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INTRODUCTION

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

Chairman

This seventh collection of papers by the members of the
International College of Applied Kinesiology represents
32 papers written by 27 authors from the membership.

These papers will be presented by their authors to the
general membership at the Winter Meeting to be held in
Houston, Texas on December 7, 8 and 9, 1978. The author
welcomes comments and further ideas on their findings,
either in Houston or you may write them directly as their
addresses are included in the Table of Contents.

This particular edition of collected papers contains a long
nNeeded "Index to Date" of all collected papers ever written.
It should prove invaluable to those of us writing future
research papers, as we are expected to review all existing

material on any given topic that.we might choose to write
upon. A

These papers do not represent the official educational
material of the International College of Applied Kinesiology,
but rather areas of interest to the individual members which
have been under research. The papers are presented in an
unedited form. It is through our critical examination of
these new ideas that we grow in strength and add to our ar-

mamentarium of healing abilities which in turn can benefit
all mankind.
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SOME NEW FIXATIONS

by
MICHAEL D. ALLEN, D.C., N.D.

ABSTRACT: The purpose of this paper is to show four new
.fixation possibilities. Wwhen testing the piriformis,
quadraceps, tensor fascia lata and sartorius
muscles bilaterally, a hypotonicity indicates
"a fixation between L2,3,4; C3,4,5:-T11,12,L1;: and
an exception to the rule, the TMJ, respectively.

INTRODUCTION: The application of a black cloth to the open eyves

of the patient has been shown to elicit fixations in the body. (1)
Upon investigation into this subject, a lenéthy examination was
conducted to see if any fixations existed in the body other than
the ones already established. The results of preliminary testing
indicated that all fixations had been categorized. Through
clinical experience, several more fixation locations were found
nevertheless, and the importance of the black cloth began to diminish,
in the opinion of several doctors.

An explanation of the reason for the added fixations not show-

ing up previously was given in a paper entitled, Body Priorities as

Demonstrated by a Dental Splint. (2) .Respect for the Blindfold

Test (3) was re-established subsequently.

The fixations had been "covered" by the body because they
were being pursued out of sequence; something else had to be done
first. Once the system was cleared in the proper sequence, the

following fixations became apparent and correctable.
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PROCEDURE:
A. PIRIFORMIS - L2,3,4. FIXATION

It has been documented several times by the members of the
ICAK that certain bilatefal muscle weaknesses indicate a specific
osseus fixation.

In general practice, it is not unusual to see people with low-
back pain, men with prostatitis, and women with menstrual disorders.
Oftentimes, fertility problems may be a reason for a man or a woman
to seek Chiropractic care. The symptoms may be present even on' sub-
sequént visits after Applied Kinesiology techniques, as an adjunct
to manipulation, have been investigated. Therapy localization
reveals nothing unusual and everything which was located and cor-
rected previously, has remained corrected.

Upon testing the piriformis muscle bilaterally and finding both
hypotonic, it is well to think in terms of the second, third, and
fourth lumbar nerves. Since the third lumbar nerve is the main
nervoué supply to the sex orgaﬁs (4), and the piriformis muscles
lie on the pericardium meridian, it seemed logical to check the
vertebra associated with the specific nerve to the organ's muscle.

A positive correlation has been found to exist in 30 out of 38
patients tested. Also, the correlation seems to be found more
often in women than men.

The next step is to challenge the vertebrae to find the di-
rection of correction and to manipulate accordingly. Go back
and recheck the piriformis muscles after correction. This is a
very important step because several times one piriformis muscle
will remain hypotonic, indicating the need for nutritional sup-

plementation.
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If the bilateral piriformis weakness is not found in the clear,
check the priority mechanism presented by Sheldon Deal (5). It
is possible that the eight cases where the bilateral muscle hypo-
tonicity was not found were due to them being “covered" by a more
primary problem someplace else. At the time of the initial
examination, the priority mechanism was not investigated.

B. QUADRACEPS FEMORIS - C3,4,5 FIXATION

Upon testing the patient's quadraceps femoris (rectus division)
in the supine position, a bilateral muscle weakness may be indic-
ative of a fixation between the third, fourth, and fifth cervical
vertebrae. This fixation may be a contributing factor to symptoms
of migraine headaches, sore throats, chronic knee problems and a
few other areas of structural relationship.

The proper procedure of testing, challenging, correcting, and
rechecking should all be followed strictly and special attention
should be paid, again, to the priority mechanism.

This finding is relatively new and, consequently, only 7 cases
have been found and studied with relief of symptoms after correction
in 6.

C. TENSOR FASCIA LATA - T11,12,L1 FIXATION

One of the foremost steps in obtaining health is a clean colon.
If the organ is sluggishly working and congested, it cannot possibly
work at its optimal level of performance and an accuﬁulation of
toxicity results. An open iliocecal valve and constipation are also
results of a hypokinetic colon.

A bilaterally hypotonic tensor fascia lata indicates a fixation
between the eleventh and twelfth thorasic and first lumbar vertebrae.

The same investigative and manipulative procedures should be followed
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in this case as in the cases above, for correction.

In the twelve cases studied, all responded immediately to the
correction of the fixation and to date, only one needed to be done
a second time. (This was érobably due to its being corrected out"
of sequence.) As in the case of the piriformis, the tensor fascia
lata sometimes shows a unilateral weakness afﬁer correction or on
subsequent visits: this indicates nutritional supplementation.
Having the normal nervous function re-established, the colon can
function more properly and balance can be restored to the pelvic
structﬁre.

D. SARTORIUS - TEMPROMANDIBULAR JOINT DYSFUNCTION SYNDROME

Until recently, a bilateral sartorius muscle hypotonicity
indicated adrenal malfunction. The usual methods of Neurolymph-

_atic, neurovascular, acupuncture, nutrition, etec., were all of
supporﬁive value but many times the patient expériences no
amelioration of symptcms. The TMJ is a joint of primary importance (6)
and has received much more recognition as such recently - exemplified
by the interest given to it by dentists using Applied Kinesiology.

It has been noted that after manipulation of the muscle spindle
fibers in the external pterygoideus muscles and a strong bilateral
sartorius results, the TMJ remains corrected upon subsequent visits
bdt the patient has also been instructed to follow the "rule of
thumb" to avoid repeated strain of the TMJ musculature.

As stated in the abstract, this is the exception to the rule
‘on fixations for two reasons. First, it indicates a fixation in
something other than a vertebral level and, second, the correction

is of a soft-tissue type rather than an osseus type.

In Dr. Deal's paper, the results of the application of a
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removable dental splint are presented. This muscle test presents
an indicator for the possible need of a tempromandibular splint,

the application of which is outlined in the above mentioned paper.

CONCLUSION: The Blindfold test is still valid as an indicator

of fixations in the body and importance has been added to it with
the demonstration of body priorities. The muscle tests indicated
herein will add to the doctor's armamentarium for treatment by
giving more balance to the structure in a shorter period of time.

It may be well to check the TMJ by way of the bilateral
sartorius muscle test along with the centering mechanism and
switching at the outset of treatment to see if it should be
corrected at that point. 1Its correction at first may be signifi-
cant since it could alleviate compensatory muscle weaknesses
initiallfl thereby showing primary weaknesses only.

It should always be remembered that it is of utmost importance
that the priority mechanism be followed precisely for correct

interpretation of results and lasting treatment.
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STIMULATION THROUGH MANIPULATICN

by
MICHAEL D. ALLEN, D.C., N.D.

ABSTRACT: A Chiropractic manipulation may supply the

stimulus to correct neurolymphatic, neuro-=

vascular, acupuncture points, and even correct

cranial bones through GV20.

INTRODUCTION: While reading Chiropractic Pribciples and Technigue

by Joseph Janse, D.C., the idea of using a Chiropractic manipulation,
the resuit of which is unique to the body, to stimulate acupuncture
points, correct muscle spindle fibers, correct golgi tendon organs

and correct cranial bones through GV20, became more and more inter-

esting.

PROCEDURE: In his book, Dr. Janse states that, “The immediate,
though temporary, effect of the application of the Chiropréctic
thrust is its stimulating action on the nerve centers.® (1) Not
only-is this osseus or soft-tissue manipulation a stimulation to
the nerve centers of the body, but also to every organ and muscle
in the body. The applied Kinesiologist already knows this to be
true, but further application only increases its value.

Felix Mann mentions that “Directiy under the skin is a wide-
spread network of nerves {part of the autonomic nervous system)
which recieve and pass on the impulses that come from the deeper
parts of the body - the organs, brain, bones, muscles, etc. When
an impulse arrives from a diseased organ an alarm is sounded at

the nerve endiﬁgs in the skin." (2)
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Dr. Mann goes on to explain that the malfunctioning point tends
to become sensitive to the touch. "A fine needle is put into the
sensitive spot. The nerve fibers of the autonomic nervous system
are stimulated:; the impulse goeg to the lower centers of ﬁhe bfain,
and then back again to the diseased organ, which is restored to its
normal balance (Vorgralik).*® |

Through the years, we have seen that acupuncture can be done
with the fingertips to accomplish the same result received with
needles. This is because of the vast supply of nerve energy
féund at the hand area, as seen on the homunculus. Patients
sometimes exclaim that they can “feel the energy run to their
fingertips” after a cervical adjustment.

Since the above is true, it would seem that since the Chiro-
practic manipulation is a stimulation (however brief it may be)
the same result could be had with therapy localization of any area
(a neurolymphatic, neurovascular, acupuncture point, iliocecal valve,
etc.) and a2 simultaneous manipulation of any indicated osseus
structure.

The impulse from the manipulation stimulates the whole body
as explained by Janse, "...each cell virtually is a battery composed
of ions in definite relationship to each other. When the cell is
deprived of its requisite blood supply, there develops a lack of
cohesion of the elements composing it. As a result of the consus-
sion of forces incident to the application of the thrust, there is
a condensation of the ions composing the cell, in consequence of
which it functions more actively. 1In other words, the cell generates
impulses as a result of the stimulant it has reéaived in, the form

of a thrust.®" (4)

3 13
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The instantaneous stimulation from the manipulation travels to
the hands and - since the hands are contacting the body - through
the tissues to the point of contact - whatever it is.

This line of reasoning can be followed to include the cranial
bones which were mentioned earlier. When GV20 is therapy localized
and a previously strong indicator muscle weakens, this shows that
one or more cranial bones are subluxated. (5) The approach is
then to go to each one of the cranial bones and find which are the
offenders.

The next step is to correct each one individually and go back
to recheck them all. This proceedure used to take up much time in
the office:; after the discovery of the body's priority mechanisms
it is even more lengthy and involved.

If the patient simply contacts GV20 with two fingers of both
hands and the doctor simultaneously manipulates the cervical spine,
the stimulus from the adjustment travels down the arms to the hands
and to GV20 to stimulate the cranial bones with "inate intelligence.”

Upon re-examination of GV20 with therapy localization, it is
found that all previous cranial bone subluxations have now cleared.

To go one step further, let us go along the reasoning of
rubbing the neurolymphatic'and holding the neurovascular points
simultaneously for correction of a hypotonic muscle -~ which several
doctors do in their practice. The thinking is that while one hand
is stimulating the neurolymphatic reflex with a vigorous rubbing
pressure, the other hand is acting as a "jumper cable" stimulating
the neurovascular reflex with a light touch. Each one stimulates
the other in the same way the cells of the body are stimulated by

the manipulation as explained above by Dr. Janse. This technique

works very Well and effectively.
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Dr. James J. Badge
11

HERPES ZO0STER

ABSTRACT: Herpes Zoster is also known as shingles. In areas
with a predominant population of senior citizens,
one is bound to be confronted with this condition.
Traditional medical treatment is not very success-
ggléurngfggélowing treatment has been very successful

PATHOLOGICAL CONSIDERATIONS:
Herpes Zoster, commonly known as shingles, is an acute infection

of the central nervous system involving the posterior root ganglia

of a few segments of the spinal or cranial nerves. Usually unilateral

a painful eruption occurs on the skin along the course of the peri-

pheral sensory nerves arising in the affected root ganglia. The area

of eruption may be small to covering nearly one half of the body.

PHYSIOLOGICAL CONSIDERATIONS:

Herpes Zoster is caused by the varicella-zoster virus., This condition

is usually seen in persons over 50 years of age. One attack usually

confers immunity and most persons recover without residual complica-
tions, although post-herpetic neuralgia may persist for months or years.

[REATMENT :

(1) Examine and correct all phases of the five elements. It is not
uncommon to find a severe lesion above a spinal segment that needs
to be corrected.

(2) Use an electric hair dryer directly on all erupted lesions three
to four times per day. The blowing heat applied directly to the
lesions seems to relieve the pain which allows the patient to
function without constant pain,
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(3) Apply Tocophoderm (Nutri-dyn) four times per day directly to
all erupted lesions. Lesions will begin to disappear without
scaring within 36-72 hours.

(4) Supplements to be used:

(a) Thymotrophic Concentrate 3-6 per/day.
This promotes lymphatic drainage and phago-
cytosis and often causes immedigte relief

. from pain in acute cases.

(b) Myleotrophic Concentrate 3 per/day
Promotes growth and repair in the
central nervous system.

(c) B-Complex 3 per/day
Essential for tissue healing.

(d) Livatrophic Concentrate 3 per/day
Supports the liver and gall bladder.

~ Supports total body detoxification.

(e) Stereotrophic Concentrate 3-6 per/day
Supports anti-stress factors.

CONCLUSION:

This approach has been most satisfying to both patient and doctor

in that it succeeds where other forms of treatment have failed.

REFERENCE:

sNutritional Therapy, A Clinical Presentgtion”
Nut by Victor H. Bagnall, D.0O.
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MYOMERE

A PILOT STuDY

By Alan G. Beardall, D.C.

Assisted by
Kim Christensen, D.C.
Tim Brown, D.C.
Marlon Furtado, D.C.
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ABSTRACT

This is a pilot study of the myomere relationship between the spine and
skeletal muscles. Myomere levels for muscles found to be weak by regular
kinesiological methods were elicited and located using a modification of Or.
Goodheart's "Scratch test“.1 Of the 444 times checked the myomere phenomenon
was elicited at a predominant location 392 times and at a subdominant position
52 times. Preliminary investigation suggests that there may be a specific
predominant myomere level for each muscle division and that this level coin-

cides with the same side of the body as the muscle being checked.

