscle strength remains
unchanged, the area in question is the next one to be corrected: it is

considered the primary problem.

The purpose for the pinch is to invoke the Melzack-Wall "gate-control"
theory of pain. The instantaneous insult of a slight amount of pain
closes certain nerve gates and opens others. This allouws the examiner
to guestion the nervous system relative to its ability as an error

COMPRAYrer.

If the indicator changes from the above, this would mean that a
secondary or compensatory area had been isolated. Continue looking for

a primary lesion; continue along the same line of thinking.

It is necessary to define some terms used in the priority sequence.
These terms make it easier to document the progress in the patient’s
chart and to understand the sequence of correction. It may not be clear

at the outset, but Qvactice will bring about understanding. Each term

THE, RAQY KNOWS ~- &SK IT oe 4
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has been given a shovrithand designation for the records.

1. A primary-primary lesion (17172 == Aall vulas apply

and the body says, "FIX ME NOW".

2. A secondary-primary lesion (2°17) -- The last sbtep

e Ehe eve lateralization -- makes the previously

=hvong

ZAYE,

indicator muscle appear hypokinetic. The body

UL ARE ONM THE RIGHT TRACK".

3. A primary-secondary lasion {1’27y == The indicabtor

muscle strength does nobt change with ingpirvration or

o any challenge above that. The body now says,

NETY HME

LATER".

4) A secondary-secondary lesicn (2727) -- This lesion

is the one found only when the area in gquestion is

therapy localized, or shows up when the pinch alone

iz wsead.

The body says, "WAKE ME UP LATER, I°M STILL

SLEEPING".

One of the lesser lesions (from the secondavy-primary to the secondary-

secondary lseion) may become a 1717 lesion AFTER the oviginal 1717

lesion has been covrected.

A majority of patients seem to have a catagory I on the left side that

needs traabting.

It appears that a pelvis lesion continues to exist and

the pelvis is not lesion-free until a catagory I is elicted as a Ticad. -

lesion and corrected. Alzo, kesp in mind that the catagovy I may be

present as a compensation to a more complicated series of manipulations

THE BODY KNOWS —- ASK IT

PAGE 4
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leading back to anothaer catagory I. This 1% very comman.

To make sure YOu are finigshsed with the pelvis after raduction of a
zatagory I, pinch the patient while therapy localizing to the catagory I
araa.  I[f a strong indicator remaing strong, the low back is stable.

CASE STUDY
BOB, 44, MARRIED, WRITER

Bob iz lying prone on the table. MHis hamstrings test Fing on both
zides. He has therapy localized to the PSIS bilaterally. Nothing shows
Mp.  He is pinched on the thigh. Retesting the hamstrings now alicites

a catagory I,

Keeping this in mind, the body has told ue +o look elsewhere for the
primary lesion. It could be anywhere, but since a catagory I is Lhe
last prablem to be corrected in the Pelvis, we continue the examination

in that aresa,

A% we therapy localize cther areas, we find a pelvic flare exists on the
right as well as a sacral inspiratory asslst, and a posterior ledt 13
lcatagory I1D), which responded to the deep breath, but created z

hypokinetic hamstving with the pinch.

PAGE 5
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Sipoe the #acrum rasponded Lo inspivation =~ and the calbagory TLL failed
e pinch peal (27 17y —oowe Follow the sacrum te Find the pyimary

lesion. The next ahep is Lo see if the indicator muscle ohanges mith

bhe application af the rest of the priovity rulas.

ifi

Kmap the patient’s tharapy Toealization to the sacrum. Have him baks a

deap breath, and pinch him on the thigh. fhe pinch does not make the

a3

strong indicator muscle changé.

We are on the vight track bo the primary-prinary 1esion. MNext, Bob
lateralizes his eyes Lo hiz dominant side. The strong indicator Mol e
roamains strong. This is the primary-primary lesion (17 17¥. Me covvrect

it with the vsual procedures.

The pelvis is again evaluated for the presence of the pelvic flarve and
rhe catbagory LIl The pelvic flare remains bthe same, hult bhe catagory

11T has changed.

The posterior left L3, which previously responded to ingpivation, tells
s it is to be considered next. The indicator muscle now shays sztvong

s fter the pinch. Now Ehis ig the P iLmary=pyLmaey legion.

Correction of the cabagovy 111 fixed the pelvic flare. This tells u=
hat the pelvic flare was a secondary-secondary lasion £V 3y NGw e

recheck for the cabagory I. I% has become a 1717, and 1% raady bto b

carirected.

THE BRQQDY ;
. KNCHI S
W SRR BT

PAGE 4
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AR e gy e A JR . 1
AFter correction of Lhe catagory I, tha FSI8 ars again Lhevap
= L I e DR T [y

locald ey i e ; .
#lized, and the patient s pinched to see ¢ anything else —_———
= .!.: . . i )
Wwith vegard to the low back. Since this revealed nathing new, the

Pralvis s considered to bhe shablea,

"'.:1'_ { i 4 A p ol 1 i

Keep in mind that Llye PrVimary lesion could be quite remote fram the
Lompansatory lesion. When the Primary lesion is Found, its location
o omes VEry logical in the s&quence of "unwinding" back inte a state of

e
PERsEe,

DISCUSSION:  When the above procedurae is fallowad pProperly, the body
Will direct vou when ko correct a given area. a4 primary-primary lesion
wills
1. Have a strong indicator muscle remain strong
when a patient takes a deep breath and holds
it while,
Zo  Therapy localizing to the area in gquestion.
4 The patient takes a deep breath and holds it
making an indicator muscle’s strength change,
4. The patient is pinched by the examiner. If the
muscle strength does not change, then
3 Have the patient lateralize their evas to the
dominant side. If there is no change in the

indicator muscle strength, then this is the aves

‘ i PAGE 7
THE BODY KNOWS == ASK I7

/
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to covvach nmxt —— 1t 18 by primarywpvimary Lomeion.
Pl .. L (3. W B ot £

IR P o e e snn - - .: | (‘."
In light of the shave text, 1t has haen chserved phalt Faults which havy

- " . vy foe oy o b % .;.:- i a-l
3 respiratory sesist mechanism naed Further pyaluatlion. Lf A oranid
it shauld only be caorreched if 1T
: s, f iralc aasist cranial
maabs the above standards. Ln other words, an sxpiratory muslest CYARNLE
frult iz viewed as & macond BTy proablemn and should not be immedialely

porrecheid.

& nood example of this ig @ sphenobasilar extension cranial fault.

Since bhe Faulbt is demaonstrated theough pxpivation. thiz indicabtss that
it iz nob ready to be fixed and that there is a more primary area to
correct First. After the primary-primary lesion has besen corvechted, the
zphaenobasilaw extension fault may change to an inspiratory assist Fault.

T£ it now meets the required standards, it should be covrached next.

CONCLUSION:  This technique is effective in the case of the chronio
pakisnt comes in Lime afhber time with the problem that has not baeEn
cleared completely. Something is still causing their problem. This
technique will help find the rcause. Also, many things that are
routinely corrvected can be sead to be compensatory. Most of time, the
compensatory lesions are carrected when their underlying caus2 iz fFound

and corrvacted.

THE BODY KNOWS —- ASK T

PAllE 4
e .
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ALLERGY RESPONSE SUBLUXATIONS

Wm. R. Borrmann, D.C., N.D.*

" ABSTRACT:

Gl
{1 The use of Dr. Malcom leg testing along with antronex and histidine as screening
tools in determining spinal allergy response subluxations to food and other

allergens by Wm. R. Borrmann, N.D., D.C.
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ALLERGY RESPONSE SUBLUXATIONS

In my research on allergies I ran across the Malcom lLeg test a test to
determipe a vertebral subluxations. In his book he speaks of vertebral
subluxations being associated with allergies.

He speaks of a male patient age 38 whom he had been treating for approximately
a year and was suffering from continous headaches for two years before he began
treatment with Dr. Malcom. Dr. Malcom states that he had cut the frequency of
headaches to one every three weeks and that he had a atlas and a second lumbar
that he could not get to hold. Before we discuss the association between the
allergy and subluxations let me explain the Malcom Leg Test.

The test is performed with the patient in the prone position.

Take both ankles, bend both legs at the knee and push with equal pressure on
both.

If one leg is closer to the buttocks than the other, the test is positive. If
both legs are equidistant from the buttock, or both touch the buttock, the test
is negative.

Positive test meaning there is a subluxation somewhere in the spine. Negative
test meaning there are no subluxations present in the spine.

Usually in the case of a positive test, the left leg will be closer to the
buttock than the right. Also, as in the art of muscle testing, so with this it
requires practice to raise and push both legs with equal pressure and feel the
difference in tension and not to force things. It also should be pointed out
that it is not necessary that both legs touch the buttock, only that they be
equidistant from the buttock to be a negative test.

It does not work well with children under 12 or patients with injured knees or
on patients taking tranquilizers or narcotic drugs of any kind.

Dr. Malcom explains that the patient awakened with a terrific migraine headache
one morning and called him for an appointment. He was told to come right in.
The leg test was used to determine vertebal subluxations and was found to be
positive. Legs not equidistant from the buttock.

Investigation of the entire spine and pelvis is undertaken to determine the
area of subluxation. Dr. Malcom explains that he does this by starting at the
right sacro-iliac and gently rubbing it, and then re-checking the leg test. 'If
the leg test is now negative (both legs equidistant from buttock) the right
sacro-iliac is adjusted. If 1leg test remains positive each vertebrae is
challanged by applying gentle pressure to the transverse processes, this is
continued until a negative test is arrived at. Whereever a negative test is
arrived at an adjustment is made at that vertebrae.

Which ever vertebrae is involved and or sacroiliac after the adjustment is made
one waits for 10 to 20 seconds if leg test positive again further
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challanging of the vertebrae is continued. This procedure is continued until
their are no more positive tests.

After this procedure Dr. Malcom than procedes to test specific foods. After
each food is challanged the leg challange is observed for a positive change. If
their is a positive change a subluxation or subluxations have occured in the
spine. Indicating a allergy response subluxation (ARS). These are adjusted where
found in the spine. Further testing can reveal other sensitivities.

It is advised that one wait for 20 seconds to two minutes after challanging a
food. If leg check remains negative one may assume that the spine is clear of
subluxations.

One may also use Dr. Wally Schmidt research technique using L-Histidine to
determine if ones body chemistry is susceptible to allergens and will produce
excessive amounts of histamine.

Dr. Schmidt research paper (published in the Collected Papers Of The Members

Of The International College Of Applied Kinesiology 1983) titled "The Use Of

Antronex And Histidine As Screening Tools For Food And Other Allergies", states

on page 161 of the collected papers that allergic reactions are manifested in

the body by histamine reactions and kinin reactions. One natural product which

has antihistamine affets and is available without a prescription is a substance

manufactured by Standard Process Laboratories called Antronex (Antronex contains
10 mg. of Yakriton derived from liver and is a natural anti-histamine). On page
164 Dr. Schmidt states that in his research on food and other allergies a
chemical precursor to histamine such as the amino acid histidine is placed in
the mouth a marked muscle weakness was produced. A similiar muscle weakness may
also be produced when a drop of the patient's blood is placed on his or her
tongue indicating allergic reaction to blood chemistry.

Therefore, when we find a patient who strengthens with Antronex and weakens
with histidine we can use the Malcom leg test to determine the exact vertebral
level associated with the allergy. Or one may test by placing the suspected food
or substance in the mouth, or by inhaling airborne allergens and then leg test.

I believe that it is vertebral changes that explain when many patients maintain
their allergies once they have been acquired through repeated exposure which in
turn results in allergy response subluxations (ARS).

This underlying cause ARS many times is not corrected by food or airborne
allergen avoidance or through the use of antihistamine natural or drug or
through the use of attenuated allergen injections or attenuated allergen
Homeopathic drops. It is also necessary to find and correct these specific ARS.
correct these specific vertebral response subluxations (VRS). When these VRS
corrections are made a patients's sensitivity is corrected, often in a single
visit. This can be re-tested through the use of amino acid histamine, food or
airborne allergen ect., and many times it is not necessary for the patient to
invoke a period of avoidance. However, I would suggest that you advise a

patient to avoid the allergy producing substance for at least 4 weeks to let
the body recover.

The critical factor is the indentification of the ARS in the allergy pattern
and to this end I belive, testing not only with Antronex and histidine but
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also tesing for ARS patterns should be a part of every allergy initial
examination.

REFERENCES

Schmitt, Walter H., "Antronex - Another Tool for Findings Hidden Problems,"
ICAK Collected Papers, Summer, 1982 p261.

Schmitt, Walter H., "The Use Of Antronex And Histidine As Screening Tools For
Food And Other Allergies," ICAK Collected Papers, Winter, 1983 P16l

Malcom, George A., " Don't Settle For Migraine Headaches", Kent Publishing
Company 629 Christie Toronto Canada.

BOOK REVIEWS

Allergy Of The Nervous System. Speer, Frederic, Springfield, 1Ill., U.S.A.:
Charles C. Thomas, 1970 ($13.25 in the U.S.A., available through McGraw-Hill in
Canada at $17.00).

In the foreword written by Walter C. Alvarez, M.D. who was one of the small
group of men studying food allergy aroung 1930. He speaks of a "dumb Monday"
group of patients who were found to be eating the same food allergen every
Sunday. He also speaks of several examples of dull-brained individuals who
became bright after the removal of a food allergen which was being eaten daily.
Every patient who has had his allergies diagnosed as neuroses or nervous tension
would feel elated after reading the preface by Dr. Speer. He points out the
striking similarity between many allergic manifestations to psychogenic illness,
because of the numerous and vague symptoms.

The book was written primarily for the medical profession. Each doctor
contributing a chapter is a specialist in his own field, from neuropsychiatry to
inhalent, drug or food allergies. Allergic tension fatique syndrome is explained
thoroughly, and the effects of all allergies on many conditions such as
epilepsy, multiple sclerosis, and minimal brain damage are supported with well-
documented cases. The last chapter of the book entitled “Treatment of
Nonallergic Factors", points out that good results are dependent on adequate
specific allergic therapy and proper management of coexistent nonallergic
elements - enviromental, psychological, emotional and organic. It is recommened
that every one who is interested in neurological allergic reactions and how to
recognize their reactions should add it to their library

Allergy - Its Mysterious Causes and Treatment. New York, N.Y.; Grosset & Dunlop
Inc., 1968. Dept. J.S., 52 Madison Ave., New York, N.Y. 10010. ($1.00)

This book supplies general information for those who are just begining their
study of allergy.
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What Is Allergy? Benack, Raymond J., Springfield, Illinois, U.S.A.; Charles C.
Thomas, 1967. ($8.00) .

General information book. Basic guide for the allergic person.

Allergy =-Its Treatment And Care. Bottomly, Harold W., Don Mills, Ontario:
Longmans, ($5.95; Paperback $1.75)

Dr. Bottomly (M.D., F.A.C.P.) is an allergist in Winnipeg. In his book he give
advice which is specific and deals with the aspects of a patient's day-to-day
life in a down-to-earth sympathetic manner.

Allergy Cooking, Conrad, Marion L., U.S.A.: Crowell, 1960. ($8.50) Also
available in paperback by Pyramid T. 1914, (.75).

In her cookbook Mrs. Conrad oulines many of her discoveries about cooking for
those suffering from an allergy. She clearly defines how maintain a food diary.
She divides her book by wheat-free, gluten-free, egg-free, milk-free, and
combinations of these. She does however only suggest the substitution of potato
flour for wheat flour and if you have a potato allergy, the wheat free recipes
would be of no use.

The Allergy Cookbook, Emerling, Carol G., Garden City, N.Y., U.S.A.; Doubleday
Co., 1969 ($5.95)

This excellent cookbook also supplies a variety of substitution ideas. There are
wheat-free, gluten-free, egg-free, and milk free recipes or any combination of
these. There are also corn-free recipe section and a "no-chocolate, chocolate"
section. It is well indexed.

Manual For Those Sensitive To Foods, Drugs And Chemicals, Washington, D.C.
Environmental Health Association, 1969.

Their primary conern has been discovering the types of chemicals used in the
environment and how to successfully substitute and avoid these chemicals. A
large selection of recipes may be obtained by writing Miss Natalie Golos, 751
Azalea Drive, Rockville, Maryland, U.S.A.

Insect Allergy - Allergic and Toxic Reactions To Insects And Other Arthropoda.
St. Louis, Missouri, U.S.A.: W.H. Green, 1969 ($24.50) Frazier, Claude A.

Dr. Frazier a well known, highly respected allergist. In his book Dr. Frazier
correlates and elucidates all the relevant facts on insect allergy. He
subdivides the Genus Arthropoda into all classes, known on the North American
continent. For each class, he discusses the kinds of members, recognition of the
members, recognition of the allergic reaction stemming from these members and
the type of treatment best employed, both emergency treatment and longrange
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treatment. The serious problem of bee stings is excellent.

Low Gluten Diet With Tested Recipes, Clinical Research Unit, W4642, University
Hospital, Ann Arbor, Michigian. ($1.00)

This book is particular useful to celiacs. It contains an explanation of the
gluten-free diet. recipes, principles of low-gluten cookery, lists foods that
are permitted and prohibited and contains a list of gluten-free products.

Food Allergy Its Manifestations And Control And The Elimination Diets, Albert H.
Rowe, M.S., M.D. Lecturer in Medicine (Emeritus) University of California School
of Medicine, San Francisco, California. Allergist, Samuel Merritt Hospital,
Oakland, California. In collaboration with Albert Rowe, Jr., M.D., Charles C.
Thomas, Publisher, Springfield, Illinois.

This is a new book on food allergy in which the authors' experience of over
fifty years in clinical allergy, and emphasizes that all tissues of the body may
be subject to atopic allergy, especially to foods.

He presents a new revision of the elimination diets with detailed discussions of
their use in both the diagnosis and treatment of clinical syndromes resulting
from food allergy.

He also presents case histories to demonstrate the value of careful history
taking, the fallibility of the skin tests in food allergy diagnosis, and the use
of diet trial and diet manipulation in the control and treatment of specific
entities such as nasobronchial allergy, allergic dermatitis, urticaria and
angicedema, ocular allergy, allergic gastroenteroclogic syndromes, allergic
toxemia and fatigue, ect.

3

—3 -1 __3

—3



[

.

THE BODY TORQUE CHALLENGE

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

Abstract:

An effort was made in our office to determine when the

body was in a torque pattern and when we should strive

to correct it by a therapy localization test and diagnosis.

Correction will be found herein.

Dr. Goodheart's excellent work on the gait patterns and all of
his work that has come from that has led all of us to evaluate
more closely the patient and their dynamics in both a static and
movement relationship. His overview of Isogai's work and his

book, The Isogai Dynamic Therapy, gives a terrific insight as to

the complexities of ones walking patterns, postures and torque
abnormalities.

I saw inconsistancies in my own ability to diagnosis on some
patients which foot turned in more readily, etc. and I saw
discrepancies in my treatment effectiveness. I also became a little
frustrated with the time it took me to try to challenge these
mechanisms and come up with the proper treatment for maximum results.

So what 1 decided to do was to therapy localize the right hip
with the right hand at the same time having them therapy localize

there left shoulder with their left hand and see if that

25



caused a previous strong muscle to go weak. I would then challenge
the left hip with the left hand and the right shoulder with the
right hand by placing the fingers of the right hand on the back

of the shoulder and see if this caused a weakness.

If a weakness was caused on one side or the other I would make
sure that it was not just a catagory II and we would accomplish
this naturally by testing with just the hand on the SI joint
and the hand off the shoulder. If a catagory II exhisted I
would correct this first either by structural adjusting or by
blocks. I would then challenge the torque pattern that I felt
to be there by this method. I would contact the shoulder with
one of my hands and the posterior superior spine with the other
contralateral and I would pull up, (meaning from posterior to
anterior) at the same time and re-check a preﬁious intact muscle.
If this caused weakness I would block exactly that way. If I
got no weakness that way, but pulled in a similar fashion; but
this time contacting the ischium with one hand and the contra-
lateral shoulder with the other and pulling again posterior to
anterior while the patient is in a supine posiition. If this
caused weakesss, then I would block the patient in that position.

Dr. Goodheart mentioned that the blocking in his technique
was for diagnosis and not for treatment except in a few cases where
you got a free lunch. But in our regime we use this as treatment by
putting it in the specific challenged areas that TL and while the
patient is laying on those blocks we will hit K27 bilaterally to
release the sacro-spinalis muscles, ete. We will either use the

tennis balls under the head to allow the occiput to have free

26
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movement in the crainal sacral mechanism of respiration or
sometimes we will put a cervical towel under there with slight
traction.

We always therapy localize in this torque pattern for cranial
and cervical lesions. We frequently would find a sphenoid in-
volvement, and found it to correct as did other cranial problems
readily while they were unwinding so to speak. We found that
cervical subluxations would almost fall in by themselves while
they were unwinding from this torquing pattern.

If we found a foot or other extremity problem, they would
also be corrected while the patient was unwinding on the blocks
and seemed‘to give us a more permenant stay put value and corrected
very easily.

The clinical improvement of these patients is very remarkable.
Some very complicated torticollis cases, low back, etc. responded
very favorably to this and did not yeild a great deal of trauma
in correction. Another very interesting observation to me, was
that on subsequent visits it would change to the opposite side
on some patients. That is, it would be right hip, left shoulder
on Monday and on Thursday it would be the reverse or a left
hip, right shoulder torque pattern. And the patient would most
often report that they had felt much better after the last
treatment and we would then correct that exactly as the body
brought it forth to correct with the new torquing pattern and

again we would see more significant clinical improvement the

27
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next time the patient entered the office. We also found that many
muscle group weaknesses would strengthen without the five finger

concept other than this torquing pattern.

I am reporting these findings only to add a very small
chapter to a veryvbeautiful book that Dr. Goodheart has given
us on the gait, their patterns, torques and other findings.

This may be one more step to give us another small piece to

that puzzle.

REFERENCES

1Goodheart, George, H., Analysis of Gait Patterns, ICAK,

Summer, 1983

3

—3 3 _1

—3

]




' 3 3 ' 3 ~—3 3 3

THE SWALLOW CHALLENGE AND ADJUSTMENT

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

Abstract:
Watching cineradiography gave us a new insight to the cervical vertebra
movement when chewing and swallowing. This lead to investigation of

fixations, subluxations and treatment during swallowing.