DISCUSSICN

It is an observable phenomenon that vertebral subluxation levels related
to muscle weakness and located by present Applied Kinesiology methods (such as
TS 1ine,2’ 3 therapy localization of spine, etc.) do not correspond to spinal
motor innervation (myomere) levels for the involved muscles. A look at these
myomere levels as presented in orthopedic, neurological or muscle testing texts
such as Kendall & Kenda11,4 Chusid® or Stoner6 will indicate different spinal
levels than most Applied Kinesiologists would find involved with a specific
muscle weakness problem.

A presentation by Dr. G. J. Goodheart in Salt Lake City on May 13, 1978,
demonstrated that this spinal "neuromere" or "myomere" level could be elicited
in relation to a particular muscle by scratching over the related vertebral
neuromere 1eve1.7 A previous negative therapy localization of the neuromere
levels then elicited a positive response. We feel this "neuromere" concept
would be more correctly termed "myomere" or "myotome"* and will refer to it as
such in the rest of this paper to designate our use of Dr. Goodheart's technique

with some modification.

3
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At present, methods for determination of myomere levels for a muscle are

somewhat cumbersome and require a time-consuming amount of work in order to de-
termine the relationships. For instance, according to Kendall and Wadsworth's
compilation of spinal segment levels (myomere) for a muscle, splenius capitus
could have innervation anywhére from C; through C7.8 These myomere levels, if
found to be consistently more specific for a muscle, could be listed and located
quickly and in a manner similar to therapy localization of known points, such as
neurolymphatic and neurovascular, thus saving time for the patient and the doctor.
We propose a research of this phenomenon to determine if there is a consis-
tent dominant myomere: level for each muscle tested by kinesiological methods.
We have undertaken a pilot study of this phenomenon based upon the hypothesis

that there is a dominant myomere level for each muscle.

METHODS

Muscles were tested and found weak by regular kinesiological methods,
paying attention to priorities, such as inspiration assist, testing weak in thé
clear and therapy localization of the IVF factors. Spinal levels therapy local-
ized for that muscle were located and noted. The muscle was “tapped" several
times to bring up any "soft tissue memory," then myomere levels (vertebral
spinal levels) as determined according to Kendall and Wadsworth's compﬂation9
were scratched, then therapy localized using an intact muscle to determine if
a response were elicited. _

Double therapy localization of myomere level and involved muscle was used
to confirm if that myomere level affected the appropriate muscle division being
checked. The myomere level was then counted by palpation procedure and recorded

as to level of location. The side of involvement was also noted. Because the

*Myomere or myotome: 2) A group of muscles innervated from a single spinal seg-
ment. 3) The muscle plate or portion of a somite that develops into voluntary
muscle. Dorland's Medical Dictionary, 25th Edition.




15

response seemed to be elicited from the intervertebral area between the vertebrae,

the levels were recorded according to the lower segment of the two involved verte-

brae, i.e., the segment which removed the myomere response when challenged by

regular methods.

Data was collected in chart form to show which muscle was being checked and

the Tocation of its myomere.

RESULTS

June 9, 1978 through July 26, 1978:

Total no. of times checked

Total no. of times located at a dominant myomere level
Total no. of times located at one segment deviation
Total no. of times located at two segment deviations
Total no. of times located on same side as muscle check
% of variation from a particular level

Results on selected muscles:
MUSCLE

Upper trapezius

Splenius capitus
Iliocostalis lumborum
Biceps femoris, short head

Bic. fem., long hd., tib. div.
Bic. fem., long hd., fib. div.

Rectus femoris, straight head
Vastus lateralis, lower div.
Gluteus maximus, sacral

MYOMERE LEVEL (Kendall

and Wadsworth)

Cr XI, €2, C3, C4

ci, C2, C3,
L1, L2, L3,
L4, LS, S1,
LS, s1, sz,
L5, s1, s2,
L2, L3, L4,
L2, L3, L4
L5, s1, sz,

444
392
52

444

11.58%

TIMES LOCATION

CHECKED

10 C€2(9)C3(1)
c4, Cc5, C6, C7, C8 7 C2(7)
L4, L5, S1, S2, S3 18 L2(2)L3(16)
52 8 S1(8)
S3 12 S1(1)s2(11)
S3 15 S1(2)S2(13)
LS 10 L4(10)

16 L2(15L3(1)
S3 10 S2(3)s3(7)

DISCUSSION AND INTERPRETATION

The results obtained up to this time seem to point out certain findings;

1) there may be a single dominant level for a muscle, 2) the specific myomere

level for a muscle may vary slightly between individua]s and 3) the myomere

3 3 __3 ___13
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response is on the same side of the body as the muscle being checked. For

instance, if a muscle on the right side of the body was checked, the positive
myomere therapy localization occurred on the right side of the spine.

We recognize that this is only a pilot study with limitations of data and
methodology which need to be overcome in order to represent a more reliable

research. In order to improve upon the methodology we would suggest that

further research in this area should include:

1. Greater objectivity of methods...this should include a double blind
study to confirm or deny findings. |
2. Improved data gathering techniques
a. At present the spinal palpation is subject to too much individual
interpretation and would be more reliable if a standardized method of
locating the level of the IVF were used. A method such as that used
by the Gonstead Clinic for correlating spinal palpation level and IVF
level would afford more consistency in results.
b. A greater number of tests should be performed to obtain an im-
proved statistical analysis and to determine if data are statistically
significant.
3. An improved method of testing for the neuromere would be helpful also.
At present the indicator from scratching the vertebral level only lasts for a

short time (five to fifteen seconds, perhaps). It would be desirable to develop

- a methodology that would hold the indicator "in suspension® indefinitely and at

will in order to facilitate the double blind type of study.

SUMMARY
Initial investigation seems to point out that there may be a dominant
myomere level for each skeletal muscle division tested by kinesiological
methods; however, final conclusions cannot be reached without further research

in isolating the present variables.
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HERBAL AIDS IN RELATION TO 12 MERIDIANS

by Wm. R. Borrmann

ABSTRACT: Chinese medicine consists of three main categories; herbology, acupuncture
and massage. Chinese herbology uses thousands of derivatives from barks, roots, leaves,
herbs, animal parts and minerals. Each item has its own healing function. In this paper we
are discussing herbs and their relation to specific merdians. In most instances, the Chinese
imploy five to ten items in a dose ( a dose meaning a combination of five to ten herbs mixed
together). The herbs are prepared as an infusion by pouring boiling water over them as in
the use of seeds and leaves or as a decoction (boiling roots, seeds and bark in boiling water
for 30 minutes). It is a well-known fact in Chinese herbology as well as in modern day
herbology that a mixture of some herbs does have far more beneficial effects than a specific
single herb. Wherever possible, use a mixture of several different herbs to balance meridian
energy. The majority of herbs listed may be used in either hyper or hypo meridian conditions
except where specifically listed. '

Where listed, use the organ concentrate with the herb to assist herbal function.
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BAYBERRY
Sinus - Mucous Membranes

BLACK COHOSH - Lungs
Bronchitis

BLESSED THISTLE - Lungs

BRIGHAM TEA
Sinus

CAMOMILE
Bronchitis

CATNIP
Bronchitis

CAYENNE
Bronchitis - Pleurisy

CHICKWEED - Lungs
Bronchitis

COMFREY - Lungs
Bronchitis -~ Emphysema

DANDELION
Bronchitis

EUCALYPTUS - Lungs
Bronchitis

FENNEL
Emphysema

FENUGREEKX - Lungs
Emphysema

GARLIC
Emphysema - Sinus
Acts as a natural antibiotic and destroys
only harmful bacteria.

GINGER _
Bronchitis - pneumonia - sinus
3-4 tablespoons to bath water; assists in
opening skin pores.

GINSENG - Lungs

GOLDEN SEAL
Bronchitis - Sinus

HORSERADISH - Lungs
Sinus

HYSSOP - Lungs
Sinus

[RISH MOSS
Pneumonia

LICORICE ROOT - Lungs
Bronchitis - Emphysema

LOBELIA - Lungs
Bronchitis - Pleurisy - Asthma
Note: Will cause vomiting in large
doses.

MARSHMALLOW
Asthma - Emphysema - Pneumonia

MULLEIN - Lungs
Asthma - Bronchitis - Hemorrhage of
lungs - Sinus - Pleurisy - Pneumonia

MYRRH - Lungs
Asthma

OAT STRAW - Lungs

PARSLEY
Asthma

PENNYROYAL - Lungs

PEPPERMINT
Bronchitis

PLANTAIN - Lungs

PLEURISY ROOT - Lungs
Bronchitis - Asthma - Pleurisy -
Pneumonia

ROSE HIPS
Emphysema

SAFFRON - SAFFLOWERS
Bronchitis

SAGE - Lungs
Sore throat - Bronchitis
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LUNG (Cont'd.)

SAW PALMETTO
Bronchitis - Asthma

SHEPHERD'S PURSE
Helps stop bleeding from lungs and
bronchial tubes.

SLIPPERY ELM - Lungs
Asthma - Bronchitis

ST. JOHNSWORT - Lungs

THYME - Lungs
Asthma

UVA URSI
Bronchitis

WOOD BETONY
Asthma

YARROW - Lungs
Pleurisy

YERBA SAMTA
Asthma - Bronchitis

21
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LARGE

BAY BERRY - Colon
Diarrhea

BLACK COHOSH
Diarrhea

BLACK WALNUT
Diarrhea

CAMOMILE
Colitis

CASEARA SAGRADA - Colon

CATNIP
Ciarrhea

CHICKWEED - Colon

COMFREY - Colon
Colitis - Diarrhea

GARLIC
Diarrhea

GINGER -
Colon spasms - Colitis - diarrhea -
colon gas

GOLDEN SEAL
Colitis

HORSERADISH
Digestion

HYSSOP
Diarrhea

KELP
Colitis

MULLEIN
Diarrhea - hemorrhages - bowel

MYRRH - Colon
Colitis

PAPPERMINT
Colitis - Diarrhea

PLANTAIN
Diarrhea

INTESTINE

PSYLLIUM - Colon
Colitis - Constipation - Diverticulitis

RASPBERRY LEAVES
Diarrhea

SAGE
Diarrhea - gas

SLIPPERY ELM - Colon
Colitis - Constipation - Diarrhea -
Dysentery

ST. JOHNSWORT
Diarrhea

THYME
Diarrhea

UVA URSI
Dysentery

WOOD BETONY
Diarrhea
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STOMACH 23

ALFALFA
Digestion

BARBERRY
Heart burn

BLESSED THISTLE
Indigestion

BURDOCK - Stomach

CAMOMILE - Stomach
Useful in drug withdrawal

CAYENNE - Stomach
Digestion - Indigestion

CHICKWEED - Stomach

CALAMUS
Heart burn

Comfrey - Stomach

FENNEL
Normalizes appetite. Helps decrease
excessive appetite. Increase appetite
if none present.

FENUGREEK - Stomach
Heart burn

GARLIC - Stomach

GINGER
Stomach spasms

GINSENG - Stomach
GOLDEN SEAL - Stomach
JUNIPER - Stomach
LICORICE ROOT - Stomach

LOBELIA
Indigestion

MYRRH - Stomach
NETTLE - Stomach

PEPPERMINT
tHeart burn - Stomach cramps

PLANTAIN - Stomach
RASPBERRY LEAVES - Stomach
RUE - Stomach

SAFFRON -~ SAFFLOWERS
Heart burn - Digestion - gas -
Appetite

SAGE -~ Stomach
Digestion

SARSAPARILLA
Heart burn

SCULLCAP
Indigestion

SLIPPERY ELM - Stomach
Digestion - Indigestion

THYME - Stomach
Heart burn - digestion

VALERIAN ROOT - Stomach
Heart burn - gas - stomach

YILD YAM - Stomach

WOOD BETONY
Heart burn - Indigestion

YARROW
Appetite



SPLEEN - PANCREAS

BUCHU - Pancreas
CAMOMILE - Spleen
CASCARA SAGRADA - Spleen

CATNIP - Pancreas
Hypoglycemia

CAYENNE - Pancreas and spleen
COMFREY - Pancreas
DANDELION - Pancreas

ECHINACEA
Lymphatic system

GOLDEN SEAL - Pancreas and spleen
Should not be used by persons with low
blocd sugar. It tends to lower blood
sugar - therefore, use Myrrh in case
of low blcod sugar (Hypoglycemia).

JUNIPER - Pancreas and adrenal
Hypoglycemia - low blood sugar.
Excellent for prevention of disease.

LICORICE ROOT
Hypoglycemia - Low blocd sugar

LOBELIA
Hypoglycemia

MULLEIN
Swollen glands

MYRRH
Will help heal and prevent infections.

PAPAYA - Stomach
Digestion - indigestion

PARSLEY - Spleen

RUE
Hypoglycemia

SAFFRON - Safflowers
Useful to hypoglycemies - to relieve
fatigue and muscle cramps after
excercising.

SCULLCAP
Hypoglycemia

UVA URSI - Pancreas and spleen
VERVAIN - Spleen

YARROW - Spleen

YELLOW DOCK - Spleen
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BAYBERRY
BLACK COHOSH
GOLDEN SEAL
IRISH MOSS
KELP

LOBELIA
Hyperactivity

MYRRH

PARSLEY

POKE WEED (Green)
WHITE OAK BARK

THYROID

25
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CIRCULATION - (PERICARDIUM) - MALE

ALFALFA - Pituitary
CHAPPARAL -~ Prostate

CHICKWEED
Impotency

DAMIANA - Prostate

ECHINACEA - Prostate

GARLIC -~ Prostate

GINSENG -~ Prostate
Regulates hormones when used with
Sasaparilla.

GOLDEN SEAL - Prostate

GOTU KOLA - Pituitary
Senility - Brain food

JUNIPER - Prostate
KELP - Prostate, adrenal, pituitary

LICORICE ROOT
Sex Stimulant

PARSLEY - Prostate

WILLOW
Sex depressant

YELLOW DOCK - Pituitary
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CIRCULATION - (PERICARDIUM) - FEMALE 27

ALFALFA
Morning sickness - pituitary

BAYBERRY
Miscarriage - Prolapsed uterus -
Leucorrhea - douche

BISTORT
Menstration - vagina as a douche -
bleeding from vagina.

BLACK COHOSH - Uterus
Hormone balance - Supplies natural
estrogen - menaopause - menstration -
hot flashes.

BLACKX WALNUT
Leucorrhea (douche) vagina (douche)
Lactation.

BLESSED THISTLE
Leucorrhea (douche) - increased milk
production, makes it richer. Hormone
balance.