After the ICAK meeting where Dr. Mestman showed the sacro-
occipital mechanism and its effect with splinting and then the
bulk of the video was cineradiography of patients chewing and swellowing,
etc. My associates and I requested this video and watched it over and
over again in one of our study group meetings.

We were amazed at the amount of movement that exhists in bones
themselves, e.g. the condyle of the mandible. We were also amazed
at ﬁow the cervical vertebra and especially the atlas to third
cervical had to move out of the way as the patient swallowed.

Having a complicated cervical picture myself due to some severe
accidents, I am very interested in the cervicals, their treatments
and mistreatments.,

Repeated viewing of the video showed us that the cervical vertebra
did not move as readily on some patients as they did on others when
the swallowing mechanism took place. This lead us to an investigation
of challenging and therapy localization to the cervical vertebra

while the patient was swallowing.
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Our findings were that a previously negative TL in the upper
cervical region could produce a positive TL if tested while or
shortly after the patient swallowed. We found that the vertebra
would not challenge on a challenge mechanism many times until
after the patient swallowed and testing took place immediately
following the swallow.

It became our observation that correction was most easily
accomplished in an adjusting technique while the patient swallowed
be it a fixation or subluxation.

Our se;ond part of this story might be the way we challenge for
fixations and correct them. Being born and raised in Arizona and
living a sheltered life, and other wise not knowing what a bagel
was, we had to challenge for fixations from the begining. We have
alwgys just challenged by pushing on the side of one vertebra at
the same time we push on the side of the one above or below it. This
readily told us by strong muséle blowing Qeak or by the bilateral
weak muscle going strong thch two vertebrae to adjust. I also had
the opinion that the sharp quick thrust caused giver and receiver trauma.
We therefore developed a bilateral activator thrust that quickly
solved the problem. I will demonstrate this and naturally think
it is the best in the world since I originatednit.

In all humility, we also found anterior fixations that showed
up in this swollowing mechanism that we adjusted with the bilateral
activator thrust. This cleared out some very complicated cervical

syndromes for us.
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I would like to thank Dr. Carl Mestman for his contribution
by the fine paper and the video presentation that he gave us.
And of course I always marvel at the big ideas that Dr. Goodheart
contributes, that takes us years sometimes to realize the long
range effects and the refinements that are available.

But darn-it George, what's a bagel? !!!!
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THORACIC FIXATIONS I AND II:
A MUSCULAR DIFFERENTIATION

Richard J, Caskey B,.S.,D.C.

Abstract: In this paper, the author describes a modification of the teres
major test to differentiate between an upper and a'lower thoracic
spinal fixation,

As the wealth of knowledge in applied kinesiology continues to grow, it
becomes apparent that the more special the question we ask the body (via
muscle testing) the more specific the answer is that we receive. One of
Dr, Goodheart's earliest and certainly one of his more important discoveries
was the ability to identify and locate spinal fixation by the means of
specific bilateral muscle testingl I had always considered it odd, that
inspite of the tremendous sophistication of our testing procedures, we had
only one bilateral muscle test to indicate fixation of the entire thoracic
spine. It would seem logical, that if we have a different pair of muscles
to test for each area of the cervical spine, why do we not have a different
pair for each ieval of the thoracic spine? I had also noticed for quite a
few years, that when I would find a bilateraly weak teres major, as tested via
Kendall & Kenda112 and Walther? the presence of thoracic fixatibn, as
evidenced by motion palpation, as described by Goodheart4 and by challenging
adjoining segments? would typically reveal an upper mid-dorsal fixation
(usually about T4-T6). But, upon examihing many patients by these same
methods in the lower mid-thoracic area (usually T7-T10), I would often see
signs of fixation without the presence of bilateral teres major weakness,

I usually pride myself as an extremely accurate muscle testor, but about
a year ago I was confronted with a patient who had great difficulty attaining
the standard position for a bilateral teres major test, That position, as
described by Kendall & Kenda116 and Walther7 being: prone patient abducts

" and extends shoulder with elbow flexed at 90°, wrists against posterior illiac
spine, This particular patient was able to attain this position more easily
if her forearms were supinated with her palms towards her skin., While testing
the teres major in this "inaccutate” fashion, she displayed a bilateral

: i;ueakness.‘ -To make sure of—my~accuracy I,pzoceeded to- test a stxong—xndicator
“=anuseI3£§ith-her hands in’ this position to- rule Gut ah?'fbrm of palmar therapy

localization (TL), and it was negative, Upon analysing the thoracic spine,

I found the presence of fixation to be in the lower mid-thoracic area (T-8- T10).
This prompted me to question, what would happen if I tested the teres major

in the typical fashion Qith the forearm pronated (palms away from skin).
Although it caused her some increased discomfort to test her in the standard

manner, we did and found the teres madior to be much strander in +hie naci +imn



Yt seebe

Again, I ruled out any unusual ventral TL; it was also negative,

It was at this point that I started testing every patient for teres
weakness with the forearm supinated (palms toward skin) and pronated {palms
away from skin), The intention was to see if this was an isolated case or
truly a consistent finding, After over a year of testing in this fashion, I
have found what seems to be a valuable addition to fixation analysis, My
findings are: when the teres major is found weak bilaterally, when tested
with foreams pronated, this is an indication for fixation in the upper
mid-thoracic spine (T4-T6). When the teres major is found bilateraly weak,
when tested with the foreamms supinated, this is an indication for fixation
in the lower mid-thoracic spine (T8-T10), Many patients have shown the
incidence of just one or both of the above fixations, and in each case TL
to the pelvis or lumbar area was ruled out, With the patients showing both
fixations, correcting only one of the two fixations would abolixh the one

related mode of teres testing only. Subsequent correction of the other
fixation would then alleviate the other mode of muscle testing,

DISCUSSION: _ .

It should be mentioned, that in my own experience with teaching muscle
testing, this muscle is often tested incorrectly. Because of the prime
actions of this muscle being, shoulder extension adduction, the test should
be to exert Pressure against the elbows into flexion and abduction: in other
vords, down and out, I offer this as a reliable means of differentiating
. the location of a thoracic fixation and welcome you scrutiny and comments.
Foxr simplicity's sake, I have refered to the upper fixation as Thoracic
Pixation I and the lqwer as Thoracic Pixation II,

REFERENCES 3

1 & 4 Goodheart Yearly Research Manual 1970 - pg, 2
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SHAFT AND EXTREMITY BONE TEST

by

SALVATORE V. CORDARO D.C.

In testing for hypoadrenia and hypoglycemia using approved
ICAK techniques we noticed a pattern in shaft and extremity
testing of bone. The shaft of all long bones were negative
to therapy localization while the ends or articular surfaces
were positive in all hypoadrenic and hypoglycemic patients.

Having case histories and lab reports plus x-rays we were
able to make the following conclusions:

l. Case history supported lack of protein in diet

2. X-ray supported loss of mineral in bone structure

3. Only when shaft showed mineral loss did it TL positive

4. Hair test and thumbnail test not always positive for
low protein

5. Blood reports showed low protein and upset albumin-
globulin ratio

6. Also noted was a positive TL to joints without x-ray
support of demineralization

We were puzzled by this fact but further on along the road

one or two years later some of these patients came back with
arthritic symptoms and findings. Their joints which previously
showed no change now showed distortion and pain in movement.

As you know, there is a good deal of protein in the articular
areas of bone. Also noting that these patients were hypoadrenic
as well as hypoglycemic it was possible to say that their mineral
corticoids and glucocorticoids could not make up the necessary
hormone balance to check their inflamatory process. Again, these
patients needed adequate protein.

Also odd was the fact that mineral supplementation did not
negate the positive findings at the end of long bones as one

35

might think. Only a good source of protein would change a positive

TL to a negative one.

Conclusion: TL to joints will indicate pre-arthritic condition
in the hypoadrenic and hypoglycemic patient who has a protein
deficiency due to poor absorbtion and/or insufficient intake

of protein.



IDENTIFYING BODY ENERGIES
By

éheldon C. Deal, D.C., N.D.
And

Richard Utt

ABSTRACT: Energies differ in the body in their characteristics
according to what level you are measuring. The energy
of the acupuncture systems differs from the electrical
characteristics of neuro lympathic and neuro vascular
points. The doctor may increase his proficiency at
treating the human body by being able to use effective
body language to distinguish whether these circuits are
hyper or hypo.

GENERAL INFORMATION: The picture on a television screen can be

seen to rotaté in a counter clockwise direction when approached

by the north pole of a magnet, and clockwise when approached by

the south pole of a magnet. This is a good method to demonstrate
the different energies coming off the north and south poles. Based
on the law that likes repel and opposites attract, it can be demon-
strated that: the index finger on the right hand is positive (south
pole),‘the middle finger is negative (north pole), the ring finger
is positive and the little finger is negative, with the-ﬁhumb being
neut:al. This pattern reverses itself on the left hand with the
index finger being negative and the other fingers following suit.
The above can be demonstrated by placing one finger at a time on the

surface of a magnet and testing a previous strong indicator muscle.

One of the points to be learned from the above is to use a double

finger contact when doing therapy localizing or challenging to avoid

-1-



entering a new factor into the equation such as tonifying with
the index finger or sedating with the middle finger when using the

right hand,

It was Earl Column who first brought it to our attention that you
could challenge a point on the body clockwise or counter clockwise
to determine direction of correction over a lesion that needed
therapy such as a neuro lympathic.1 When this criteria was applied
to acupuncture points, it was found that it did not follow the same
pattern, thus the beginning of the investigation which led to this

paper.

ACUPUNCTURE FINDINGS: It was Shafica Karagulla in her book,

"Breakthrough to Creativity"z, that described points of light ex-
tending from the body and the basic energy patterns that surround
the entire body containing different vortices. Images of the human
torso have revealed electro dermal energy points which correspond
to the traditional acupuncture points.3 The scientific community
seems to prefer the terminology of electro dermal points rather

than acupuncture points.

Our research has shown that there is a definite connection between
individual acupuncture points and individual muscles. We contend
that it is not by accident that when you add up the number of acu-
puncture points on each side of the body plus the conception and
governing vessels that it closely approximates the total number of
muscles in the body. Due to the large number of points involved
and the complexity of the research, the progress has been slow.
Listed below is a partial list of acupuncture points identified

with specific muscles.
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Each muscle has a reciprocal acupuncture point and also an association

with a TMJ muscle, but that will be the topic of a future research

paper.

BASIC ENERGY PATTERNS:

Lung 1

Lung 11

Large Intestine 1
Large Intestine 20
Stomach 1

Stomach 45

Spleen 1

Spleen 21

Heart 1

Heart 9

Small Intestine 1
Small Intestine 19
Bladder 1

Bladder 67

Kidney 1

Kidney 27
Pericardium 1
Pericardium 9
Triple Heater 1
Triple Heater 23
Gall Bladder 1
Gall Bladder 44
Liver 1

Liver 14

Heart 7

Bladder 30

Supinator

Anterior Deltoid

Popliteus

Anterior Tibialis

Anterior Serratus
Coracobrachialis

Pyramidalis

Gluteus Medius, Anterior Division
Pectineus

Teres Major

Pubococcygeus

Semispinalis Capitis
Quadriceps

Temporalis, Parietal Division
Rectus Femoris, Straight Head
Gastrocnemius

Deltoid

Rectus Abdominus Lateralis 4th Section

Sternocleidomastoid
Buccinator

Biceps Femoris Longhead Tibial Division

Teres Minor

Gluteus Medius Posterior Division
Biceps Femoris, Longhead

Triceps, Lateral Head

Biceps, Short Head

In physics we are taught that magnetic energy

and electrical energy differ in their axis by 90° and since light

takes on the characteristics of both, but is neither one, it is called

electromagnetic.