BLUE COHOSH
Dilates cervix - menstration - leucorrhea
(douche)

BRIGHAM TEA
Menstration

CAMOMILE
Menstration

CATNIP - Uterus
Menstration - miscarriage - morning
sickness

CAYENNE
Vagina (douche)

CHICKWEEK
Impotency

COMFREY
Leucorrhea (douche) - menstration

DAMIANA
Female problems - frigidity - hot flashes
Hormone balance - menopause - sex
stimulant.

FALSE UNICORN - Uterus
Leucorrhea (douche) - menstration -
miscarriage - prolapsed uterus -
sterility - vagina - Strengthens
muscles of the uterus.

FENNEL
Menstration - Useful to produce rich
milk.

FENUGREEK
Frigidity - vagina (douche)

GARLIC
Vagina (douche) - Yeast infections (one
clove of garlic in one pint of water or
two capsules of garlic and cayenne to
one quart of water - strain - then use
as a douche. For any problen in
uterus or vagina.

GINGER
Menstration - morning sickness -
vagina (douche)

GINSENG
Frigidity

GOLDEN SEAL - Uterus
Menstration - morning sickness -
urethra - vagina (douche)

GOTU KOLA
Menopause - brain food

HAWTHORN
Menopause - (may produce dizziness in
too large a dose)

HOPS
Menstration - morning sickness - sex
desire.

KELP
Pituitary - pregnancy - menopause -
morning sickness - hot flashes - child
birth - adrenal - birth defects.

LICORICE ROOT
Hormone balance - menopause - sex
stimulant



CIRCULATION - (PERICARDIUM) - FEMALE

LOBELIA
Miscarriage

MAGNOLIA
Vagina

MARSHMALLOW
Lactation - vaginal irritation - produces
rich milk.

MYRRH - Uterus

Leucorrhea (vaginal douche) - menstration

PAPAYA
Papaya can be mixed with cows milk to
resemble breast milk.

PARSLEY
Menstration - pituitary - Will dry up
mothers milk after birth.

PEACH
Morning sickness

PENNYROYAL
Menstration - Should not be used during
early pregnancy.

PEPPERMINT
Menstration - morning sickness

PLANTAIN
Frigidity - menstration ~ vagina
leucorrhea (douche)

PLEURISY ROOT
Menstration

POKXE WEED RCOT
Caked breasts (use as a poultice)

QUEEN OF MEADOW - Uterus
Vagina

RASPBERRY LEAVES - Uterus

After birth pains - birth defects - child-

birth (eases) - Lactation - leucorrhea
Menstration - morning sickness -
pregnancy.

RUE
Menstration - heart palpitations in
women during menopause
Note: Do not use during pregnancy.
Take between meals.

SAFFRON - SAFFLOWERS
Frigidity - menstration

SAGE
Menstration - morning sickness - sex
desire - will dry up milk.

SARSAPARILLA (Jamaica Root best) -

Ovaries - Adrenal
Natural progesterone - necessary for
development of mammary and genital
organs - Aids the condition of uterus -
Prevents miscarriage - Eases uterine
pain after childbirth - Hot flashes -
Use with Ginseng -~ It also contains
Cortin an adrenal hormone that assists
in preventing infectious diseases,
nervous depression and fatigue.

SAW PALMETTO
Breasts - Useful in developing small
breasts - frigidity.

SCULLCAP
Sex desire

SHEPHERD'S PURSE - Uterus
Menopause - menstration - vagina

SLIPPERY ELM - Uterus
Leucorrhea (douche) - Qvaries - sex
stimulant - vagina (douche)

SQUAW VINE
Childbirth - menstration

ST. JOHNSWORT
Menstration - after childbirth pains.

THYME
Menstration

UVA URSI - Uterus
Female problems - leucorrhea -
menstration - vagina
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CIRCULATION - (PERICARDIUM)

VALERIAN ROOT

Menstration - After childbirth pains.

VERVAIN
Menstration

WHITE OAK BARK - Uterus

Leucorrhea (douche) - Menstration -

Vagina

WILD YAM
Menstration - morning sickness.

WILLOW
Sex depressant

WOOD BETONY
Menstration

YARROW - Uterus
Menstration

YELLOW DOCK
Pituitary

- FEMALE
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BABIES

TEETHING
Use Lobelia ticture on gums.

DIARRHEA
1 teaspoon Slippery Elm to one cup of
distilled water in an enema or 1 teaspoon
of carob powder of 1 teaspoon Slippery
Elm to 1 cup boiled milk.

DIAPER RASH

Slippery Elm paste of crushed Mullein
paste.

CONSTIPATION
Raw Honey - Sorghum - Licorice Root
tea.

COLIC
Fennel - pappermint - catnip tea - raw
honey - sorghum

FEVER
Raspberry leaf tea or catnip tea (enema)

LOSS OF APPETITE
Fennel tea or camomile tea

PINWORMS
Camomile tea

ROUNDWORMS
Fig tea

RESTLESS
Hops tea - use 1 teaspoon in one cup of
boiling water, let steep 5-10 minutes.
Cool and strain. Add honey or sorghum
for taste. 1 teaspoon tincture of
Lobelia rubbed on baby's spine.

Powdered herbs may be put in honey,
molases, apple sauce, prune or grape
juice, honey.

PREGNANCY
Best herbs are: Kelp, alfalfa, raspberry
leaves, wheat germ oil, brewers yeast
and cod liver oil. If these are taken
throughout pregnancy it lessens the
possibility of birth defects and miscar-
riage. They also aid in labor and de-
livery processes. They supply all the

vitamins and minerals that the body needs.

PREGNANCY (Cont'd.)
May use squaw vine, false unicorn,
black cohosh, lobelia. Add to the above
herbs to help strengthen uterus and
make delivery easier and often eliminates
stitches.
4V0ID any laxative herbs during the
pregnancy - rue, pennyroyal.
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SMALL

CAMOMILE
Diverticulitis - Indigestion

CASCARA SAGRADA - Small Intestines
Indigestion - digestion

COMFREY
Indigestion

DANDELION
Indigestion

‘FENNEL

Indigestion

FENUGREEK
Digestion

GARLIC
Indigestion - diverticulitis

GINGER
Digestion

GINSENG
Digestion

GOLDEN SEAL
Indigestion

HOPS
Indigestion

LOBELIA
Digestion

MYRRH
Indigestion

PAPAYA
Diverticulitis

PEPPERMINT
Diverticulitis

UVA URSI
Digestion

INTESTINE
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BARBERRY
Dilates blood vessels - (High blood
pressure)

BLACK COHOSH
High blood pressure - strengthens pulse
and slows pulse rate.

BLUE COHOSH - Heart
Blood pressure

BRIGHAM TEA
Blood pressure

CAYENNE - Heart
Blood pressure - regulates heart
Strengthens pulse - Increases pulse
Cleanses circulatory system
Arteriosclerosis

CHICXWEED
Circulation

DANDELION
Low blood pressure

GARLIC - Heart
High blood pressure - arteriosclerosis

GOLDEN SEAL - Heart
Circulation

GOTU KOLA - Brain
High blood pressure

HAWTHORN - Heart
Arteriosclerosis - High blood pressure
Low bloed pressure

HORSERADISH
Circulation

HORSETAIL - Heart

HYSSOP
Blood pressure - circulation

LOBELIA
Heart palpitations

OAT STRAW -~ Heart

HEART

PASSION FLOWER
High blood pressure

PLEURISY ROOT
Circulation (Used to relax capillaries)

ROSE HIPS - Heart
Circulation - arteriosclerosis

ROSEMARY
Blood pressure

RUE
Arteriosclerosis - Blood pressure

SAFFRON - SAFFLOWERS - Heart

SCULLCAP
Blood pressure

SHEPHERD'S PURSE - Heart
Arteriosclerosis - Blood pressure
Constricts blood vessels
Raises blood pressure
Normalizes either high or low blood
pressure because it contracts small
intestines.

Normalizes heart action.

ST. JOHNSWORT - Heart
Bloed pressure

WOOD BETANY - Heart
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BUCKTHORN - Liver
Constipation - hemorrhoids

BARBERRY
Blood purifier - varicose veins

BLACK COHOSH - Liver
Blood purifier

BLUE COHOSH
Bloed purifier

BRIGHAM TEA
Blood purifier

BURDOCK =~ Liver
Hemorrhoids - Reduces swelling and
deposits in joints.

CAMOMILE
Bloed purifier - hemorrhoids - Jaundice
(Use in drug withdrawal)

CASCARA SAGRADA -~ Liver
Jaundice - constipation - hemorrhoids

CAYENNE
Janudice varicose veins

CHAPARRAL
Bloed purifier

CHICKWEED
Hemorrhoids - constipation - blood
purifier

COMFREY
Blood purifier .

DANDELION - Liver
Blood purifier - anemia - constipation -
jaundice - high in calcium and organic
sodium.

ECHINACEA
Blood purifier

FENNEL
Jaundice

GARLIC = Liver
GENTAIN - Liver

LIVER 33

GINGER
Constipation

GINSENG
Constipation

GOLDEN SEAL -~ Liver
Constipation - hemorrhoids

HOPS - Liver
Jaundice

HORSETAIL - Liver
Jaundice

HYSSOP - Liver
Blood purifier

IRISH MOSS
Jaundice

KELP
Anemia - Weight distribution

LICORICE
Blood purifier - constipation - Assists
in drug withdrawal.

LOBELIA - Liver
Jaundice - Note: Will cause vomiting
in large doses.

MULLEIN
Constipation

OAT STRAW - Liver
Jaundice

PARSLEY - Liver

PEACH
Constipation

PAPPERMINT = Liver
Dizziness

PLANTIAN
Hemorrhoids

POXE WEED - Liver
Hamorrhoids - constipation

PSYLLIUM
Hamorrhoids
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LIVER

RASPBERRY LEAVES
Constipation

RED CLOVER
Bloed purifier

ROSE HIPS
Jaundice

RUE
Gout

SAGE
Dizziness

SARSAPARILLA
Gout - Blood purifier

SAW PALMETTO
Alcholism - Helps underweight people to
gain weight.

SCULLCAP
Alcholism

SENNA - Liver
Jaundice - laxative - Can cause griping,
use in combination with other herbs.
Soak raisins in Senna Tea for worms.

SHEPHERD'S PURSE
Hemorrhoids - Helpful in difficult bowel
movements.

ST. JOHNSWORT
Anemia - jaundice

UVA URSI - Liver
Piles

VALERIAN ROOT
Hypoglycemia - Low blood sugar

WHITE OAK BARK - Liver

Hemorrhoids - jaundice - varicose veins -

Tea applied to cloth then to varicose
veins
Also used internally

WOOD BETANY
Varicose veins

YARROW - Liver
Blood purifier - hemorrhoids - jaundice -
piles
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GALL BLADDER
BARBERRY
Gall stones - Promotes bile secretion.
BLESSED THISTLE

BUCKTHORN
Gall stones

BURDOCX - Gall bladder
Gall stones

CASCARA SAGRADA
Gall stones

COMFREY - Gall bladder

DANDELION - Gall bladder
Gall stones

FENNEL -~ Gall bladder
GARLIC - Gall bladder
GOLDEN SEAL - Gall bladder

HYSSOP - Gall bladder
Gall stones

MANDRAKE - Gall bladder
Gall stones

OAT STRAW - Gall bladder

PARSLEY - Gall bladder
Gall stones

PEPPERMINT - Gall bladder

VERVAIN
Gall stones

WHITE OAK BARK - Gall bladder
WILLOW - Gall stones
YELLOW DOCX - Gall bladder
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ALFALFA - Kidney
BLESSED THISTLE - Kidney

BLUE COHOSH - Kidney
Diuretic

BRIGHAM TEA - Kidney
Kidney disorders

BURDOCK - Kidney
CAMOMILE - Kidney

CAT NIP
Kidney stones - urination
Useful as enema in relieving fevers.

CAYENNE - Kidney
CHAPARRAL - Kidney
COMFREY - Kidney
DANDELION - Kidney

FENNEL
Urination

FENUGREEKX
Water retention

GOLDEN SEAL - Kidney
Water retention

HOPS
Water retention

HORSERADISH
Water retention

HORSETAIL
Diuretic. Has high silica content.
Excellent for finger nails and split hair
ends.

HYSSOP - Kidney

KIDNEY

JUNIPER - Kidney
Diuretic - water retention

KELP - Kidney
MARSHMALLOW - Kidney

NETTLE
Urinary tract

OAT STRAW - Kidney
Bedwetting

PARSLEY - Kidney
Bedwetting - gout - water retention

PEACH
Water retention

PENNYROYAL
Gout

PLANTAIN - Kidney

PLEURISY ROOT
Water retention

QUEEN OF MEADOW - Kidney
Gravel - urination - water retention

ROSE HIPS - Kidney

SAFFRON - SAFFLOWERS
Gout - diuretic - water retention

SHEPHERD'S PURSE - Kidney

SLIPPERY ELM
Cystitis - diuretic - urination

SQUAW VINE
Gravel - urination

" ST. JOHNSWORT

Gout - urination - bed wetting

UVA URSI - Kidney
Bed wetting -~ cystitis
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KIDNEY

WHITE OAK BARK - Kidney
Urination

WILLOW
Gout

WOOD BETONY - Kidney
Bed wetting - gout

YARROW - Kidney
Urination
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BLADDER

BLUE COHOSH
Bladder infection

BUCHU
Bladder weakness - gravel - uretheral
irritation

BURDQOCK - Bladder

CAMOMILE - Bladder

COMFREY - Bladder

ECHINACEA
Bladder infection

GOLDEN SEAL - Bladder
HORSERADISH - Bladder
HYSSOP - Bladder
JUNIPER - Bladder

MARSHMALLOW - Bladder
Urinary bleeding - bed wetting

OAT STRAW - Bladder
Gravel - gout

PEACH - Bladder
PLANTAIN - Bladder
SAW PALMETTO - Bladder

UVA URSI
Bed wetting

WHITE OAK BARK - Bladder
WOOD BETONY - Blatter

YARROW - Bladder
Good for mucous discharge from bladder

YELLOW DOCK - Bladder
YERBA SANTA - Bladder
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OBSERVATIONS. UPON TEACHING A.K. .

The authors have taught three classes of the basic 100 hour
course and offer these suggestions to fellow teachers.