Thus the electromagnetic spectrum is created with

all its divisions according to different wave lengths. The human body

has energy patterns that parallel the surface of the body and seem

to be supplied by the vortices called chakras

ganglion plexi.

4 or pre and post
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Under normal conditions this energy field turns clockwise over the

surface of the body and parallel to it.

Wl 77

i

W

The human body also has the electro dermal or acupuncture points
radiating out from the body at right angles to the surface of the body.
Since these two energy fields (the chakras and acupuncture points)
differ in their axis by 90°, we believe this accounts for the

difference in their challenge characteristics and thus the therapy

application.
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HYPO VERSUS HYPER: In applied kinesiology it always helps to

understand what we are doing, if we realize what the normal is for
the particular circuit we are wprking on. In the case of a neuro
lymphatic point which is supplied by the energy field that parallels
the body, remember that that field normally turns clockwise. If we
are dealing with a hypo (sedation) condition then manually torquing
the lesion clockwise will make a weak muscle indicator go strong

or manually torquing the lesion counter clockwise will make a strong
muscle indicator go weak. If we use a magnet over the lesion, the
south pole (positive) will make a strong indicator muscle go weak
and the north pole (negative) will make a weak indicator muscle go
strong. (Remember, as we look in the direction the north pole is
pointing we see it turning counter clockwise, but from inside the

body looking out at the north pole, we would see it turning clockwise).

Now if we take a neuro lympathic lesion that is hyper (tonified), then
manually torquing the lesion clockwise will make a strong indicator
muscle go weak or manually torquing the lesion counter clockwise will
make a weak indicator muscle go strong. If'we use a magnet over the
lesion the south pole will make a weak indicator go strong and the

north pole will make a strong indicator go weak.

All of the above changes to the opposite when we deal with acupuncture
points because they are supplied by an énergy field that runs at right
angles to the surface of the body. If the acupuncture point is hypo
(sedated) thus our specific muscle indicator is weak in the clear,
then manually torquing the acupuncture point clockwise or touching
with a negative finger will make a neutral strong indicator muscle

go weak or the specific muscle for that particular acupuncture point

-5-
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will remain weak. When the same acupuncture point is.manually
torqued counter clockwise or touched with a positive finger, the
specific muscle for that point will go strong. When the same
acupuncture point is approached with the south pole of a magnet
the specific muscle for that acupuncture point will go strong and
a neutral indicator muscle will stay strong. If the same point
is approached with the north pole of a magnet the specific muscle
for that acupuncture point will stay weak or a strong neutral in-

dicator muscle will go weak.

Now if we take an acupuncture point that is hyper (tonified) and the
specific muscle for that acupuncture point is strong in the clear
and will not sedate using the normal methods, (example: PMC stays
strong when ST-45 and LI-l are contacted at the same time), then
manually torquing the acupuncture point clockwise will cause the

muscle to stay strong and manually torquing the acupuncture point

counter clockwise will cause the indicator muscle to go weak. Please

note that all manual torquing should be done with a double finger

contactA(positive and negative) or the thumb which is also neutral.

If the hyper acupuncture point is approached with the south pole

of the magnet the indicator muscle will go weak or if the north pole

of the magnet is used, the indicator muscle will stay strong.

Due to all of the above being rather involved and complicated when
you are first exposed to it, we have devised the following chart to

help keep it straight in your mind as you work with these principles.
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BODY ENERGIES

Challenge N.L., N.V., Stress Receptor, ect. ____Acupuncture
Application HYPO HYPER HYPO HYPER
Manual C.W. strong weak weak strong
Manual C.C.W. weak strong strong weak
e ene e

South Pole weak strong strong weak
North Pole strong h weak N weak ; strong
+ Electricity | no change no change | éE}SHé”:““'"GEak

- Electricity | no change no change weak strong
Positive’Finéerg weéif - stroné—wmm‘“»i strong weak
Negative Finéér' ‘mggioné i i weak weak strong

— —31 3 T3 T3 "3

3 —3 —3 3 T3 T3 T3
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FURTHER CONSIDERATIONS: The bottom line of all this challenging

is to be in a better position to make more accurate application of

therapy to our patients and thereby increase the percentage of

favorable results.

For example, if we always use a double finger

contact (neutral) when we have the patient therapy localize or when

we the doctor challenge, we will avoid asking the body too many

questions at one time and thereby get clearer answers to our probing

questions.

Once we find a lesion that does T.L. or challenge then

we can reapproach the lesion one finger at a time (once with a

positive finger and once with a negative finger) to tell if the lesion

is hypo or hyper and consequently the correct therapy becomes obvious.

Another application of these principles is that you may turn off

(sedate) a certain muscle by placing the north pole of a round magnet

over the specific acupuncture point and hold a positive finger on

the point through a hole in the center of the magnet, while you

search for a certain nutrient, cell salt, amino acid, ect., that

-7~
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will turn it back on, and thus you have identified a specific
nutrient for that muscle. Perhaps it is awkward to hold one finger
in the center of the magnet and you need both hands to do your
searching, you may shine a laser light through the magnet onto the
acupuncture point and now the muscle will stay weak by itself until
you do something to turn it back on. Obviously this method can be
used for therapy also, as the south pole against the skin with the
laser directed through the center will produce tonification, or
there may be cases where you want to sedate using the north pole and

laser.

It is interesting to note that when you tonify or sedate a normal
muscle that the antogonist muscle does the opposite. For example,
if you sedate the biceps,the tricpes become hypertonic or if you

tonify the biceps the tricpes become weak in the clear. Even more

interesting is, in a normal circuit (meaning that there is no switching

of any kind going on) when you tonify or sedate a muscle on one side of

the body, the same muscle on the other side (contralateral) of the

body does the opposite. For example, when you tonify the biceps on
the right, the biceps on the left become weak in the clear. Again,
it becomes obvious that by knowing the above normal characteristics
of the body it becomes advantageous in tracing down energy problems

in the complicated patient.

CONCLUSION: Having been an early developer of an electronic muscle

testing machine with a hand held transducer and having seen how that
the machine would not always agree with artful manual muscle testing,
I have in recent years felt like a member of a silent conspiracy.

Meaning that while we were searching for a scientific explanation as

-8~
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to why muscle testing worked, including granting research, deep

inside I felt we were barking up the wrong tree. The scientific
search always included using electronic equipment. It is my humble
opinion that the phenomenon of muscle testing is a result of the
interplay of energies between the testor and the testee. If this

be the case, then we will never explain it by using a machine which

is void of half the energy required. Perhaps nowhere else to date
has this interplay of energies in applied kinesiology been exemplified

more than in this paper.
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THE PHOTOTROPHIC EFFECT OF WHITE LIGHT ON ACUPUNCTURE POINTS
GERALD DEUTSCH D. C.
ABSTRACT: This paper will discuss the various

effects of white light on acupuncture points and
their diagnostic values.

We have all been exposed to vvarious systems of acupuncture, The
result of this is the acceptance of certain ideas that you feel will
or have worked for us. I have had the occasion to take some
acupuncture courses in the past. Gradua}ly I have developed a
procedure that seemed to work best for me. This procedure involves
the Voll (1) system of acupuncture, and some auriculotherapy

techniques that have impressed me.

We all have been avoiding references of 'therapy localizing'(2)
vitamins, drugs, herbs, homeopathics, allergenic foods and whatever
therapy localizes. 1In the past we in AK felt that therapy localizing
(holding on the body) those substances was metaphysical. This
attitude may have been ptomuléated by the fact that we couldn't
explain this phenomenon, so we must avoid it. People that were tested
in this manner accepted the testing with the proverbial raised
eyebrow. Because the phenomenon could not be explained, and in order
to defend the honor of AK we were asked not to practice this
procedure. It may be time for us to reevaluate our concepts of this

procedure using some different standards.

Dr. Reinhold Voll of Germany using his '"Dermatron' has been 'therapy
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DEUTSCH PAGE 2

localizing"” drugs and homeopathics for over 15 years. The method he
uses merely places a receptacle for what he wants .to test in the
electrical circuit of his acupuncture instrument. Simply, he has a
standard of normal range on the instrument. If the instrument reads
high or low out of the range of normal, placing medications of any
type may bring the electrical potential of the reading to a normal.
When this occurs these medications are then recommended to the

patient. This is an example of an electronic method of amalysis.

Dr. Paul Nogier(3) of France the developer of Auriculotherapy
previously used an electrical current to neutralize specific points in
the ear that related to specific body parts. His new concept which he
now calls -Auriéulomedicine, "therapy localizes" many drugs and
allergens to the ear. The modus operandi in the interpretation of

this phenomenon is the radial pulse.

There has been work done in other professions based on this idea.
Harold Nelson, Department of Chemistry, The University of Texas at
Austin, in his paper '"Molecular Vibrations as the Basis of the
Allergic Response" (4) states, "that the human skin has both a
vibratory sensitivity, and that this semsitivity can be reproducibly
and reliably correlated to a change in skin potential (voltage)". He
further states "it is clear that an allergy test based in part on the
body's response to a vibrational stimuli emanating from a substance
enclosed in a glass vial placed on the skin is in complete harmony

with known physical principles™. He goes on to state that 'molecular
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vibrations are associated with the sense of smell(5)". He has
references from biological cybernetics (6) that there has been work
done on the cutaneous sensory responses to these vibratious.

I have been studying this interpretive idea for over two years and at
this time I can unequivically state that this system works, and will
give a vast amount of information. Please note figure 1, position for
taking pulse. The procedure is to place an offen&ing substance near
the ear, while taking the pulse. Place the thumb just proximal to the
radial notch and then roll inward onto the radial artery, holding the
thumb at a vertical angle of approximately 110 degrees. After you
feel the intensity, magnitude and duration of the pulse, you will
notice the magnitude changes after a few beats. Nogier named this the
vascular autonomic signal(VAS). The abnormal magnitude remains if
there is a problem. This change indicates problems with the substance
near the ear. This reminds me of a statement Dr. George Goodheart
made a few years ago, '"the ear is an anténna". Now Qith electronic
evidence, and some physiological evidence, what more proof do we‘need
to do more research of this phenomenon? OQur criteria for a problem in
the body still lies with the weak muscle. We still must use this as

our major guide with any problem we encounter.

Once you become proficient in pulse analysis and able to interpret the
VAS according to Nogier, the detection of certain problems in the body
becomes very apparent. The secret ingredient here is, can we

translate this into a muscle test? What I'm intimating is, when the
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VAS 1is positive, there will be concomitant muscle weakness in the
body. The VAS can be triggered by many stimuli, such as foods,
electrical energy, acupuncture point contact, heat, cranial fault
disturbance, lymphatic stimulation (when needed), heat, light and
probably many other factors we are not aware of yet. The point to
remember, though all these factors can cause an intact muscle to
weaken this can become a researchers nightmare. All of these factors

surely will gradually be investigated.

One of the diagnostic procedures of auriculomedicine utilizes an
intense white light, similar to a transilluminator. The 1light is
flashed onto the ear with a particular protocol to determine if a
problem exists in the body. While this procedure is being domne, the
pulse is monitored manually. If there is an existing problem, the VAS
becomes positive, It was at this time I tried to see if there would
be a weakness in an intact muscle. As I had suspected, an intact
muscle weakened when there was a positive VAS. For example, with a
patient that has a back problem, flashing the lower crus of the
antihelix (fig. 2) causes the VAS to become positive. Testing an
intact muscle while directing white light onto the area representing
the low back, causes the muscle to weaken. You might also flash the
area, but you must test the muscle within 15 seconds of the flash of
the white light. This was the key that plain white 1light in the
presence of a positive acupuncture point that needed attention, would

cause a muscle to weaken.
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I have felt for a long while, that Voll's work on acupuncture was
monumental . What he did that was different was, instead of defining
each accpuncture point with a treatmenf formula, he assigned the
specific points to organ parts. Our Western thinking relates to this
theory more realistically than the Chinese or Japanese formula
treatment does. Please note fig. 3 and 4. These are examples of how
he has integrated his work to the acupuncture system. The diagnostic
points of Voll can be stimulated with light to confirm a diagnostic
point that we may have found previously in the ear. If we carefully
check the ear with bright light and then dim light, a muscle weakening
may show up either way. If bright light elicits a muscle weakness
this would be a high energy organ or excess. If a dim light elicits a
muscle weakness this is a low energy organ or deficiency. High energy
organs are treated with gold needles. Low energy organs are treated
with silver needles or the appropriate therapy based on your knowledge
of acupuncture. As you learn the Voll points and diégnostically scan
the CMP (control measurement point:is a master diagnostic point
indicating a malfunction in the eantire meridian) with bright light or
dim light, you will be able to predict what part of the organ is in
trouble. You may find the organ using Voll's type of diagnosis, then
go to the ear to confirm the auricular point. Either one or both may
be treated with laser, electric, needles, or the therapy that you feel
may be needed to cause a beneficial improvement in the physiology of

the organ.

Some years back, Dr. Goodheart mentioned that if you touched an
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auricular point with an organic substance, a muscle would weaken. 1f
you utilize a needle point or a toothpick directed toward am active
point the VAS becomes active, also an intact muscle weakens. At this
point I'd like to mention that the traditional auriculotherapists may
hold a substance at the ear point while monitoring the pulse. If the
substance is needed, the VAS diminishes. I might mention also that
the substance is placed on the body while the ear point is searched.
In actual practice, the active point is neutralized in the presence of
the proper substance whether it is nutrition, drugs or homeopathics.
When muscle testing an active ear point, the muscle test is
neutralized in the presence of the corrective substance. The Voll

point becomes negative to the light reflex also.

A homeopathic substance when needed by the body will cause an
immediate muscle weakness when the substance is tested orally. When
presented to the auricle within a few’ inches, the VAS becomes
positive. Oral testing of a homeopathic will only work once, because
of the need and the immedia;e absorbtion of the product. The
interesting thing about homeopathics 1is that if a particular organ
needs the product and something is specifically therapy localizing,
the muscle strengthens. 1'll elaborate on this phenomenon in a future
tape recording. The point that. I'm trying to <create 1is, the white
light reaction on the acupuncture point whether it is a weak muscle
reaction or a positive VAS is obliterated in the presence of the

product needed. It is neutralized whether it is oral, placed on the

body or anear the ear.
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The white 1light reaction can open up a new diagnostic pathway for us
to explore. It will definitely save many of you many dollars for
diagnostic equipment that would be purchased for further exploration

of your diagnostic goals.
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Auricular Tubercle

Helii ‘

(Darwin's)
Upper Crus
Triangular Fossa ppe
Lower Crus
Superior Concha (Cymbal )
. Antihelix

Inferior Concha (Cayum) Scaphoid Fossa

Tragus

Antitragus

Intertragic Notch
Lobule




Points of the heart meridian

Pulliman,

right hand, volar aspect righ; hand, dorsal aspect "

9.
8f.
8e

Heart Meridian j} :

SeeV.land V.IL, PI. 1, 2and P. laand 1b g 8d.
.

Begins: in the pre-axillary line above the inferior edge of the third rib % 8c. CMP.

Ends: inner side of the little finger ¢ 3

9. =right: Aortic valve

A~ F. .
¥ SYPER/OR VEpAE 4, 4.
left: Pulmonary valve 8b.

8f. = Subendocardial lymph vessel net Lonoh
8e. = Cardiac plexus. (V. IIL, PL. 5) dozls o
8d. = Myocardial lymph vessel net WICARD) Uy,

8c. = CMP. for the heart (V. IL, PI. 34)
8b. = Endocardium
8a. = Pericardium and sub-pericardial lymph vessel net

(V. 11, PL. 6)

8. = rght: Tricuspid valve ~ ;
lefi: Mitral valve - Taleriof <-

7a. = right: Atrioventricular node e ‘/‘2&4 m
left: Left branch of the bundle of His e r

1. = Conduction system for the heart, right and left respectively
6a. = right: Sino auricular node (pacemaker)

left: Left sino auricular bundle
6. = Myocardium, rightand left respectively.

HG 3.
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Small Intestine Meridian

See V.11, PL. 9 and 10a

Begins: Lateral side of the little finger
Ends: Middle of the lobe of the ear

l. = nght: Terminal portion of the ileum (V. IL, PL 9)
left: lleum left side (V. 1L, P1. 1a)
1.1 = right: Lymph vessels of the duodenum I - III together
with the lymph vessels of the terminal ileum
left: Lymph vessels of the duodenum IV, jejunum and ileum
la. = right: Superior mesenteric plexus (V. 111, PL. 5)
left: Inferior mesenteric plexus
[b. = CMP. Small intestine (V. II, PL. 34)
le. = Peritoneum in the region of the duodenum I - I11, and the terminal ileum
left: Peritoneum in the region of duodenum IV, jejunum and ileum
(V. 1L, PL.9, PL. 14a)
2. = right: Duodenum, interior horizontal portion
left: Jejunum (V. 11, PL. 10a)
3. = right: Duodenum, descending portion (V. I, PL 1) «J &Fcd. 3./, 4.¢ 7 Dueks
left: Duodenum, flexure between the duodenum and the jejunum
3a. = right: Duodenal papillae (V. I, PI. 1)
left: Peyer’sglands
4. = right: Duodenum, upper horizontal portion (V. I, P1. 9)
left: Duodenum, ascending portion

1B-1- Feritonzel Lﬂim?lf\, Qe L8 Section &.g’fﬂerWZ/

24 - ETE

FIJ- H

® ]1b. CMP.
28 18-/
lc.
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NEGATING GLUTEUS MAXIMUS RECRUITMENT DURING
SACROILIAC THERAPY LOCALIZATION

By Daniel H. Duffy, D.C.

ABSTRACT: The gluteus maximus contraction during prone testing of the hamstrings is a major
recruitment which interferes with diagnosis of the sacroiliac joints in the prone testing position.
Activation of the gluteus maximus by thrusting of the pelvis forward (into the table) eliminates
this problem and produces positive findings in pelvic categories which often requires more time
consuming techniques for proper analysis.

I read with interest, the paper by Christopher L. Harrison, D.C., published in the ICAK papers
published for the winter 1982 meeting and recommend a reading of that paper as background

information for this paper.

There are many ways to elicit a positive finding in the pelvis and in the many attempts to quickly
uncover, especially the category one in a very strong individual, it was noted time after time that
the patient would often “lock” the entire buttock area and elevate it slightly during the hamstring
testing during therapy localization.

It was found that having the patient thrust the pelvis forward into the table uncoupled this locking
effect and allowed for fast, easy testing of the hams. It appears that thrusting the pelvis forward
activates the gluteus maximus in a different direction and allows for this improved ease of testing.
Any slight elevation of the pelvis during the hamstring test will cause the locking and therefore calls
for not only the conscious effort of the patient to desist in this movement but actually turn the
gluteals on in a different direction.

This technique will eliminate a great deal but not all of the problems in quick identification of pelvic
categories and has been used effectively by me for about two years.

REFERENCES

1. Harrison, Christopher L., D.C., “The Function of The Gluteus Maximus”, Collected Papers of the
Diplomates, Winter Meeting, 1982.
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FORMULA NUMBER 6147, ELECTRON POISING
EVALUATION OF A NEW COMPOUND

By Daniel H. Duffy, D.C.

ABSTRACT: A new compound prepared by Standard Process Labs has been found to be highly
effective in negating muscle weakness produced by split brain activity. 94 of 100 patients were
found to respond favorably to manual muscle testing according to Applied Kinesiology protocol.

Early in 1983 this writer recommended a formulation to S.P. Labs for use in split brain act-
ivity. The following formula was prepared;
Vitamin A 600 IU
Vitamin C 1.25 mg
Vitamin G .075 mg
Iron 1.0 mg
Spleen (as a source of SOD) 3.0 mg
B-12 .2 mcgm :

Beta-Carotene 25.0 IU

Vitamin E (with natural traces of selenium) .6 IU
Vitamin K .1 mg

Chlorophyll .8 mg

Protocol for testing was a T.S. line indicator muscle which did not show weak in the clear but be-
came weak on split brain activity which in turn responded by strengthening following tasting of the
compound. (placement on top of the tongue)

Testing was performed prior to any therapeutic corrections to the patient.

G.J. Goodheart Jr., D.C., research chairman of the 1.C.A K. reported 100% effectiveness of the com-
pound shortly after beginning his tests which were performed at the same time in Detroit. Dr. Good-
heart also reported the compound to be highly effective in negating the effects of weakness found in
the new Strain/counterstrain technique.

REFERENCES

1. Goodheart, G.]J. Jr., Detroit, Michigan, Research Director I.C.A.K., personal communications.1983
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TECHNIQUES FOR CORRECTION OF FIRST RIB HEAD
PALPATORY PAIN

By Daniel H. Duffy, D.C.

ABSTRACT: Pelvic and spinal corrections have an immediate effect on the reduction of palpatory
pain at the first rib head. Category one and two lesions of the pelvis, Logan Basic Contacts on the
sacrotuberous ligament, sacroischial respiratory correction, dorsal spine manipulation, and Limbic
Technique all directly and effectively aid in the often total elimination of this palpatory pain.

PELVIC CORRECTIONS

Correction of the category one lesion is a major step in reducing first rib head pain (FRHP) on both
sides. However, honest evaluation of the remaining palpatory pain following this correction is often
not satisfactory and is the indication that other lesions are present. By far, most lesions are on the
right side and most leg deficiencies are found on the right with percentages that may well approach
the ratio of handedness in the population at large.

Correction of category two also has a profound effect on FRHP on the lesioned pelvic side with little
or no pain found on the opposite rib head in most cases. Both of these observations were originally
made by Dr. DeJarnette many years ago.