This December, we will have comple;ed our third 100 hour basic course in Applied
Kinesiology as perscribed by the Education Committee of IL.C.A.K.. Ddring this
time period, as well as our own education in applied kinesiology, we have had
an opportunity to taik to students who have been taught by other Diplomates
and some who weren't Diplomates. We have also been able to assess our own
educational techmniques and offer the following suggestions and ideas:
1.Standardization between all teaching.diplomates is a must.
a. Terminology for the different techmiques or conditions needs to
be uniform.
b. Standard muscle tests must be taught by all instructors.
2. Periodic testing of the students must be performed. Remember the
enlightened educational concept: it is the teacher who fails not the
student. :
3. Helpful teaching aids:
a. Slides as prepared by David Walther, D.C..
b. Additional slides for explanations not adequately covered by (a.).
-hese are easily taken from self made.drawings and textbooks.
c. An overhead projector with prepared transparencies is a valuable aid.
d. ﬁseful handouts to make the transition of the doctor to A.K. easier.
or example, a progressive examination sheet with only those muscles or
H conditions that have been taught up to that session is given to each
doctor so that when he returns to his office he is less confussed. This
is updated at each class.
4. Time should be spent at each class for the students to treat each other
with the information presented up to that class.
5. Videotape is a useful tool to demonstrate proper and improper muscle
tests as well as patient handling procedures using the class participants.

6. A logical and systematic muscle testing sequence should be taught.

7. Mere passing out of the workbooks without proper exposure should not

be a substitute for having taken the session.
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Teaching A.K.
Leaf & Campbell

8. In order to stimulate doctors who have attended some A.K. workshops

in the past to take and complete the 100 hour syllabus, advanced courses
should be limited to those doctors who have completed the beginning

series. This would in and of itself insure that am advanced class is

-not held back by one person who doesn't know what therapy localizatiom is.
9. Every effort should be made to induce the doctor to complete the basic
course or a comparable syllabus before introducing advanced techniques.
Showing a doctor how to change vision when he doesn't know how to fix
an intermal frontal fault or what a sphenobasilar extension fault is is shere

lunacy.

David W. Leaf

John Campbell
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An Alternative Verbal Responsa To Facilitate Therapy Localization

By
Dr. Garald Deutsch
Abstract:
Ye will describa in this short text. an a
detarmining whether Brain activity is pef

therapy localization. Ue will be using a

from those usaed to dascribe thg right and
{2

lternate method of

lexly changing

method different

laft brain activity.{1:}

The methads described by Diamond and Ham
left brain and right brain activities, f
Dr. Goodheart,.lad to a way to further e
determining different lavels of therapy

could not otherwise be found using the normal means. Thea

normal means usaed in the past was therapy localization

in
the clear. In pp. Goodheart's.previous Papars. mathods to

improve and uncover various levels of hiddan therapy localization
factors, describaes the Melzak Wall Theory. 0One of the
methods he describad, Was that of the "Quch”

mer refarring to
urther enhancad by
xpaedite methods of
localization that

ormal ‘therapy
@ expacted it should. Howaver,
and we testad a muscle. the

PPropriate muscle

ing the area. the same phenomanon
would occur; g tasted muscle would weaken. The scratch over

cause a tegted muscle to weaken

Dia@ond and Hammear described 4 certain laeft ang right brain
actxv@tyo This technique: alse enhanced by Dp. Goodheart in
the diagnostic Sense.: showaed tha linear character of the

left brain using such as the multiplication op addition: ang
also the tonal character of the right brain activity.
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- We have been utilizing this in ocur off
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Page Tuo -
Continued <{By Dr. Gerald Deutsch}

with the Melzak Wall theorys {33 although it was present in
random cases with all of these factors. It was presant
with some of the factors and was present alona. This factor
is laughing. or even relating tha words "Has Ha. Ha".
Laughing? Strange as it may saeama
laughing did not have any left or right brain activity or
Seem to be relatad specifically to either laft brain or

right brain activity. As near as I could undaerstand. I

found that laughing comes from the Hypothalmic-Limbic area.

I have not found any- references actually relating to laughing.
I feel that laughing+ howaever. is probably one of the most
primative mechanisms. other than the left brain and right
brain activity. Tharaefore. if it is the Hypothalmic arsa-

we @ight be dealing with some sort of central brain pathway

reglly relgta to the altgrnate hemispheaeres-

way to trigger a therapy
there is a lasser or more
can further enhance our therapy.

ica for approximataly
six months: more so since we discovered factors of laeft and

right brain activity. Laughing seems to supplemant the
challenge mechanism of the body in addition to left and )
right brain activity. Try it. see if it works. Even if it
doesn't. your offica will ba a happier place.
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‘A BROADER UNDERSTANDING

oF
CRANIAL MANIPULATION

By

Dr», Frederick J. Dieterle
Diplomate I.C.A.X.

Dr. Dave Funk P.C.C.
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Tue PrRIMARY RESPIRATORY MecHaNISM
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The Cranial Field

1- Introduction

2- Osteology

3- Arthrology

4- Cranial Meninges

5~ Physiology of C.S.F.
6~ Venous Sinuses

7- PRIMARY RESPIRATORY MECHANISM
A- Inherent motility of the brain and spinal coxd
B- Fluctuation of cerebrospinal fluid
C- Mobility of the recipical tension membranes -
D- Articular mobility of the cranial bones
E- Involuntary mobility of the sacrum

8- Events on inspiration of the primary respiratory mechanism
9- Physiological movements or each cranial bone

10-Distortion patterns of the spenobasiliar mechanism
A- Flexion
B- Extension
C- Torsion
D- Sidebending Rotation

11~ Analysis of cranial distortions
A- Case history
B- Observations
C- Palpation
D- Challenge

12- Purposes of correction
A- Normalize neural function
B- Counteract stress producing areas
C- Normalize C.S.F. fluctuation
D- Correct cranial articular subluxations
B- Modify structural patterns
F- Release membranous tension
G- Eliminate circulatory stasis

13- Choice of correction method
A- Exaggeration
B- Direct action
C- Disengagement
D- Opposing motions
E- Molding

14- Correction using inborn phsiological forces
A- Cerebrospinal fluid fluctuation
B- Respiratory cooperation
C- Muscle & fascia tension

12
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17
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19
20
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15= Overall view of corrsction method ‘ 26
16~ General contacts for correction 26
17- Coxrsction of sphenobasiliar distortions and accoapanying

vault accommodations
A~ Flexion of sphenobasiliar junction 27
B- Extsnsion of sphenobasiliar junction 27
C- Torsion of sphenobdasiliar junction
D= Sidebending Rotation of sphenobasiliar junction
E- Correction of vault acccmzodationa 28
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1- lntroduction-

50 A study of cranial work requires a through understanding of Chiropractic
applied to the cephalic region. Within the intervening connective tissue
of the sutures of each cranial bone are found the same sSensoxry nerve
supply for proprioception as in any mobile Joint in the body. Why the
proprioceptors and intricate suture design if not needed to allow for
motion? Motion is a basic part of life from the atomic level to the
galactic level. Motion is manifested in all organs in the body and the
calvarium is not any exception. The body is a total moving unit and

problems in the spine affects the cranium and cranial problems affects
the spine. .

II- Osteology-

Pterion

Glabolla

Nasion
Nasal boae
Lacrimal bone

Ini Piriform aperture
&:zcipim (Ant. nasal aperture)
protuberance

G’y —Anterior nasal spine

Ext. acoustic meatus Jw 7
(Ext. auditory meatus)
Tympanic part—/
Mastoid process
Styloid process

. ~——Maontal protuberance
Post, border of ramus

Angle of mandible Buse :inferior border) of mandibie

Skull, from the side

4
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{Interfrontal)
Metopic suture

Glabeila
Temporal fossa .
! Nasion
]
Internasal suture
=l
Perpendiculac plate
of ethimnoid
o
Zygomatic arch——e
Vomer
[
Anterior nasal spine
) Intermaxillary suture
Post. border of ramus Rk
@ . of mandible——g 3

0
Angle of mandiblg——— Q’g e

Symphysis menti

N
~

Base of mandible :
(Taferior border)—————e—emmmeme

Meatal tubercle Mental protuberance

Skull, front view



Zygomatic bone

~—— Horizontal plate

- >~ Posterior nasal spine

Zygomatic process—
. Vomer

Spine of sphencid—

Mandibular fossa

Styloid process

{Occipital condyle
Mastoid process Jugular process
foramen

maqnum

3
\ o= QOccipital squama
. . (Squamous part)
< o~

External occipital protuberance (or inion)

Bones of the Exterior of the Base of the Skull
!

Medial pterygoid lamina
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Crest of sphenoid bone ///// e h' BN {j
: :, /, I 4%
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DParietal foramen

Lambdoid suture

Posterior pole of skuil 5 >

Supreme or

Parioto.mastoid suture ighest auchal line

Mastoid part

Mastoid foramen in of temporal bone

occipitoemastoid suture

Sutural bone

Mastoid notch
for Digastri

Mastoid process

Groove for
occipital art.

Inferior nuchal line Occipital condyle  Ext. occipital protuberance Superior

and crest auchal line

A Nasal bone

Perpendicular

ine of
plate of ecthmoid Nasal spine o

{rontal bone
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\ ‘1\‘
.\\ ! I 'I/ '
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A
5,

Alar cartilage,
medial crus

Vomero-oasal
cartilage

Nasal crest of palatine bone Yasal crest of maxilla Aaterior nasal spine

Septum of Nose



III- Arthrology-
54 This is a list of the type of suture at each junction between two

-3

individual cranial bones.

Temporal and Occiput Synchondrosis
Paristal Squamoserrate
Sphenoid o
Zygomae Serrate.
Mandible Diarthosis

Frontal and Parietals Squamoserrate
Sphenoid "
Ethmoid Harmonic
Lacrimals Squamous
Maxilla Sexrate
Nasals "
Zysome "

Frontal spine & Nasal Crest Harmonic

Parietal and Parietal Sexrrate
Frontal Squamoserrate
Occiput "
Sphenoid Squamous
Temporals Squamoserrate

Zygomae and Frontal Serrate
Temporal "
Sphenoid "

Maxillae and Frontals Serrate
Nasals Squamous
Lacrimals Harmonic
Bthmoid »
Palatines Harmonic gorbital process)

" Serrate horizontal plate)

Vomer Harmonic
Maxillae Serrate

Sphenoid and Occiput

Synchrondrosis (until age 25)

Petrous Ridge Syndesmosis

Temporal Squamoserrate

Parietal Squamous

Frontal Serrate

Ethmoid Gomphosis (cribriform plate)

. Harmonic (lateral masses
Palatines Harmonic (orbital process)
" sphenoid process)
. " (perpendicular plate)
" (pyramidal process)
Vomer Harmoniec
Zygomae Serrate

Harmonic (perpendicular glate)
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IV- Cranial Meninges-
A- Dura Mater-

Cranial portion is composed of 2 distinct but closely associated
layers. The innermost layer forms the dural folds. Following is
a2 list of the dural folds with their polnts of attachment: the
FALX CEREBRI attached anteriorly to the crista galli and poster-
iorly to the straight sinus. FALX CEREBELLI apex is attached to
formen magnum and the base to the straight sinus. TENTORIUM
CEREBELLI attached laterally to the posterior clinoid processes,
petrous ridge, mastoid portion of the temporal. Attachments

at the anterior are to the anterior clinoid processes, and to
the posterior are to the angle of the parietals & transerve
ridge of the occiput. It connects with the other folds at the
straight sinus. DIAPHRAGMA SELLAE attached to the six clinoid
processes.

" Important structures within the dural sinus are (1) Meckel's

cave for the 5th cranial nerve ganglion -Trigeminal- (2) Endo-
lymphatic Sac which is part of the fluid sac for the membranous
labyrinth. (3) Nerves suppling the meninges. (4) Terminal
branches of the internal & external carotid arteries called the
meningeal vessels. (5) Venous sinuses which drain blood from
the cranium.

Spinal portion is made of 1 layer that is continuous with the
cranial dura to form a connecting core between the sacrum and
the cranium. It attaches at the foramen magnum rim, posterior
aspect of 2nd & 3rd cervical vertebra and 2nd sacral segment,
the remaining dura is not directly attached to the bone of the
spinal column.

B~ Arachnoid Mater-

Cranial portion is a layer which contains the subarachnoid
cisterns or "water beds" of the brain. This layer elaborates
into the pacchionian villi or bodies in the longitudinal fissure
and into the pacchionian granulations along the spinal regions.
The primary function of the pacchionian structures is to allow
C.5.F. to enter venous drainage at the respective locations.

S5
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C- Pia Mater-~
A thin membrane which adheres to the C.N.S., it is highly vascular
in nature and forms the innermost sheath of the nerve roots and the
spinal nerves. It elaborates into the choroid plexuses of the cranium
and the denticulate ligments and filum terminale in the spinal canal.

V- Physiology of C.S.F.-

"The cerebrospinal fluid is the highest known element in the human body"

Sutherland. C.S.F. is produced from the choroid plexuses (Pia Mater) and
escapes from the pacchonian villi (Arachnoid Mater) located in the cranium
and spinal cord,from the perivascular spaces, perineural spaces, and
through the hollow collagen fibers of the fascia(into the lymphatic system).
Tissue respiration is an important function of the C.S.F. , tissue
respiration is the exchange of respiratory gases between the tissue cells
and their fluid environment. By the influence of C.S.F. circulation

every cell recieves whatever it requires to maintain a high level of

well being.

VI- Venous Sinuses-

The venous drainage from within the cranium is via vessels contained in
the walls of the dural folds. The vessels or veins are devoid of elastic
tissue, of muscular tissue, and valves which are common to all veins
except thoses of the cranium & abdomen. 95 % of all the blood leaving
the cranium leaves via the jugular foramen.

Following is a list of the vessels draining the cranium:

1- Superior Sagittal 6- Basiliar Plexus
2- Inferior Sagittal 7&8- Transverse

3- Straight Sinus 9410~ Superior Petrosal
4= Qccipital A 11&12- Inferior Petrosal
5= Circular 13%14~ Cavernous

YII- Primary Respiratory Mechanism-

A- Inherent Motility of the Brain & Spinal Cord-

Every organ in the human body exhibits the phenomenon of pulsation

or rhythmic movement and the human btrain not any exception. The &

definite motions of the btraln are:

1- A synchronous pulsation with cardiac contractions.

2- A pulsation coinciding with respiratory contractions.

3- An undulating pulsation thought to be C.S.F. fluctuation

4- A wave like pulsation thought to be the coiling and uncoiling
of the brain in a rhythmical fashion. '

Life means motion as well in the brain as in any other tissue,

10
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thus it is considered to be a fundamental physiological action
motivating the. mobility of the entire mechanism of fluid, membranous,
nervous, and osseous tissues.