Following category correction, assess FRHP and if still present, contact the sacrotuberous ligament
and challenge for correct line of drive and make several light stretching thrusts with the thumb. This
has an astonishing effect on the FRHP and is an excellent confidence builder for the patient and the
doctor. This is performed in the manner of the Logan Basic Contact. 2

The next step is to correct for sacroischial respiratory technique3which is a modified “scoop tech-

nique” used by the DeJarnette SOT practitioners. Again, récheck of the FRHP will show a surprising
reduction.

SPINAL CORRECTIONS

This area should start with palpation of the SOT Trapezius Indicator Line with a slight modification.
Start your palpation at the atlas bilaterally and continue on down the trapezius line. This will direct-
ly pick up cervical problems. Identify and correct the dorsal subluxation/s especially upper dorsal fix-
ations which are common. Following these correcions reassess FRHP which may be now totally abol-
ished. Correct cervical intrinsic muscles with origin/insertion and golgi tendon organ and muscle sp-
indle techniques and adjust cervical spine. Simple movement of the cervical spine into adjusting pos-
ition will often elicit the corrections without an adjustive thrust following muscle corrections, how-
ever this writer recommends following through with a light thrust to insure activation of stretch re-
flexes in the GTO’s. It is this writers opinion that what occurs in an adjustment is activation of the
GTO which inhibits the offending muscle and causes it to “let go” so that the opposing muscle can
effect rebalancing which means that velocity of thrusting may need to be gaged more carefully. L.E.,
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challenging and adjusting may need to be performed at different speeds at different levels of the
body. Speed of challenge may be proportionate to muscle and tendon size and may help to explain
the difficulty in eliciting a challenge response in obvious subluxations.

LIMBIC TECHNIQUE

Therapy localization of the cervicodorsal junction bilaterally often does not elicit positive findings,
however retesting with the head turned to the left and right often produces positive findings, esp-
ecially when there is FRHP after all corrections above have been made. This calls for challenge of
the seventh cervical against the first rib head. (pulling them apart) Correction is a thumb move
adjusting the seventh cervical away from its ipsilateral rib head and then a traction move, down on
the first rib head with other hand tractioning skull in opposite direction. (pulling apart on skul
and first rib) Following this correction palpation of the FRHP will usually bring an unelicited
comment from the patient about how much better it is. Occasionally both first rib heads require a
traction type adjustment.

SUMMARY

A list of the items effecting FRHP has been presented. Many other problems cause FRHP however
those presented are very common and quickly identified and corrected. All of these corrections
can be made in less than three minutes. Most category one lesions are on the side of the short leg
and found on the right. Category two can be either side, long or short leg. Most limbic adjustments
are on the right side. (found with head tumed to the right) Most sacroischial respiratory problems
are found needing inspiration correction. (push sacral apex and ischium together on inspiration.)
Imbalances in sacrospinalis, trapezius, quadratus lumborum etc. which accompany lesions herein
mentioned will negate positive effects of the approach if left uncorrected. Many category ones will
not show therapy localization or rib head pain when the patient has been taking analgesics. Use
pinch/scratch and RNA to elicit positive findings in these cases. When lesion side is not the short
leg in category one try auxiliary K27 contacts. There are very few instances where the adjustive
thrust is made on the short leg side in a category one and these are usually on acute patients seen
daily who have shown both category one and two, one following the correction of the other.

REFERENCES

1. DeJarnette, M.B., D.C., Sacro Occipital Technique, privately published, Nebraska City, Neb.
2. Logan, Hugh B., D.C., Logan Basic Technique, Logan College of Chiropractic, St. Louis, Mo.
3. Goodheart, George J. Jr., D.C., Applied Kinesiology Research Manual, Detroit, Mich.
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HIDDEN DURAL TORQUE PROBLEMS

J.V. Durlacher, B.A., D.C, - James D. Hogg, D.C.

ABSTRACT: This paper deals with discovering a method of diag-
nosis to uncover hidden dural torque problems, particularly
accompanied by the mid-pterigoid strain and counter strain con-

dition.

INTRODUCTION: It has been observed by the authors that in a
number of incidences, the dural torque condition is not discern-
able with ordinaxry diagnostic procedures; ie., placing DeJarnette
blocks in contra-lateral positions under the ilium and shoulder,
or by having the patient raise one leg as if taking a step and
testing the opposite psoas and piriformis, or by therapy local-
ization of the Category I pelvic fault with one hand up and one

hand down. 1

METHOD: To uncover these hidden dural .torque faults, the examiner
should have the patient supine and therapy localize the TMJ bilat-
erally. Patient is then requested to flex the head and neck for-
ward as far as possible, bringing the chin on the chest and then

to clench the teeth as hard as possible. Then relax the neck by
laying back on the headrest and clench the teeth again. A strong
indicator muscle is then tested. If it weakens, have the patient
quickly take one hand off. If the indicator muscle remains weak,

the side of the Jjaw being therapy localized is the side involved.

If the indicator muscle becomes strong, therapy localize the opposite

side and the indicator muscle will become weak.
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Palpation of the medial pterigoid muscle on the side of therapy
localization will show extreme tenderness as compared to the non-
involved side. Correction using strain and counter strain tech-
nigue is then completed. At this point, the pelvic distortion

will show under normal diagnostic procedures if it is present.

CONCLUSION: This procedure has been used by the authors in

fifty cases.

1 Monthly Research Tapes - George J. Goodheart, Jr., D.C.

66

-2 8 -3 3 __1]

—3



(7o)

—3 T3 73

67

ANOVA

(ANALYSIS DF VARIANCE)

by

Joseph S. Ellison, D.D.S.

ABSTRACT ANOVA is one of the most important and useful statistical tests
in current usage. It allows the investigator to determine the effects of
several different treatments on a given population. ANOVA, therefore,
greatly expands the investigators tools in determining the significance

of research results. Once the basic principles are understood; calculations
are easily performed,since ANOVA uses simple mathematical formulas. Al
clinical investigators should be at least familiar with the underlying
principles involved in ANOVA and other frequently used statistical tests.
Clinical studies must at least incorporate basic statistical principles

in order to qualify as valid scientific research.
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The t test, described previously, was used to compare the means of two

populations.] If the t test showed that the means of the two populations, in
guyestion, were similar it was inferred that there was no statistical differ-
ence between the two populations. This inference was drawn by the use of the
null hypothesis. The null hypothesis placesthe burden of proof on the
investigator to prove that there is a statistical diffarence between the two
population means. |f the two means were similar the statistical formula
describing the result was Ho : u,=u, where Ho is the null hypothesis, u, is
the mean of the first population and u, the mean of the second population.
If the population means were dissimilar, the statistical result was written
Ha : u,7u, where Ha was the alternative hypothesis and u, and u, the res-
pective population means. When the alternative hypothesis was true, the
means of the two populations were statistically different from one another
and there was thus a statistically significant experimental result.

In many cases, the investigator wants to compare more then two sample
means. The null hypothesis is stated Ho : u,=u,=uj.....u,. Using the t
test in this instance would cause difficulty. The comparing of three groups
requires 3 t tests. If the 3 tests are computed at the .05 level of signif-
cance there is nearly a 15% chance that an erroneous conclusion will be
reached. likewise, comparing 8 populations would require 28 t tests and
allow a prohibitive type | error. ANOVA is a powerful statistical tool

that allows the comparison of several population means.

The previous paper] showed that variance =§j§x-x22 where:
n-1

z= sum of

x= value of each sample in the population

x= mean of all of the samples in the population
n= number of samples in the population

n-1= degrees of freedom for the given population
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The formula shows that the variance is directly proportional to the deviation
of the samples from the mean (x-ijz.

Suppose you chose 5 people at random from a given population and exposed
each subject to 3 different levels of treatment. You, of course, ascertained
that your given population was a reasonable representation of the target
population as a whole. You woujd begin by diagramming your results as shown

in table 1.

Table |
Patient Treatment level | Treatment level 1|1 Treatment level 111
A 10 7 L
B 12 6 8
C 9 5 6
D 8 12 10
E 1" 10 2
Total 50 Lo 30
Mean (X) 10 8 6

Table | shows that there are different results for each treatment
level. For example, Treatment level | gives varying results of 10, 12, 9; 8,
11. This difference in results for the same treatment is due to experimental
error. The error effect is produced by the sum of all uncontrollable and
unknown factors. The error effect includes such factors as genetic background,
operator predjudice, placebo effect etc. To find the variance in the different
treatment levels, a formula similar to thg previpus formula for variance is
used.! Since there is a summing of square%ﬁ:&-ijéj the computation of this

quantity in ANOVA is termed the error sum of sguares or within=-group sum

of squares (SSwg). The error effect is computed by first substituting for

Z(x-i‘)z as follows:
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Treatment level |

i

Patient X=X (x=%)2
A 10-10=0 02=0
B 12-10=2 22z4
C 9-10=-1 -12=1
D 8-10=-2 -22=4
E 11-10=1 1229
Y (xR 2 10
Treatment level ||
Patient X=X x=%) 2
A 7-8=-1 -12=1
B 6-8=-2 -22=4
c 5-8=-3 -32=9
D 12-8=4 42=16
E 10-8=2 2221
NEEIN 30
Treatment level |[1|
Patient X=X (x=x3)2
A bab==2 ~22=h
B 8-6=2 22=4
c 6-6=0 02=0
D 10-6=4 42=16
E 2-6=-4 -42=16
2 (x=x)< 40

—3
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To summarize:
the within-group sum of squares (SSwg) is for;
: 2 =
treatment level | 32:(x-x) L =10

treatment level 11 vZ(x-i)z_! =34
e 3

treatment level || [Z(X-;)Zj =40
The formula for the mean square of SSwg is x=3) 2 ’
K(n-1 ,

where K is equal to the number of treatment levels and n equals the number
of measurements in each group. As shown below, substituting in the formula
gives the answer of 7 for the mean square of SSwg.

10+34+40 =84 = 7
3(5-1) 12

If the various treatments had no effect, the variations when comparing
the samples to each other would be the same as that error within the samples.

The variation between the samples is termed the treatment sum of squares

since its variation is due to the unique effect of each separate treatment.
Therefore, if there is a significant difference in the variation between
samples as compared to that within the samples, it may be concluded that at

least one of the treatment levels had a statistical effect. This forms the

basis for ANOVA.

The formula for the between sample variance is: SSb= Z§§¥?22
K-1 ’

ere:
(X-x)= sum of all squared deviations obtained by subtracting the popula-

tion mean from each of the sample means.
K-1= number of degreeé of freedom between the samples where K equals the
number of samples.

The mean for each of the samples was previously calculated as follows:

treatment level =10
treatment level [1=8
treatment level [}1=6
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Since; population mean (X)=_%x .
n
Then; X=10+8+6 =8 . c]
3
And;
Table i1 m;
Patient Treatment level | Treatment level || Treatment lavel I1|
(X=10) (%=8) (3=6) ‘
A(x-x)2 (10-8)2=4 (8-8)20 (6-8)2=L, j
2 2 2 2
B(x-x) (10-8)“=4 (8-8) =0 (6-8)4=4L
» :
C(x-x)2 (10-8)°=4 (8-8)2=0 (6-8)%=4 ]
2
D(x-x)? (10-8) "=k (8-8)2=0 (6-8)%=4 -
2
E(x=x)2 (10-8)2=t (8-8) “=0 (6-8) 2=k
Y (%02 20 0 20 -]
2 (%-%)2=20+20=40
[
Dzgrees of freedom (K-1) are one less then the number of treatment levels,
therefore;K-1=3-1=2 =
and;the mean square for SSb (treatment sum of squares)%{!?—?}z =Lko= 20
K=-1 2
ﬂﬂf’
The final steps in ANOVA is to construct an analysis of variance }
table, compute the F ratio and determine the significance of the computed 7
value of F. The components of a typical one-way analysis of variance table
(==
are as follows (Table (11).
Table 111 -
Source of variation Sum of squares Degrees of freedom Mean square
Between groups Zki-i)z K-1 SSb S$Sb/SSwg
2 K=1 K-7 K(n=-
Within groups Z(x-i) K(n=1) SSw
[ - 2] K(n-1)
Total 2 l(x=-0)2+(%-%)%  nk-1 -

The ANOVA table shows that F is obtained by dividing the within-group

variance into the between group variance.

Therefore: F=S

bs+SSw = 20=2.86.
K-1 K(n=-1) ~7

K-

1

—3 3 __1
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The completed ANOVA table is as follows:

Anova Summary of Treatment

Source of variation Sum of squares Degrees of freedom Mean square F

Between groups 4o 2 20 2.86
Within groups 84 12 7
Total . 124 14

The value of F computed in the experiment is compared with the critical
value of F, at the appropriate degrees of freedom. The critical value of F
is readily available from an easily found table of F distribution. A portion
of one of these tables may look as follows:

F Distribution (Values of F.05)

Degrees of freedom for numerator (variance between samples)

1 2 3 L 5 6 7 8 9 100eeseesaseasacasoaaes Oh
1 161 200 216 225 230 234 237 239 241 242 254
2 18.5
'3 10.1
L 7.7
5 A6.6l
6 5.99
‘7 5.59
'8 5.32
é 5.12
éo 4.96
RN
v 475 [3.89]
M 3.84 3.00 2.60 2.37 1.00
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The table shows that the critical value for F with 2 and 12 degrees of
freedom, at the .05 significance level, is 3.89. Exberimental F is now
subjected to the null hypothesis, as previously explained, therefore:]
if experimental F> 3.89, reject -Ho (null hypothesis)

if experimental Fg 3.89, accept Ho.

the calculated value for F equals 2.86, which is less than 3.89, ths
critical F value. The null hypothesis must, therefore, be accepted and

there was no statistical difference between the different levels of

treatment. All three levels of treatment gave essentialy the same results.

Basis and Assumptions of ANOVA

An observed value for any individual in a given group is composed
of three values:
1. The grand mean of all of the indivduals in the population which
is assumed to be equal to the value obtained for a given individual.
2. The treatment effect, the unique effect of receiving a given level
of thes independent variable(treatment), is assumed to be the same
for each member of the group receiving a given level of treatment.
3. The error effect represents many uncontrollable factors within the
study. There is the possibility of a different error effect for
each individual. Their values, however, are assumed to be normally
distributed with a mean of 0 and an unknown standard deviation.
Computing the within-sample variation gives an indication of the
error effect. If it is proven, that the between-sample variation is
significantly greater than the within-sample variation, it can be inferred
that the samples were not drawn from the same population; but from a
population whose average values differed. The treatment, therefore, had

a definite effect which exceeded that of the error effect.
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Under ideal conditions, when there is no treatment effect, F=1. This is

so bacause the within-group and between-group variations will be equal.
Therefore, the differences in treatment effects are directly proportional
to increased values of F.

In accepting the results of ANOVA, values of F are valid only if:

1. the population shows a reasonably normal distribution

2. the variance§ of the populations are equal

3. the observations are statistical]y independent.

The example given in this paper showed different levels of treatment
applied to different persons. This was an attempt to determine if there
was a cause-and-effect relationship. The investigator might also want to
assign subjects to groups on the basis of an attribute such as age, sex,
height, weight etc. In this case the study could become more of a study

of correlation.

The example,in this paper, contained one independent variable and
is therfore termed a One Way ANOVA. Two or more independent variables
may be used to more than double the informafion extracted. For instance,
two or more different types of treatment can be performed on each
individual to determine if there is a seperate effect of each treatment;
or if there might be a combined effect of one or more given treatments.

As with many other statistical tests, results for ANOVA can be
quickly and relatively easily obtained with the use of a programmable
calculator or computer. Simplified formulas can also be used once the

basis of the indicated statistic is well understood.

1. Ellison, J.S.: The Null Hypothesis, Collected Papers of the Members
of the International Ccllege of Applied Kinesiology, 1981 (winter) p.149
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CANDIDA ALBICANS - THE MISDIAGNOSED FRIEND

Rene’ Espy, B.A.
Burt Espy, B.A

Abstract of the Thesis

The author's thesis contends that Candida Albicans is the
wmisdiagnosed friend of the body rather than the pathological
culprit for which it has gained widespread reputation. Candida 1is
presented here as the body's SO0S signal to a much greater problem
- gross ecrrors in fat metabolism. The authors contention is that
errors in fat metabolism interfere with the bodies ability to
communicate data properly and thereby is a major factor in the
distortion seen in patients with Candida related problems.

While an extensive review of the current body of knowledge failed
to confirm or deny a direct interrelationship between the
phenomena cited, it did provide supportive arguments that have
beén hypothesized by a small group of physicians at the 1983
Yeast Symposium at Birmingham,Alabama. Increased clinical
laboratory research points to severe essential fatty acid
discrepancies along with severe amino acid defeciences as an
interesting correlation with increased Candida Albicans related
symptoms. All the research data indicated the importance of the
need to develop an understanding of the physiological mechanism
related to Candida Albicans. If control or destruction of the
yeast is all that is necessary the solutiiou would be easy.
However in our clinical experience once the yeast is under
control the work begins. There is no easy answer, rather it
requires a complete change in life style and a support system for
the patient to be able to maintain during a long, difficult
period of rehabilitation.

A questioinaire was submitted to all patients suspected of having
a candida problem. The results of this survey were evaluated
disclosing the following information:

Most patients have had antibiotics, corticosteroids, birth
control pills or other drug related therapies. All patients
frequently crave high sugar, high refined carbohydrate foods,
dairy products, vinegars,. oranges and yeast foods. All patients
noted sensory disturbances ranging from memory disturbances to
impaired vision, hearing, taste or sensitivity to fragrances
and odors. A high percentage have been diagnosed as having
severe problems such as systemic 1lupus erythematous, multiple
sclerosis, yeast infections, endometrosis, cystitis, Crohn's
disease, psorisis ,etc. Allhave emotional disturbances rang-
ing from depression to appearances of split personalities. The
incidence of yeast related problems has been found inmaleand
female alike. The author suggests that most research states
the frequency is predominately female-related due to the fact

77



that laboratory diagnosis is unavailabie and recognition of yeast
related problems is by chance Medical Jdiagnosis 1s confirwmed by
decrecase of sympLoms after a trial period of drug therapy.
Medical cure is confirmed by periods o1 no symptoms. I. 135 Lhe
authors contention that the above approach to human life is a
disgiace to humaanity. The superiicial i1dea that decreasc 1in
symptomatology 1is the cure says 1little for the health
professionals of today. The authors propose that 1. 1s cthe
obligation of the physician to present the patienmt with
slrternatives uf lifestyle to giLve the patient the optio. of
choosing optimum health - it is not enough to be satisfied w.th
reduction of symptoms.

Aian G. Beardall, D.C. in his paper on "The Living Compu.er"
presents conceptualizations of disease and states iLhat the
prioricy of the body may not be recoguized by the treating
pnysician. Improper diagnosis might be considered as the leadiug
causce of death! While the authors do not intend to say thai all
dizguosis 1s wrong, they do coutend ihait most diagusis is
incomplete. The day of the quick fix is over, problems are wmore
complex, dietary deficiences are aL alarming proportions and the
patient is beginuing to cry out for a truly whoulistic approach tv
health. The day of being taken care of by others is over, the nuw
age requires self-sufficiency and a responsible change 1n life-
style. ‘

The author's study contends that the body must be viewed
wholistically and as the beautiful, organ:ized, logical, rational,
precisioned computer that it is. The blueprint of the body has
uot been discovered as yet however to those physicians on the
pursuit of truth it will be revealed. Applied Kinesiologists have
the most wholistic approach to diragnosishowever even 50
guidclines must be presented. It is one thing to have numerous
thereupetic approaches but a far greater challenge to know when
to use what and for what purpose. The author also contends that
physiological as well as a philosophicai understanding of the
body must be the fdéduudation from which to approach total health.
Icaptitudes of diagnosis may not only be the cause oL severe
health problems but may also be the cause of increased research
and development expenditures to tangentisl 1deas of single-minded
researchers aud the existant health failure rates.

The author concludes that an understanding oyr tLhe body as a
"Living biological computer” as a philosophical foundation and
the investigation of improper fat metabolism asc ome major cause
iu proper computer transmission of data are two too important
responsibilities to be lefi to chance and its importance demands
that physicians within the health profession give it the thought
aud support it deserves. If health professiomals atiencive
concern fo:r the proper diagnosis and administration of therapies
for disease processes such as Candida Albican related problems 1s
2ot present, a reduction 1n disease processes cannot be expected.
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The Body as a Biological Computer

Alawnw G. Beardall, D.C. has presented a conceptualization that the
body 1s a living biological computer. To understand a computer we
look at three basic systems: 1inputL, central processing and
output. In the electronic computer imnput is the keyboard, central
processing is the hardware and output is the screen and printer.
Likewise regarding the body, the keyboard would be the
acupuncture system, the central processing unit would be the

brain and spinal cord and the output would be the symptoms.(See ’

Instruction Manual by Alan G. Beardall, D.C.)

Keeping the above in mind, if the symptoms are happiness, health,
and an efficient digestive system then the input intc the body
is acceptable by the central processing unit and atl is well.
Howeverif the symptoms are pain, depression, digestive
disturbances, loss of memory, or loss of concentration, obviously
the central processing unit is not accepting the input or at
least it does not recognize the input and therefore cannot
process 1it.

Dr. Beardall's <concepts have set a philosophical and
physiological foundation for which to look at health and disease.
He has presented ten possibilities for improper transmission of
data from input to output and why the biological computer cannot
transmit information adequately:
l1.Breakdown in communication.
2.Conflict in strategies between levels of functions or
computers.
3.Circuit overload.
4.Circuit erosion.
S.Inadequate input for adequate resolution.
6.Inadequate transferance oif information, nutritional
deprivation, RNA, neurotransmitters, etc.
7.Priority of CPU not recognized by the treating physician.
8.Abnormal input from oral cavity, i.e. supressive drugs,
etc.
9.Computer processing at full capacity and therefore data is
put on hold.
10.Compartmentalization of aberrant tissue.

As stated earlier, a foundation must be laid upon which to build
a firm hypotnesis and Dr. Beardall has done just that. This paper
is not the final word - it is the beginning expression of
concentrated work for the past eighteen months. The next eighteen
months may radicallly change the conclusions and that is good for
Lo staguate is death and to change for the better i1s life.