B- Fluctuation of the C.S.F.-~

A fluctuation of C.S.F. within its natural cavity exists at a rate
of 8-12 per minute. Bowsher says,"Many factors concerned with the
maintenance, fluctuation, and purpose of C.S.F. pressure are ill
understood but that this pressure exerted is of basic importance
in the physiology and pathology of the central nervous system.
Since the dural envelope is inelastic and virtually inexpansible,
the cerebrospinal fluid pressure varies directly as the venous
pressure because the C.S.F. containing system is partially vented
by the venous system, converging as it does, upon the intermal
Jugular veins for 95 % of the drainage. Certain disease processes
the essential change is in the C.S.F. chemical constituents. Since
the nervous tissue is more sensitive than any other to its ambient
environment, any alteration in the composition of the C.S.F. would
be reflected in alteration of nervous function”.

The fluctuation of C.S.F. has two essential characteristics:

(1) A physical potency or energy which is a hydrodynamic mechanism
working throughout the body via perivascular spaces, perineural
spaces, nerve fibers, and hollow collagen fibers.

(2) An electrical potential acting in positive and negitive phases.
Hyden said,” The brain is ceaselessly traversed by electrical
impulses and that the rich electrical activity of the nervous
system is paralleled by an equally rich chemical activity. The
brain exhibits interchanges of two types; chemical substance and
electrical impulses with the remainder of the animal". Proper
functioning of this sort depends upon the correct chemical com~
position of the cerebrospinal fluid environment.

C~ Mobility of ‘the Intracranial and Intraspinal Membranes-

This is called the reciprocal tension membrane due to it action and
function in the cranium. The falx cerebri and tentorium cersbelli
should be thought of as three sickle-shaped agencies, all of which
arise from a common origin at the straight sinus and have their
secondary insertion into the various bones of the cranium. The

falx cerebelli extends caudally from the straight sinus and makes
a connection with the intraspinal membrane to form a core link

between them. Within the skull the dura mater, with its prolongations,
form a support for the brain also at the various foramina at the base
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of the skull, the dura becomes continuous with the extracranial fascia
and may thus become involved in tensions arising from without the
skull. Traction may be produced by tensions upon the sheaths surrond-
ing the blood vessels and nerves as they enter or leave the skull.
Tension of the latter variety may be produced by abnormal pull upon
muscles attached to the base of the skull. There is a direct contin-
uity of the fascia from the apex of the diaphragm to the base of the

skull. This continuity extends not only to the outer surface of the

sphenoid, occiput, and temporal bones but proceeds furthur through
the foramina of the skull base via the vessels and nerves to join
the dura in the cranial vault. The straight sinus functions as the
fulcrum in this mechanism, a suspended balance point that can auto-
matically shift to meet the changes taking place. The fulcrum is the
point of rest on which the membranes move and get their power.

D~ Articular Mobility of the Cranial Bones-

The only plausible explanation for such conformity in suture design
and lack of ankylosis from smooth edged plates of membrane and cart-
ilage in the newborn to well developed integrated sutures of the

6 year old is that every suture evolves in relation to and in pro-
portion to the slight but purposeful motlon normally present through-
out life within the cranium. Within the intervening connective tissues
of the sutures in the skull are found the same sensory nerve supply
as in any mobile joint of the body. Articular mobility does exist

and can be picked up and recorded electronically.

E- Involuntary Mobility of the Sacrum-

One must visualize the movement of the sacrum as having two distinct
features (1) Postural Movement and (2) Involuntary respiratory move-
ment, these two different movements of the same structure are allowed
by the divergence of the articular faces in two planes. One articular
face for postural motion.and another for respiratory motion.

—31 1

—1 1 1

1

-3 3

—1

o

N

VIII- Events On Inspiration In The Primary Respiratory Mechanism-
This following list is not a step by step series of events but a flowing
pattern broken down for better understand of the pattern.
* Neural tube shaped like a ram's horn uncoils so the cerebral hemispheres
move laterally and slightly upward.
* Ventricular capacity increases so a fluctuation of C.S.F. results and
an increased exchange from the blood via the choroid plexuses into the
C.S.F. takes place.
* The movement of the cerebral hemispheres tractions upward on the

12
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pituitary gland and the diaphragma selle restricts this upward motion so
the result is a milking effect on the pituitary gland causing a release

of pituitary hormones.

* Movement of the cersbral hemispheres shifts the fulcrum (straight sinus)
* Tulcrum causes Falx Cerebri to move anteriorward in an arc, ethmoid is
influenced due to attachment at the crista galli.

%* Fulerum shifts Tentorium Cerebelli anterior and superior influencing the
sphenoid, temporals, and occiput into motion.

* This movement in the meninges changes the V shaped bend in the venous
drainage to a more ovoid contour allowing more effective venous drainage

from the cranium.

* Movement of all the cranial bones are limited by the reciprocal tension

membrane.

* Reciprocal tension membrane movement causes a upward traction of the
meninges in the spinal column therefore the sacrum goes into flexion with
the base moving upward & posteriorward and the sacral apex moves forward.
* A1l midline bones are now in flexion and all peripheral bones are now

in externmal rotation.

IX- Physiological Movements Of The Cranial Bones-

The sphenoid is the key bone in the control of the movements of the
Frontals, Zygomatic, Maxilla, and all other facial bones. The_occiput is
the key bone in the control of motion of the Temporals & Parietals.
Following is a list of the motions of each cranial bone on Flexion/

External Rotation/ Inspiration.

Sohenoid-greater wing
sella turcica

Frontal- glabella
lateral angle
coronal aspect

Zygomatic~ frontal process
orbital rim

temporal process

anteroinferiorly
anterosuperiorly

posterosuperiorly
anterolaterally
anterolaterally

anteriorly
everts .
anterolaterally

Maxilla- intermaxillary suture posteroinferiorly

alveolar process
zygomatic process

Occiput- basiocciput
squama
Temporal-squama
mastoid tip
zygomatic process
Parietal-bregma
lamda
sagittal suture

laterally .
anterosuperiorly

Anterosuperiorly
anteroinferiorly

anterolaterally
posteromedially
anterolaterally

anterolaterally
anterolaterally
spreads apart

13
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¥~ Distortions Of The Sphenobasiliar Mechanism-

60

Distortions in the cranium fall into 4 main patterms, each will be listed
later. The kéy to the distortion is the change at the sphenobasiliar
suture which it turn produces distortion throughout the cranium because
the occiput and sphenoid are the two key bones controlling all actions
of the other bones. The interrelationship of the cranial bones makes it
possible for a restriction or malalignment to alter the normal function
of all related bones, even to the point of locking the entire skull.
these restrictions can be from external forces such as muscle tension,
fascia tension, postural tension, trauma, reflex contractions of soft
tissue from toxémia. etc.; or from internal forces producing stress on
the reciprocal tension membranes of the brain or spinal cord. These
forces cause the following distortion patterns, note any variance to the
total physiology picture of the following patterns suggests trauma as
the cause. Only trauma will cause a pattern out of harmony with the &
listed here. Below is a illustration of the midline bones showing

motions on flexion of the sphenobasiliar suture on inspiration. Keep

in mind the sphenobasiliar suture is the site of the distortion patterms.

Midline Bones

Drawings shows the centers of rotation for eacn
of the midline bones and the directions they move
on inspiration. This is view for flexion and
extension of the sphenobasiliar suture.

The following page show an illustration of the sphenobasiliar suture
from the posterior with a cut away of the occiput. This is the view
to visualize the torsion and sidebending rotation patterns of the
sphenobasiliar suturse.
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Lesser wing

62

Superior
orbital fissure

Foramen rotunduni

Pterygoid c:ma!-—

Sphenoid Bone of a Child

1 Nerve II-optic canal Lesser wing
v ' : : o~ S . i TSR

Nerves{ VI }—superior { ; Ly
Vi i

&4imp 52l A- . . ) 2

‘ﬁ'.'\‘_- k-if.l'-"f o RS G
R \.0 11?-. ‘; r n ‘o S ' 2
Vs !g‘ﬂ e Temporal
Nerve Vi—for. rotundum-; e e ‘ E
3 " : sy Orbital .
1) : surfaces
Nerve of pterypoid canal
—pterygoid canal
Pterygopalatine
Spine of sphenoid
Middle meningeal a HERELA AT B & R . ——— Pterygoid process
—for. spinosum e - ¢ 2 s AN A X

Nerve Vi—for. ovale
pyramidal process
Hamulus

Lesser wing

a-for. Lacrimal
br. of middle
meningeal art.

Superior
orbital fissure
Carotid sulcus

Temporal squama

Roof of
mandibular foss

Spine of sphenoid

Scaphoid & :
pterygoid fossae.t ey Med. & lat.

pterygoid

laminae
Pyramidal
process
Tuber maxillae
Pterygoid
hamulus

plate of
palatine bone

A Coronal Section of the Skull
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A- Flexion Of The Sphenobasiliar Suture-

DISTORTION- Sphenoid and Occiput are in flexion, all peripheral
bones are in external rotation, and sacral apex is anterior. Flexion
distortions of the sphenobasiliar mechanism are not very common.

PATTERN~ All four quadrants are in

external rotation.

GENERAL CONTOURS=-
* Vault elevated

* Lateral diameter increased

* A-P dlameter decreased

* All quadrants in External Rotation External

SPECIFIC FINDINGS=-
Sphenoid- (flexion)

Occiput~ (flexion)
Temporal- (ext.rot.)

Parietal- (ext.rot.)

Frontal- (ext.rot.)

Zygomatic-(ext.rot.)

Maxillae- (ext.rot.)

* k¥ %k X

* *

*

Rotation

Eyeball prominent on both sides
Pterygoid process is posterclateral
Shallow temporal fossa

Intraocular pressure increased
Superomedial-inferolateral orbital
diameter increased

Lowering & widening of the palatine
arch posteriorly

Retrusion of the lower jaw
Ears low & protuding out from head
Mastoid tips posteromedial

Sagittal suture separated
Parietal eminences prominent

Lateral angles anterior & lateral
Diminished supranasal vertical fold
Receded frontal eminences giving a
ski slope forehead

Inferior orbital rims everted
Large ocular orbits
Tuberosity flattened (cheek btone)

Nasolabial creases more prominent

Wide transverse diameter nares

Upper incisors posteriorly and slopes
laterally

Upper premolars & molars slope laterally

7
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B~ Extension Of The Sphenobasiliar Suture-

DISTORTION- Sphenoid and Occiput are in extension, all peripheral
bones are in internal rotation, and sacral apex is posteriorward.

PATTERN- All four quadrants are in

internal rotation.

GENERAL CONTOURS-

Vault lowered

Lateral diameter decreased
A-P Diameter increased
All quadrants in Internmal
Rotation

* ¥ * ¥

SPECIFIC FINDINGS-
Sphenoid- (Extension)

Occiput- (Extension)
Temporal- (Int.Rot.)

Parietal- (Int.Rot.)

Frontal- (Int.Rot.)

Zygomatic~ (Int.Rot.)

Maxillae- (Int.Rot.)

Internal : Internal

Rotation Rotation

Eyeballs receded on both sides
Pterygoid process is anterior
Deep temporal fossa's

Intraocular pressure normal
Superomedial-inlerolateral orbital
diameter decreased

Raised & narrow palatine arch
posteriorly

* * ¥ ¥ %

*

*

Protrusion of the lower jaw
Bars high & flattened against head
Mastoid tips anterolateral

* Sagittal suture ridged & raised
* Parietal eminences flattened

* Lateral angles posterior

* Pronounced supranasal vertical folds

* Prominent frontal eminences giving a
ski jump. forehead

* Inferior orbital rims inverted
* Small ocular orbits
* Tuberosity prominent

* Nasolabial creases shallow

* Narrow transverse diameter nares

* Upper incisors anteriorly and
slopes medially

18
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C- Torsion Of The Sphenobasiliar Suture=-

65

DISTORTION- Sphenoid wing high with occiput low on the same side;
torsion side of head is in external rotation, sacrum is posterior
at the base and apex. Description for torsion side only.

PATTERN- See illustration

GENERAL CONTQURS-

Torsion side

* A-P diameter on both sides equal . Sphenoid

* Torsion side in External Rotation

* Torsion side sacrum is posterior
and slightly inferior producing a

C curve in the spine.

SPECIFIC FINDINGS-
Sphenoid- (Flexion) *

* %

X * % ¥

Occiput- (Extension) *

Temporal- (Ext.Rot.) *
Parietal- (Ext.Rot.) *
Frontal- (Ext.Rot.) *

Zygomatic-(Ext.Rot.)

Maxillae- (Ext.Rot.) *

Low
Internal . External Occiput
Rotation Rotation

Superior and inferior orbital fissures
widen

Eyeball becomes prominent and tends to
become the dominant eye :
Pterygoid process is superolateral
Superomedial-inferolateral orbital
diameter is increased

Shallow temporal fossa

Low, wide palatine arch posteriorly
Intraocular pressure increased

Vomer and Ethmoid tend to incline

away from torsion side to give a

wide nasal fossa on torsion side
Sphenoparietal suture compressed

by greater wing overriding parietal

Head tilted on atlas, atlas laterality
on OPPOSITE side of torsion

Lower midincisal line shifted toward torsion
Bar low and protuding out from head
Mastoid tip posteromedial

Sagittal suture deviates toward torsion
side at the occiput
Parietal eminence prominent

Lateral angle anterolateral
Diminished supranasal vertical fold
Receded frontal eminences (ski slope foreshead)

Inferior orbital rims everted
Large ocular orbits
Tuberosity flattened (cheek bone)

See list under flexion pattern is?
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D- Sidebending Hotation Of The Sphenobasiliar Suture-

DISTORTION- Sphenoid and Occiput axre low on the same side and rotated
away from each other to produce a convexity. Sacrum is anterior and
inferior at the base and posterior at the apex. Description is for
sidebending rotation side only.

PATTERN- See illustration

GENERAL CONTOQURS-

* A-P diameter is lengthened on convex side
* Temporal area is bulged on convex side
* Parietal is dropped on CPPOSITE side

* Sacrum is anterior and inferior at the

base

SPECIFIC FINDINGS=- }
Sphenoid- (Extension)

SN:(note low and
forward tilt
both cause
extension)

Occiput- (Flexion)

Tempﬂral- (EX‘I‘. AROtO )
Parietal- (Ext.Rot.)
Frontal- (Int.Rot.)

Zygomatic- (Int.Rot.)

Maxillae- (Int.Rot.)

—-3

.

SIDEBENDING ROTATION "“!