\
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INTRODUCTION TO CANDIDA

Yeasts (classified Blastomycetes) are the vernacula: term tor
fungal organisms. These organisms constitute a resident
population which is universally part of the normal flora ol skin
surfaces, the intestional tract, buccal and vaginal mucosa. The
most common of these is Candida Albicans.l. It is normally
controlled by intestinal bacteria and therefore poses mno

harm. However if the helpful bacteria are destroyed the yeasL 1is§

then free to cause problems with body tissues and a myriad of
symptoms results. Symptoms related to this syndrome are varied
and are usually of a very serious nature. Some of these are
listed in the following table (a more complete list contains as
many as /0-100 or more).

Depression, diarrhea, hives, lethargy, constipation,
food allergies, hyperactivity, distention and bloating,
chemical sensitivities, acne, gastritis, fatigue,
vaginitis, sensitivity to molds, cold hands and feet,
menstrual irregularities, kidnmey and bladder infections,
joint pains, cramping. cystitis, numbness, headaches,
hay fever, loss of libido, gas colitis, earaches, memory
loss, and anxiety.

Uutil recently Candida was thought of as a minor infection of
mucous membranes, skin and nails. With the increased use¢ of
antibiotics, steroids, birth control pills and highly refined
carbohydrate and fat diets it has been found that Candiasis
becomes a chronic, systemic infection that leads to tissue damage
throughout the body. It appears that candida produces a chemical
response that affects the immune system-and may be an etiological
agent in food allergies.

All the publicity directed toward Candida Albicans may be in the
wrong direction because strictly speaking there are no pathogenic
yeasts. Those associated with human or animal disease are
incapable of producing 1nfectionm in the normal healthy
individual. Before colonization, infection and disease can take
place, alteration in the physiology of the normal flora of the
defense system of the host must occur. The severity oi the
disease will depend on the degree of alteration of normal
physiology rather than any pathogenic properties exhibited by the
fungus. 1,2,4.

FACTORS AFFECTING GROWTH AND NUTRITION OF CANDIDA

Under normal circumstances human adults have an innate resistance
to Candida infiltration however when there is any alteration in
normal detense mechanisms or any predisposing eunvironmental
conditions, infection or sensitivities predominate.

Yeasc is not affected appreciably by changes in pH as they are
generally able to multiply in media with a pH range ot 3 to



8, although optimum growth is normally in the range of 4.5 - 6.5.
However 1t is noted that ygrowth of yeasts is i1nhibited by certain
organic acids.2,3,8,. This 1is an important point as clinical
eaperience has showes that «s the urine pH returns to the normal
range the complaints of the patient take a turn for the better.

The nutritional environment that best supports the growuth of
yeast includes biotin, thiamin and others of the B complex
family. Biotin however is the most essential. In addition to
biotin, Bl2, thiamin, nicotinic acid, PABA and zinc also enhance
cell growth.

As Candida becomes pathogenic it requires a source of nitrogen
and most effeciently receives it from ammonium salts. IL also
requires oxygen and uses specific amino acids for growth. Glucose
and other sugars are generally used as carbon sources. 2,3,8.

CONDITIIONS PREDISPOSING TO CANDIDA

There are five principle counditions thact facilitate candida
infection. These upset the balance between candida and the host
sufficiently to allow a pathogenic state to develop. Age, sex,
clinicsl wanifestations and other predisposing factors have
varying effects on the underlying disease of the patient. Thus
the multitude of symptoms from headaches to memory loss.

The five cunditions are listed below followed by discussion of
each:1,2.

l1.Extreme youth

2.Physiological change, ie.pregnancy

3.Prolonged administration of antiobiotics

4.General debility and constitutional deficits

5.Iatrogenic and injuries iunvolving penetration of the

bodies natural barriers.

As the resident flora is being established in a child the
restricting factor to fungal growth may be absent. In the normal
child with all essential components to normal physiology present
no treatment is needed.

During pregnancy, changes in carbohydrate metabolism in the
uterus leads to an increase in Candida Albicans. Administration
of stcroids in males and females also leads to an increase in the
Candida populations. The same is true for patieants with endocrine
dysfunctions such as diabetes. '

Prolonged administration of antibiotics alters or eliminates the
normal bacterial flura that is the controlling factor im the
growth of Candida. The overwhelming over distribution of
antibiotics stimulate the abnormal overgrowth oif yeast. One
source statcd that 95 percent of patients with Candidiasis have
received antibiotics. 7.

Putients with general debility and who are constitutiomnally
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deficient have a greater risk ot Candida infection. The estent
and severity of the Candida most aiways depends on the severity
of the underlying disease. Iumuno-suppressive agents, cytotoxins
and other drugs alter the normal deteunses and permit Candida
invasion or invasion by other opportumistic organisms,

latrogenic and barrier penetration injurlies are the result ol a
wide variety of reasons. Accidental injuries involving
penetration of the skin by a roreign object, indwelling
catheters, hyperalimentation, peritoneal dialysis, and surgical
pruocedures ate some of the ways coionizactiou ot Candida can
occur. Drug abusers are particularly vulnerable.

Candida is one of the most opportunistic organiswms thact afflict
man. Ouly syphilis presents a more diverse clinical picture. All
tissue and organ systems are subject to iuvasion when resistance
of that area is lowered for any reason. In addition to
infections, Candida Albicans 1is also 1involved in allergic
conditions and chemical sensitivies.

Allergies and/or seusitivities range from certain foods to a
total sensitivity to everything. The more serious sensitivities
have been labelea "Universal reactors". 18. These people have
had to live a monastic lifestyle in an effort tou avoid  most
foods,nearly all chemicals, most drugs, odors, and practically
anything synthetic. Few marriages survive the ordeal. Many have
been desvrted by family and friends. These patients must be
listened to with "ears that hear and eyes that see" in order to
help them through the ordeal. They must be understood asthey
nave been labeled as psychotic, neurotic and psychosomatic by
their doctors. lgnorance to the human condition is toc prevelant.

FAT METABOLISM

A basic understaunding of fat metabolism 1s onecessary) to
understand normal computer transmission. Fatty acids are long
chains of carbon and hydrogen atoms. Saturated fatty ccids are
bonded while unsaturated fatty acids lack at least one pair ot
hydrogen atoms and polyunsaturated reters to those iu which more
than onc¢ pair is missing. Fatty acids are the building blocks of
ftats. In order for fats tu be digested bile is secreted {rom the
iiver into the intestines to emulsify fats which enables them to
become rfatty acids and glycerol b, the action ot digestive
enzymes .

Fatty infiltration is brought about by anm imbalamce between
lipotrupic enzymes. Fat 1un tood 1s not absurbed as such but
broken down in the duodenum by intestinal juices, pancreatic
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juices and bile to make fatty acids aud glycerol. Some of the
digested fat 1s used throughout the body and some 1s stored as
adipose tissue. Fat reaches the cell via the liver from the diet
and also trom circulating pools ot fat depots. Necessary
lipotrophic factors 1include choline which promotes the formation
of phosphoiipids - abscnce of this food factor leads to rapid
accumulation of liver fat.

Lipids are essential to digestion but are potentially harmful
especlally saturated acids such as stearic acid for it coats the
red blood cells, blocks capillaries and deprives the heart ot
oxygen. Fat 1s normally absorbed by the lymph and enters the
bloodstream near the heart however excess accumulates in the body
and becomes deposited in the liver.

Causes of fatty degeneration are (l)poisons and (2)anoxia. The
poiscns may be organic, 1n the form ol any bacterial toxin that
interferes with the cellular enzymes, or inorganic ie.phosphorus,
carbon tetrachloride and chloroform. Anoxia occurs in many
diseases such as fatty degeneration. Unsaturated fats
redistribute choiesterol from the blood to the tissues and after
combining with oxygen forms free radicals. These highly reactive
and unstable sustances interact with proteins and lead to loss of
elasticity in tissues and general weakening of cells.

In order for a computer to process any information or more
basically be even functional it must have an energy source. The
primary source of emergy production in the body comes from food
intake. Adipose tissue is the primary storage site for potential
energy. In areas where adipose tissue 1s subject to free and
rapid change insulin sensitivity is found to be most prominent.
It has been found that insulin is required for synthesis for fat.
10. It has also been shown that the primary conversion site of
carbohydrate to fat is in the adipose tissue itself and
increased insulin accelerates this process. ll1. 13. Therefore
insulin in adipose tissue facilitates the conversion of
extracellular glucuse into intraceliular glucose 6-phosphate. 16.

If it is true that adipose tissue is semsitive to imsulin this
suggesits that insulin regulates extracellular glucose and adipose
tissue lipogenesis and serves as the main indicator for adipose
tissue to extract glucose and synthesize fat. Therefore the
presence of glucose and insulin allow the normal incorporation of
tree fatty acids from circulating fluids iuto adipose tissue
lipid. Insuliac appears to be the signal that the Dbody has
received enough food and the adipose tissues expand accordingly
with necessary storage for future use.

Futhermore insulin has been shown to be the body's signal to
increase glucose uptake to provide adequate fatty acid biosyn-
thesis or with a lack of insulin signal the body to mobilizec
fatty acid stores into circulating free fatty acids.

Adipose tissue as the site of energy storage 18 also necessary
during times of stress when rapid mobilization is necessary fofl
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survival. Insulin is necessary for the rapid ccnversion oi
Zlucose to lipid and the sympathetic nerve endings are necessart)
for rapid response.

Once the stressful situation is no longer present glucose levels
returu tu normal, insulin production normalizes and glucose
metabolism returns to the role of energy production in the
central nervous system. This homeostatic system must have no
outside interference or internal breakdown for the body to work
efteciently. In man therv are many factors that can alter this
vital system from second to second:(l)blood glucose levels
(2)environmental changes (3)hormonal changes (4)emotional stress.
This relates to the principle that the "imporcance of biologic
servomechanisms is inversely related to the duration of their
respective cycles".5.

Adipose tissue serves also as an important factor 1in heat
regulation as shown by it's anatomical location lending to the
conclusion that it is an important insulating agent. It has been
suggesterd that it is an important site of heat production not
only as an insulator but also as a heat producer.

In'summary insulin promotes the utilization of carbohydrates for
energy and depresses the utilization of fats. On the other hand
lack of insulin leads to fat utilization mainly to the exclusion
of glucose utilization, except by brain tissue. The signal that
controls this switching mechanism is principally the blood
glucose concentration.

Decrease of glucose leads to decreased secretion of insulin and
therefore uctilization of fats almost exclusively for energy.
Increased levels of glucose lead to increased 1insulin secretion
and carbohydrates utilized almost exclusively for energy. Insulin
has a vital role in the body - controlling whether carbohydrates
or fats will be utilized by the cells for energy. Two other
hormones involved are growth hormoune from the anterior pituitary
and cortisol from the adrenal cortex. Both depress cellular
utilization of glucose while exciting the utilization of fat.
Epineplhrine also plays an important role. Duriug stress the
sympathetic nervous system is excited and epinephrine is secreted
by the adrenal medulla and causes an increase in both the b.ood
sugar and the blood concentration of fatty acids. Epinephrine
especirally enhances the utilization of fat ion stressful states
such as circulatory shock, anxiety etc.

Any disruption in normai insulin activity such as « high sugar
diet, high fat diet or a high refined carbohydrate diet can
affect normal physiology. Increase in fats can cause improper
computer production or impair it enough to cause garbled response
to normal input.
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THE ROLE OF PARASITES

Purasites are 1ndividuals ur species nourishiuy themnselves at the
expense of an organism according to Dorland s Medical Dictionary.
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