SIDE

Low

INTERNAL
ROTATION

Superior orbital fissure widehs
Inferior orbital fissure narrows
Eyeball receded and tends to atrophy
Pterygoid process is inferomedial

Optic foramen moves medial
Superomedial-inferolateral diameter

is decreased

Deep temporal fossa

Vomer and Ethmoid (perpendicular plate)
tends to incline toward sidebending rot.
to give narrow nasal fossa

* Head tilt on atlas, atlas laterality
is OPPOSITE sidebending rotation side

* Lower midincisal line shifted towaxd
side of sidebending rotation

* Zar is low and protuding out from head

* Mastoid tip. is posteromedial

* Sagittal suture deviates toward sidebending
rotation side at the occiput
* Parietal eminence is prominent

* Lateral angle is postexior
* Moved anterior to increase A-P length
* Prominent frontal eminence (ski jump forehead)

* Inferior rim inverts
#* Small ocular orbits
* Tuberosity prominent (cheek bone)

* % % X ¥ ¥

* %

#* Nasolabial crease shallow
* Narrow transverse diameter nare 20

Sphenoid

Low
Occiput

—3 3

-
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NOTE: The vault bones namely frontal, parietal, and temporal accommodate

to sphenobasiliar distortions by the following types of motions:

(1) Separation along an entire suture

(2) Approximation along an entire suture

(3) Rotation about the point of beveled change in the suture

(4) Sidebending about the point of beveled change in the suture

All cranial adjusting of the vault bones fall in the catagory of correction
for one of these four problenms.

XI- Analysis of Cranial Distortions-

A- History-
Perinatal period, Delivery, Trauma, Etc.
B~ Observations-
These observations are listed under specific finding for each pattern
of distortion and under the bone making the distortion observable.
C- Palpation-
"The Human hand is the greatest single diagnostic instrument
known to man", William G. Sutherland. There are four methods to
use in palpation of the cranium; (1) General contours, (2) Sutural
disturbances, (3) Individual sutures, (4) Motion.
D- Challenge-
Move any cranial bone in the dirsction you want to check and
is if it has gone. If it is misaligned the additional trauma
of moving it more will cause the muscle test to go weak.
Correction of the cranial distortion can be accomplished in
several way as listed in XIII Choice of Correction.

XII- Purposes Of Treatment-

A- Normalize Neural Function-
Nerves are subject to irritation in a variety of ways; impeded
blood supply, pressure of venous congestion, lymphatic stasis and
edema, disturbed C.S.F. fluctuations, dural tension, dony impingement,
fascial traction, muscle tension, and the like. Such influences
are most serious on non-medulated fibers such as the sympathetic
system. Nerve ganglia are especially vulnerable to noxious influences
of carbon dioxide or excessive alkalinity if the are in a state of
diminished functioning from anoxia. Cranial adjusting can normalize
neural neural functioning by removing the above causes.

2]
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Counteract Stress Producing Areas-

Localized irration or injury to nervous tissue from mechanical or
chemical effects of impinging adnexa leads to anatomical stress

where the nerve is continually in or bordering on a state of alarm
or facilitation.

Normalize Cerebrospinal lluid Fluctuation-

Should any part of the craniosacral mechanism fail to function
normally, the accompanying C.S.F. Fluid stasis leads to chemical
change, accumulation of metabolities and the perversion of path-
ology called disease.

Correct Cranial Articular Subluxations-

Rather conclusive evidence that bony misalignment affects soft
tissue such as membranes, venous sinuses, C.S.F., pituitary gland,
C.N.S., is that an area of restricted motion consistantly brings
about dysfunction.

Modify Structural Patterns-

Probably the most common facilitating factor in the production of
disease is the force of gravity. Man's response to the upright
position is a continuous postural stress factor which is the common
demoninator of many disease processes. The postural stress factor
is a neurological lens, facilitating focusing and magnifying the
irritation in the involved area of the nervous system. Since the
C.N.S. plays a dominant part in all coordination of bedy functions
correction directed to the facilitated somatic component can improve
structure and chemistry of the whole organism. The force of gravity
acts oﬁ the whole craniosacral mechanism; it is opposed by the long
muscle and fascial levers, which in turn, influence the shorter
dural levers of the spine and cranium. They all work together as

a continuous, never ending unit. Damage or alteration of any single

part causes the process of accommodation to achieve a new artificial’

norm. The body is-supported by the pelvis but is hung from the base
of the skull. Chronic postural tension can be a major factor in the
maintenance or recurrence of cranial distortions, it is equally txue
that falty cranial mechanics can adversely influence all the struc-
tures below.

F- Belease Membranous Tension-

Dural membranes are always taut and vary little in their normal
tension btut they function in a delicate state of balance and equal-~
ibrium which may be thrown out of balance. There is no stop or

22
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start to the connective tissue system. Fascia consists of a number
of cells (cells are collagen and ground substance) and lots of in-
tercellular substance which is mostly collagen fiber, hyaluronic
acid and ground substance. Tendons are the same materials but less
intercellular substance. Cartilage differs only by fewer cells and
less intercellular substance than in tendons. Bone is essentially .
cartilage except it has calcium deposits in the intercellular sub-
stance. Fascia then may follow a nerve or musclg,then become ten-
don, then subtly merge to cartilage and finally bone. Hence where
do you draw the line between bone, fascia or muscle sheaths? Hence
any connective tissue disturbance can cause problems locally or
through tension to a distal site,

G- Eliminate Circulatory Stasis-
The human brain makes up 2% of the adult body weight but it recieves

17-34% of the cardiac output. Due to the segriegated distribution
of blood vessels each part is vulnerable to stasis of blood flow if
its one suppling vessel is impeded. The arteries are firm walled
vessels but the veins lack elastic and muscular tissue and are with-
out valves which typical veins have. This predisposes the veins to
tension or torgque in the menings causing circulatory stasis.

XIII- Choice Of Correction- .
In talking about a topic it depends on your terminology and frame of ref-
erence as to what your meaning is. For example a posterior inferior ilium
becomes an anterior superior ilium if we use the symphysis pubis for our
reference instead of the P.S.S. as commonly used. Whether cranial bones
rebound or not falls into this exact type of thing, your particular term-
inology. The important thing is to understand the following ways of corr-
ecting the same problem and you call it whatever you want. This way you,
the doctor, can choose the best way for each patients problem.
A- Exaggeration-
Inportant not to be used on infants under 4 or in cases of trauma or
acute problems. This method increases the direction the cranial bone
has misaligned to a point of balanced membranous tension to take ad-
vantage of the recipical tension membrane system helping to restore
the cranial bone to its proper alignment; via its recoil tension.
Can also use additional physiological forces to aid tension membranes
such as respiration. To use exaggeration challenge bone to find
problem, then find phase of respiration which negates challenge and
adjust in same direction as challenge on phase which cancels challenge.

23
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B~ Direct Action-

This method is to be used on all acute problems, trauma or infants.
This method is directly repositioning the misaligned cranial btone
toward its proper position. To use direct actlion challenge bone to
find problem and correct it by adjusting opposite the direction of
challenge.

C- Disengagement-

This is used to separate any impacted osseous structure before corr-
ection is attempted. This frees cranial bones so correction can be
done afterward. This method is accomplished by moving 2 bones apart
from each other before moving them into proper position. To use
this method, challenge traumatic indicated aresas or compressed areas
by pushing two bones together more and strong indicator muscle will
show weakness, then disengage articular surfaces to begin correction,
finish with direct action or exaggeration.

D- Opposing Motions-

This method is a combination of exaggeration and direct action used
together. It is to be tried only by the experienced doctor.

E- Molding-

This method is mainly applicable to infants and is actually a rubbing
and caressing of the cranium aimed at balancing the cranial contours
in a newborn infant. Just mold like clay to a well balanced shape.

XIV- Correction Using Inborn Physiological Forces-

A-.C,.S.F. Fluctuation-

The fact that the C.S.F. fluctuation can be directed from one side
of the head to the other makes this energy or potency available as

a means to aid in correction of cranial misalignment. After you
achieve a point of balanced membranous tension this transference

of energy is initiated with a gentle touch on the bone across the
contralateral diameter from the problem site. This will direct

the C.S.F. fluctuation to the area to aid in correction. Its effec-
tiveness may be enhanced and magnified by using other physiological
forces such as respiratory cooperation plus muscle and fascia ten-
sion. C.S.F. fluctuation directed to a normal unrestricted artic-
ulation finds a free and easy passage to cause motion, btut to a
restricted or fixed articulation it is slowed with a bounce back of
the fluctuation to the directing contact point unless release occurs.

24
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After release there is no bounce back of the fluctuation. If
a correction takes place there will be a change towards normal
and the fluctuation will calm to an even and regular cadence at
the corrected articulation and finally to a short, rhythmic ca-

dence.

B- Respiratory Cooperation-

Contraction of skeletal muscle is one of the basic essentials in
every reaction the body makes in adapting to its environment.

Any structural fixation adds to the work of the muscular system
in adapting effectively. Tissue resistance can be eliminated to
a great extent by making use of muscle action involved with res-
piration. Correction is most likely to occur at the end of main-
tained muscle contraction such as breath holding or with an infant,
crying. The reason is the cervical muscles have a distinct ten-
sion on the cranial base which is suddenly relaxed each time at
the end of exhalation. During this relaxed interval before an-
other breath is taken, the rest of the bodies defensive mechan-
isims also relax so the optimal condition exists to correct the
problem by the use of the recipital membranes. The procedure is
to have the patient inhale as long as possible until the involum-
tary release of breath occurs. The use of exhalation may be more
physiological for extension or internal rotation corrections than
the above outlined method.

C~ Muscle and Fascia Cooperation-

Like respiratory cooperation, muscle and fascia cooperation aids
in directing and increasing effectiveness of C.S.F. fluctuation
in the restricted reciprocal tension membranes. This method uses
shoulder, sacrum and/or feet to increase the desired effect. To
use with flexion and externmal rotation patient would pull with
hands on front of table, sacrum apex anterior and/or feet dorsi-
flexed. If problem is bilateral, use bilateral arms and/or feet;
if unilateral use arm and/or foot on opposite side of the body
from the problem. The connective tissue system is continuous
through the human organism and this is one method to utilize this
tension via the connective tissues to btring about correction of a
problenm.
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XV~ Overall View Of Correction-

We will use the example of both temporals being fixed in external rotatlion.
Pirst check to see if any jammed sutural articulation is causing the re-
stricted motion, use disengagement if jammed area is located. Second
choose the type of correction you are going to use, exaggeration being
preferred if not contraindicated. Thixd move both temporals more into
external rotation to the point of balanced tension in the membrane sysiem.
Fourth direct the fluctuation of C.S.F. from the contralateral side of the
skull, have the patient pull headward with arms, hold the sacrum in flexion
position and/or dorsiflex both feet. Use any or all of the above methods
to aid correction. Fifth have the patient inhale and hold it until they
involuntarily breath out. At the point of relaxation before the patient
inhales, the body's inborn physiological forces implored should cause a
release and the doctor then follows the temporals into internmal rotation.
The operator is merely the one who initiates movement to the balanced
tension point and follows the bodys shifting of the fulcrum to a pattern
which is more physiologically suited for that patient

Heavy handed interference with the membranes or C.S.F. fluctuation to
force the reciprocal tension system to a more physiological state will
only cause additional trauma to the patient. Remember no external force
can be safely brought to btear upon the living body nor is any external
force as efficient or specific as the innate powers of self-correctlon
coniained within the patients own body.

The above outline are the steps for any correction regardless if it is
stated in the following pages of correction techniques or not.

XVI- General Contacts For Correction

A- Sphenoid

greater wing

medial pterygoid plate (intra-oral)

lateral pterygoid plate (intra-oral)
B~ Occiput-

Squamous portion close to asterion
C- Temporal

mastoid tip

squamous

zygomatic arch

D~ Parietal

asterion
pterion

bregna
lambda
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E- Frontal

bregma

glabella or metopian

frontosphenoidal area

alveolar processes (intracral and indirect)
cruciate suture (intraoral and indirect)

XVII- Correction of Sphenobasiliar Distortions and Accompanying Vault Accomodations
A- Flexion of Sphenobasiliar Junction-

Sphenobasiliar suture is jammed in a flexion position and correction
by exaggeration is as follows. Contact alveolar processes (intra-
oral) and take anterosuperior; contact mastoid tips and take postero-
medial. (Same as sphenobasiliar flexion fault pg. 137, Dr. Walther's
Book) For complete outline see overview of correction and add the

given contacts and directions.

B- Extension of Sphenobasiliar Junction-

Sphenobasiliar suture is jammed in a extension position and correction
by exaggeration is as follows. Contact cruclate suture (intraoral)
and move superoposterior; contact mastoid tips and move anterolateral
(same as sphenobasiliar extension fault pg. 136, Dr. Walther's Book)
For complete outline see overview of correction and add the given con-
tacts and directions.

C- Torsion of Sphenobasiliar Junction-

Sphenobasiliar junction is torqued to give a high sphenoid and low
occiput on the same side giving relative flexion and external rotation
on that side of head. Correction by exaggeration is as follows. '
Method #1- contact frontosphenoidal area on side of high sphenoid and
move anterosuperiorly: contact occiput squama on opposite side and
1ift posterosuperiorly. To find if problem exists, challenge in di-
rection just listed and correction is in the same direction as chal-
lenge on respiratory phase which cancels challenge. For complete
outline see overview of correction and just add given information.
Method #2- Contact greater wing on low side and move posteriorly;
contact medial pterygoed plate above hamulus (intraoral) on the high
wing side and move laterosuperiorly. Secondly, contact occiput
squama on low side and move antero inferiorly; contact opposit occi-
put squama and move posterosuperiorly. To find problem exists,
challenge in direction just listed in part 1 and 2 and adjust in the
same direction on phase of respiration which negates challenge. For
complete outline see overview of correction and just add given infor-

27
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Note- This distortion may be corrected by correcting parietals, fron-
tals or occiput as listed in Dr. Walther's Book. Cranial parietal
decent on opposite side of torsion pg. 147; cranial external frontal
on same side as high sphenoid pg. 145; cranial intermal frontal on
low sphenoid side pg. 144; cranial universal on occiput and temporals
pg. 143.

D- Sidebending Rotation of Sphenobasiliar Junction-

Sphenobasiliar junction is tipped down to give low sphenoid and low
occiput and separated to glve a bulge or convexity to that side of

the Skull.

Method #1- Contact frontosphenoidal area on high side opposite side-
bending rotation side and move superiorly first and then posteriorly.
Contact occiput squama on high side and 1lift superiorly first and
then anteriorly second.

Method #2-

Contact greater wing on side opposite of low sphenoid wing and move
superiorly first and then posteriorly; Contact lateral pterygoid
plate on low wing side and move inferomedially first and then anter-
iorly. Secondly, contact occiput squama on low side and move antero-
inferiorly; contact opposite squama and move posterosuperiorly.
Challenge in directions listed and correct in same direction as
challenge on phase which cancels out challenge. For complete out-
line see overview of correction and just add given information.
Note- This distortion may be corrected by Dr. Walther's cranial tem=-
poral bulge on side of convexity pg. 146; or by cranial internal
frontal on low sphenoid side pg. 14k4; or by cranial external frontal
on high sphenoid side pg. 145 or by cranial universal pg 143.

E. Correction of Vault Accommodations-

Vault accommodation to sphenobasiliar distortions are (1) sep-
arated suture, (2) jammed suture, (3) rotation about the pivot

point and (4) sidebending about the pivot point.

Check for sutures being separated or approximated. (Dr. Walther's
sagittal, lambdoidal, squamosal and zygomatic cranial are for sepa-
rated or jammed sutures) Use any type of correction such as exag-
geration or direct action listed under XIII choice of correctlon.

For rotation or sidebending at pivot point the following may be used.
All methods below are by exaggeration.
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1- Temporal (external rotation)-
fingers interlaced loosely beneath occipital squama and thumbs ex-
tended along mastod processes. Hold the occiput slightly anteriorly
while the mastoid tips are carried posteromedially.

2- Temporal (internal rotation)-
Same contacts with opposite directions to produce exaggeration of
internal rotation.

3. Parietal Spread (external rotation)-
Bilateral condition, cross thumbs over sagittal suture with fingers
over parietal. Gently depress parietal along the lambdodal suture
(disengagement method) then with thumbs press to spread sagittal
suture.

4- Parietal Lift (internal rotation)-
Bilateral condition, interlock thumbs over sagittal suture without
contact on cranium. Fingers take an open spread across parietals.
With fingers compress inferior border of parietals to disengage from
temporal bone, then lift parietal into internal rotation.

5- Frontal Spread (external rotation)

" Thembs are interlocked over metopic suture with fingers over lat-
eral angle of frontals near frontogygomatic area. With fingers,
move anteroinferiorly and with thumbs lightly depress glabella
posterosuperiorly.

6- Frontal Lift (intermal rotation)-
Interlace fingers over metopic suture and contact lateral angles
with thenar eminence and contace zygomatic process of frontal with
heel of hands to gently compress and disengage frontal then lift
frontals superiorly into internmal rotation. Fingers moving slightly
inferior and heel of hands going superiorly.
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THE POSTERIOR OCCIPUT

By Daniel H. Duffy, D.C.

ABSTRACT: A unilateral psoas major muscle weakness has
been found to be produced by posteriority of
the occiput on the ipsilateral side. The weak-
ness responds only to correction of the occiput.

While investigating the effects of the psoas in idiopathic
scoliosis, this writer discovered four cases which would
not respond to the usual approach of neurol ymphatic, neuro-

~vascular, etc. (1)

Goodheart has shown the rel ationship bet ween the occipital
fizxation and the bilateral psoas weakness which led me to the
investigation of occiput in these four difficult cases.

Correction of the posterior occiput caused an immediate
strengthening of the psoas muscle in all four resistant cases,

BIBLIOGRAPHY

Applied Kinesiology Research Manuals. 1964 through 1978,
covering all aspects of applied kinesiology by G.J. Goodheart
D.C., 542 Michigan Building Detroit, Mich., 46970
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ACUPUNCTURE MERIDIANS AND

ILEOCECAL VALVE PATTERNS

By Daniel H. Duffy, D.C. Aug 21, 1978

ABSTRACT: Open and closed ileocecal valve syndromes have been found to
correlate with small intestine and large intestine meridian
pulse points, respectively. Diagnosis is accomplished by
therapy localization* of the corresponding pulse point with the
index finger of the opposite hand while testing an intact tensor
fascia lata muscle.

PROCEDURE

During the latter part of July and early part of August an attempt was
made to locate a more reliable and expeditious means of differentiating the ileo-
cecal valve (ICV) syndromes. This is a time of year when many patients are

afflicted with acute low back syndromes (ALBS) accomanied by or caused by the
ICV dysfunction.

Random testing of patients with ALBS foi ICV dysfunctio: revealed
nineteen patients showing positive therapy localization of the ICV area on the
abdomen (McBurney's point). Fourteen patients showed positive therapy localization
(PTL) at the small intestine/heart acupuncture pulse point, five patients showed
PTL at the large intestine acupuncture pulse point (large intestine/lung point).

All patients showing PTL at the small intestine point proved to have an
open ICV dysfunction, all patients showing PTL at the large intestine point proved
to have the closed or spastic ICV. All patients with the open ICV also showed
Quadriceps weakness on the left, patients with the closed variety showed variable
muscle weaknesses associated with the large intestine. A common pattern would be;
open ICV, weakness of the left quadriceps, subluxation of the first sacral segment, and
PTL at the small intestine/heart point on the left wrist.

Prior to investigating these points this writer was experiencing
difficulties with the ICV diagnosis. Some patients would show evidence of both open

and closed valves and would not respond symptomatically until all areas were
treated.
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The possibility of patients experien%ing both syndromes at the ‘

same time was confirmed by Goodheart in June, 1977.

It yet remains to be seen if the pulse point will yield 100% diagnosis
of the ICV. The prior use of the iliacus yielded poor results for supplementing
the valve diagnosis as well as the rectus/abdominis for the closed variety. (in
the experience of this writer)

Overindulgence in raw fruits and vegetables is thought to
be a precipitating factor in ICV syndromes. There is also the question of the
actions of pesticides on these foods, or of other toxic products such as the
solanaceous plants which include tomatoes, potatoes, peppers, eggplant and
tobacco. This group of foodstuff has been found to cause arthritic syndromes
in a fair percentage of the population as reported by Dr. Norman F. Childers
(M. A. Blake profe ssor of Horticulture-Rutgers) in his 1977 book "Nightshades
and health" available from Horticultural Publications Somerset Press, Inc.,

Somerville, N.J. 08876 for the price of.$20. 00. Book income is used for further

research.

In conclusion, the ICV syndromes may be diagnosable initially by
acupuncture pulse points and further refinement of corresponding muscle patterns

may be necessary.
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*Therapy localization is a change in muscle strength caused by the patient

touching an area of the body suffering dysfunction at the time of the muscle test.
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DIFFERENTIATING THE LONG HEAD OF THE

TRICEPS

By Daniel H. Duffy, D.C.

ABSTRACT: Weakness of the long head of the triceps muscle

responds to neurolymphatic activity at acupunture
point K-27 on the anterior and first dorsal lamina
on the posterior, both on the ipsilateral side of
weakness.

During the annual meeting of the International College
of Applied Kinesiology Dr. Alan Beardall instructed me in the
method of testing the triceps muscle in a2 manner so as to isolate
the long head. (1)

Subsequent findings of weaknesses in this muscle
revealed the fact that they did not respond to the usual kinesiolog-
ical approach. Goodheart's discovery of therapy localization (2)
simplified the search for the control points of this strategic
muscle. To date, six patients have been found with the weakness,
all six responded to therapy localization at the points mentioned,
one responded to therapy localization at the acupuncture alarm
point for the triple warmer. (just below the umbilicus). One
patient with a severe arm-shoulder syndrome di splayed weakness
of both short and long heads. The long head responded to treatment
listed herein, the short head responded to the usual treatment
which further verified the different control points for this muscle.
This calls for further investigation for other muscles containing
different sections. I would expect that any muscle under a fascial
envelope would be a separate and distinet entity and that the fascial
envelope would be the separating factor.

BIBLIOGRAPHY
1. Personal communications with Dr. Alan Beardall June, 1978,

2. Applied Kinesiology Research Manuals, published yearly by

George J. Goodheart, D.C., 542 Michigan Building Detroit, Mich.
469170,
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TEL:PONAL _— SPHENOIDAL ANALYSIS
AS "ELATED TO PAIN CONT2CL

Lorraine . Dumas

As is widely known, Dr. M.L. 2ees of Sedan, Lansas,
at the suggestion of Dr. M.B. DeJarnmette, began wide and
intensive investisation in the development of the temporal
sphenoidal complex. Dr. Jees had hoped to find the re-
lationship of this temnoral-sphenoidal complex to health
and disease and to functions of the body in many areas such
as diagnosis, control of viscus disorders, blocd pressure
and depressive states; identification of exact rertebral
level and visceral involvemenﬁ; control of pain.

It is the area of Pain Control which will be discussed

in this paper.
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The sphenoid bone is in contact and is influenced by
every bone of the skull. The sphenoid is the master control |
of all living body systems. Alter it to abnormal, and disease
or malfunction of body systems results. In this svhenoid
there is the mechanism for the movement of cerebro sdinal
fluid. This point is important to remember in tenmporal
sphenoidal technique. No nerve or body function may move
or react until this cerebrospinal fluid master cont:rol
furnishes the green light for the excitation.1

Tne sphenoid bone is situated at the base of the skull,
in front of the temporal bones and btasilar part of the
occipital plate. The sphenoid articulates with twelve bones,
four single: the vomer, ethmoid, frontal, occipital; four

paired: the parietal, temporal, zygomatic, and palatine.2

The temporal bones are situated at the sides and base
of the skull. Each consists of five parts: ¥%¥he squama,
petirous, mastoid, tympanic and styloid process. The temporal
bone articulates with five bones: occipital, parietal, sphenoid,
mandible and zygomatic.3
The articular surfaces of the temporal bones are unlike
the rest of the cranial bones in the respect that they are
able to overlap each other. The aponeuroses covering these
sutures are ligamentous in nature and have the same cap-
ability of registering impulses as the probrioceptors of

the cervical ligamentous structures. It is along these
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sutures that ligamentous structures develop the "diagnostic"
fibers found on palpation.
Dr. Nees found, through trial and error, the exact
location of these "taut and tender" fibers and related
them to specific vertebral levels to develop the Temporal-
Sphenoidal line. There are twelve dorsal and five lumbar
areas charted with each area corresponding to an associatgd
viscus along with its assoclated muscle.
Subsequent research by Dr. Rees revealed that when the
TeS. nodule was lightly held and its associated wvertebral
level manipulated, pain could be controlled or at least abated.h
This writer began experimenting with pain control and
integrating it with Applidd Kinesiology.5 The following is
a description of a typical case with an explanation of the
applied technique. .
The patient to be discussed is Sister Mary, age 33.
She complained of headaches and mid and lower back pain.
She considered the back pain tolerable but the headaches
were so intense and frequent she thought she was going insane.
With the patient lying supine the T.S. line was palpated
revealing tender and painful'areas on D4, 6, 8, 9, 11, 12,
and L3.
When, as in this case, there are multiple indicators
the major for T.S. application technique must be determined.

After noting all involved areas, as many indicators as

possible were contacted with the fleshy part of the finger tips.
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T.S. Analysis & PainCControl
Page 4

dith a gentle rotary motion, these areas were manipulated
for two nminutes. (If tkere are more painful areas than
you have fingers, two apolications are necessary in order
to manipulate every area of pain.)l

After the seconddtwo minute rotary application there
was a slight amount of tenderness on D9 but D8 was still
very painful. All the other painful areas were obliterated.
DS was selected as the major for T.S. application techniqﬁe.

With the patient lying prone the major D8 on the T.S.
line was held lightly while, with the other hand, the pain
area of vertebral level D8, 9, 10, was manipulated. After
about 30 seconds the pain in the dorsal area decreased and
by the end of 2 minutes had completely disappeared. The
only remaining symptom was a feeling of dullness in the head.

fter having noted the painful areas on the T.S. line,
the muscles corresponding to each area were tested, and |

6 After manipulation of the T.3. line

all were found weak.
for pain control, all associated muscles strengthened with
the exception of the pectoralis major, sternal division, and
the sartorius. However, after manipulation of the vertebral
levels D8, 9, 10, those two muscles also strensthened. 3y
this time the feeling of dnllnesé in the head had disappeared
and the patient was pain free.

The only other procedure used on this visit was blocking

7

technique for a Category II, left sacroiliac sevaration.
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CONCLUSION

It is not the intent of this paper to show Pain
Control as a method of treatment but only as a method
for the immediate control of pain. Further treatment
depends upon chronicity of condition, nutritional néeds,
etes It is up to the individual doctor to fhllow through
with his preferred treatment whether it be Apvlied Kinesiology
and the Five Finger Approach of Dr. George Goodheart or the
Chiropractic Manipulative Reflex Technique of Dr. M.B.

" DeJarnette or the Bloodless Surgery of Dr. M.L. Rees or

any other technique which may have proved to be successful.
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HYPOGLYCEMIA

by James V. Durlacher B. A., D. C.

Abstract: Kenneth Brockman, D. C. has researched the
various organ malfunctions in the hyper and
hypo function and published a 6 hour glucose
tolorence test interpertation g'.r:a.ph.l This
paper shows the relationship of the Reactive
Glucose Physiology and the six hour glucose
tolorence test to the related muscles of the
body tested in procedures of Applied Kinesio- -

logy. 2

INTRODUCTION

A reactive Glucose Physiology testing procedure was
recently published by Nutri-Dyne comprising a question-
alre, interpertation code for the questionaire, inter-
pertations of a 6 hour glucose tolorence blood test by
Brockman a three phase diet regimen and suggested supple-
ments., The six hour glucose tolorence test was broken

down into the organ malfunction sequence if the glucose

39
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level was hyper or hypo at that particular hour as follows:

% hour, liver; 1 hour, pancreas; 2 hour, adrenal; 3 hour,
gonad; 4 hour, thyroid; 5 hour, thymus &/or spleen, 6

hour, thymus &/or spleen.

PURPOSE

The purpose of this investigation was to determine
by applied kinesiological methods of muscle tests if the
findings of Brockman correlated with the related muscle/
organ a.t' the specific hours of the 6 hour glucose tolor-

ence test.

PROCEDURE

Patients who were suspected to be hypoglycemic
were selected to be included in the study. This was
done by either having them fill ocut the questionaire
after taking a history of their complaints and then test-
ing muscles for at least the liver (pectoralis-ma jor
sternal), pancreas (latismus dorsi), and adrenals
(sartorius). If symptoms, questionaire and muscle test
indicated a probability of hypoglycemia a 6 hour glucose
tolorence test was done on the patient with the use of
a 12 hour fast, 100 mg glucose in the form of Glucola
and finger prick capillary blood measured by standard

procedure of Ames dextrose stix and Ames Eye-Tone in-
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strument. During the G. T. T. muscles representing the
organ of influence of the hour were tested immediatly
after the blocd was drawn. The age of the patients

ranged from _14 to _75 .

RESULTS

“

The results concerning the relationship of which
muscles were weak during the hour of the test in which
the blood sugar level was abnormal are summerized in
chart I. The muscles tested were weak "in the clear”,
that is they were not a hidden weakness which had to be

lccated by various challenge methcds.,

CONCLUSIONS

It appears that there is a degree of correlations
between the Brockman study and actual muscle testing for
the various muscles organ test, particularly in the
Liver, Pancreas, and Adrenals. Further studles, checking
for hidden weakness of muscles should be done before any

definite conclusions are made.
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92 FASTING 4 HOUR 1 HOUR 2 HOUR 3 HOUR 4 HOUR 5 HOUR 6 HOUR
LIVER PANCREAS ADRENALS GONADS THYROID THYMUS/ THYMUS/
SPLEEN SPLEEN
Pectorius Latisimus Sartorius Gluteus Teres Infra Infra
Patient g:‘ej::um Dorgi c Max:;.gus D Min;r Spiga.tus Spiga.tus
A:e A Medius E MidHTra.p. MidHTz.'ap.
D.H. 32 79 150 A 160 B 48 ¢ L8 B 75 95 72
MM, 16 63 98 121 91 8 E 67 57 W 65 W
S.B. 17 55 143 155 85 38 F 4 MG 57 G
J.H. 15 63 208 A 150 B 95 C 70 55D 61 H 60 H
S.B. 16 64 135 102 92 L6 B 52 F 58 G 55 G-
R.W, 48 59 102 A 121 91 C 9l 84 55 L8
T.S. 24 76 159 170 96 G 65 66 70 65
J.T. 35 68 165 A 125 B 89 ¢C 63 62 F Y42 68
E.R, 26 59 76 A 105 B 132 C 111 95 79 52 H
D.H. 33 79 115 A 103 97 C 8l E 72 62 65
c.V. 26 i3 135 A 118 B 101 C 97 52 69 G,H 65 G,H
G.H. 49 79 102 A 41 B 125 C 8 64 78 81
R.V. 55 77 166 A 150 B 103 ¢C 57 E 67 72 75
K.S. 35 65 132 A 152 B 130 C 102 b7 F 58 60
D.H, 14 65 102 A 102 B 01¢ 96 4 F 56 60
S.F. 17 90 210 A 185 B 130 C 89 80 76 65
L.S. 75 110 260 310 B 380 C 130 60 68 87
AT, 55 92 220 A 155 B 48 c 100 B 96 45 60
D.S. 44 S0 W3 A 320 B 240 ¢ 83 68 F 102 %0
Chart T
Note: Letter after glucose level indicates muscle weakness.

3

~——3 1

-

—3 31 3 __3

3 -3 3 .3

.3

.3 13



3

93

REACTIVE
GLUCOSE
PHYSIOLOGY

“ ]

PATIENT NAME

ADDRESS
AGE MALE FEMALE
DATE DATE FOR RECHECK

PROGRESS 1ST RECHECK
2ND RECHECK
3RD RECHECK
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REACTIVE GLUCOSE PHYSIOLOGY CODE SHEET

SECTION A. Questions 1 to 47 indicate reactive glucose dysfunction. Therapy is as explained below.

MILD Over 1/3 question responses
Less than 1/2 question responses
1’s {mild) and 2's (moderate)
Predominantly 1's

MODERATE Over 1/3 question responses
Less than 2/3 question responses
1’s (mild), 2's (moderate) and a few
3’s (severe) Predominantly 2's
SEVERE Over 1/2 question responses

Sometimes over 2/3 question responses
1’s (mild), 2°s (moderate) and 3's (severe)
Pradominantdy 2’s and 3's

Supplements
Glycodyn 3
Livatrophic Conc. 3
Pantrophic Chelate 3
Trace Min 3

Glycodyn 3
Livatrophic Conc. 6
Pantrophic Chelate 3-6
Trace Min 3
Sterotrophic Cone. 3

Glycodyn 3-6
Livatrophic Conc. 9-12
Pantrophic Chelate 6-9
Trace Min 6

Sterotrophic Conc. 6-9

NOTE: if patient should exparience headache, nausea, ete., this indicates mild toxemia resuiting from rapid toxic
release caused by high doses of Livatrophic Conc. and Pantrophic Chelate. Stop dosage of both supplements until
symptoms disappear. Then resume dosage at a lower level, slowly working up to recommended dosage.

Pre-digested protein Procase is of great value in Hypoglycemia. It should be given 2 tablespoons 15 minutes before
each meai and between each meal. If night food cravings, morning headaches, nightmares, night muscle cramps,
insomnia, etc. are problems — 2 tablespoons with 1 Glycodyn and 2 Trace Min should be given at bedtime.

SECTION B. Questions 48 to 62 indicate Pituitary involvement, either anterior pituitary or posterior pituitary.

SECTION C. Questions 63 to 79 indicate Thyroid, Liver involvement. A simple thyroid test is an underarm temper-
ature taken before rising in the morning. Thermometer is left under the arm (armpit) for 10minutes. Below 97.8°F
indicated Hypo-Thyroid. Above 98.2°F indicates Hyper-Thyroid.

SECTION D. Questions 80 to 86 indicate Adrenal involvement. Postural biood pressure taken sitting and imme-
diately upon standing will show adrenal weakness. Systolic bicod pressure should rise 4 to 10 goints upon standing.

Therapeutic Correlation of Sections A, B, C, D is as follows:

Carrelation 1. Section A shows mild to severe reactive glucose dysfunction. Section 8 shows Pituitary involvement
{minimum of 3 question responses). Section C shows Thyroid, Liver involvement by underarm tem-

perature or {minimum of 4 question responses). Primary endocrine invoivement is anterior pituitary,
thyroid, liver.

Correlation 1 Therapy: Prolantrophic Cone. 6 Daily
. Tri-Triphic 40 6 Daily
Livatrophic Conc. 9-12 Daily
Glycodyn 3 Daily
Trace Min 3 Daily
(with sinus or kidney
problem) A & D 6-9 Daily

Correlation 2. Section A shows mild to severe reactive glucose dysfunction. Section B shows Pituitary involvement
{minimum of 3 question responses). Section D shows adrenal involvement by postural biood pressure
or (minimum of 4 question respansas). Endocrine involvement is Posterior Pituitary, Adrenal.

Correiation 2 Therapy: Pineaitrophic Conc. 9-12 Daily
Sterotrophic Cone. 9-12 Daily
Trace Min 9 Daily
Glycodyn 3 Daiiy

Carreiation 3. Section A shows mild to Severe reactive glucosa dysfunction. Section B shows Pituitary involvement
(minimum of 3 question responsas). Section D shows adrenal involvement by postural blocd pressure
or (minimum of 4 questions responses). Structural examinations show ligamentous weakness — endg-
crine involvement is Posterior Pituitary, Adrenal, Anterior Pituitary Gonads.

Correlation 3 Therapy: Prolantrophic Cone. 6 Daily
Pineaitrophic Conc. 6 Daily
Sterotrophic Cone. 6 Daily
Gonadotrophic M or F 6 Daily (F = Female, M = Male)
Tracs Min 9 Daily
Glycodyn 3-Daily

Carrelation 3 aiso holds the possibility of Thyroid and Liver involvement. Where this is indicated along with Pitui-
tary, Adrenal, Gonads, a glucose toleranca test should be used to determine primary endocrine inveivement.

White spots upon fingernails, slow healing of wounds and acne will indicate zinc deficiency and Pancreative invoive-
ment. Pantrophic Chelate should be added in this case, 3-9 daily. Doctor use discretion on saverity of Pancreative
involvement and dosage.
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Name

REACTIVE GLUCOSE PHYSIOLOGY QUESTIONNAIRE

Date

INSTRUCTIONS: Beside the symptoms listed below mark (1) if you have the condition mildly, (2) if moderate, and
(3) if severe. If you do not have the symptom leave it blank. If a yes or no appears to the left of the question, please

circle the appropriate yes or no.

USED TO HAVE

TN TN TN TN TN N N S N o o L s o s e e e e s e o s o s o o~ g o~ o~ o~ = o~ o— — — S~ o— — o~ — o~ o~ —

TN ST N N Nt Nt N S St S i et o St St S i et Nt et Tt et e N S e e s at et - -

PRESENT NOW

TN IS TN TN N T TN R L e e S o S o o e i s s o o o~~~ o~~~ T~ o~ o~ o~ o— —~ o~ p— — o— — — o~ — o~ o~ — —

TN N N N e S et St et et e st et e at ef Tt e et S e et S et e e et s A e e et e e e S? S S e e e e

SECTION A

DO L WN—

. Nervousness

. Irritability

. Exhaustion

. Faintness, Dizziness

. Tremor, Cold Sweats

. Weak Spells

. Depression

. Headache (type)

. Digestive Disturbances
. Forgetfuiness

. Insomnia, Awakening with inability to return to sleep
. Constant Worrying

. Unprovoked Anxiatias
. Mental Confusion

. Internal Trembliing

. Palpitation of Heart

. Rapid Pulse

. Muscle Pains

. Numbness (where?)

. Unsocial

. Antisocial

. Indecisiveness

. Crying Spells

. Lack of Sex Drive (Female)
. Allergies

. Uncoordination

. Leg Cramps

. Lack of Concentration
. Blurred Vision

. Twitching, Jerking of Muscles
. Itching of Skin

. Gasping for Breath

. Smothering Spells

. Staggering

. Sighing and Yawning

. Impotenca (Male)

. Unconsciousness

. Night Terrors

. Nightmares

. Rheumatoid Arthritis
. Phobias, Fears

. Neurodermatitis

. Suicidal Intent

Nervous Breakdown

. Convulsions
. Craves Sweets

FOLLOW-uP

TN TN TN TN TN TN TN T S o R e e i s e i s e e o o o~~~ o~ o~ — o~ — — — o~ o~ — p— — — — — — — o— —

T B S T ST T N N N S Nt et e et e it et e v it e St e it et S et e -ttt S P W - =ttt
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USED TOHAVE PRESENTNOW SECTION B

S S . o o~ — — o~ — —
T N e St N et "t " S r® e St St St o
T s e sy o~ — — — o~ o~ p— — o~ —
N Nt Nttt it "t vt P o~ "t " "t et

» 47.
48.
49,
0.
51.
52.
53.
54,
§5.
56.
57.
58.
59,
60.
61.
62.

Cold hands, feet, all over

Family history of mental iliness

Were you delivered with forceps

Family history of unusual size

History of serious head injury

Infertility or Impotency

Headaches behind eyes

Headaches affecting one-half of head
Disease of Bones, Ligaments or Tendons
Excessive Urination

Water Swelling, below eves, anklas, fingers, feet etc.

Difficult pregnancy or delivery
Left Upper Nack Pain

Left Little Finger Pain
Overweight From Waist Down
Overweight From Waist Up

USED TOHAVE PRESENTNOW SECTION C

—

— . o a— o~ —— o~ o~ o S~ —~ a— o~ —

it St it S et Nttt it it et St et

e e o o — o~~~ — — — —

Nt it et Tt Tt —— " —— " " et e ——
-

63.
. Nausea

. Jaundice

. Pain Under Right Rib Cage

. Right Side Body Pain

. History of Cancer

. Constipation

. Feel Better in mornings, worse afternoons

. Quter one-third of eyebrows thin or missing
. Constantly Fatigued '

Right Neck Pain

Skin Thick, Wrinkly, Puffy

. Kidney Disorders

. Sinus Congestion or Headaches

. Soapy or metallic taste in mouth

. Grayish pasty or oily skin

. Varicose Vein or Hemarrhoids

. Visible biue veins in chest or abdoman

USED TOHAVE PRESENTNOW SECTIOND

— e s — — — —
——r N — -t Nt —? gt St
—r N e S S aer

— . — o~ — —

Severe Emotional Swings

. Dialated Pupils

. Low Blood Pressure

. Dry Scaly Skin, Eczema

. Low Backache

. Air Sickness, Sea Sickness or Car Sickness
. Dizziness Upon Quickly Rising

. Osteoarthritis

. Coffee or Cola Orinker

. Diet Pill User

FOLLOW-UP

I S S o e o o~~~ o~ — — o—

FOLLOW-uP

o o e~~~ — p— o~ — — o —

FOLLOW-UP

— . o~ — — p— — —

)

- Nt et e e St " et o e e S -

e e e e v —r

DOCTORS USE ONLY:

1. Postural Blood Prassure is: Sitting

Standing

2. Underarm Temperature is:

3. Structural Examinations Show Liagmentous Weakness YES NO.

4. White Spots on Fingarnails, Acne or Slow Heaing of Wounds YES  NO.
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PHASE |: MINIMAL LOW CARBOHYDRATE REGIMEN (6% or less)

Select and balance meals from foods listed herein. Eat at least three meals a day or six small ones, if
preferred. Snacks are permitted moderately, only from among foods listed herein. Balance protein
intake with green leafy vegetables in at least one generous green salad daily.

BREAD, CEREALS: None of any kind. Pasitively.

DAIRY PRODUCTS: Milk and buttermilk, sweet and sour cream, plain yogurt, and butter (no
margarine). Natural cheeses only. Cottage cheese, eggs — unlimited.

FISH: All fresh fish (i.e., cod, flounder, haddock, halibut, herring, mackerel, perch, pike, salmon,
sardines, trout, tuna, etc.). May be broiled or fried, baked, or boiled. In frying, use butter or vege-
table oils (i.e., corn, safflower, soy or sesame). No lard or hydrogenated fats (i.e., Spry, Crisco, etc.).
Do not use bread crumbs or flour. Avoid scavengers (i.e., clams, crabs, shrimp, scallops and lobster)
which have high pollution concentration.

MEATS: Lean beef, lamb, veal, all poultry. Trim away visible, excess fat from meat. Bake, broil,
boil, or saute in vegetable oil or butter. Organ meats also allowed. Avoid pork or food products
containing pork or lard.

VEGETABLES: Artichokes, asparagus, beans (string), beet greens, broccoli, cabbage, cauliflower,
celery, chard leaves, chickory, chives, collards, cucumbers, dandelion, eggplant, endive, escarole,
fennel, garden cress, herbs, kale, lettuce, mushrooms, mustard greens, okra, green peppers, pump-
kin, radishes, rhubarb, sauerkraut, spinach, squash (summer), tomatoes, turnip greens, watercress,
zucchini. (Fresh preferred, may be frozen or canned. Unsweetened.)

FRUITS: Avocado, cantaloupe, casaba, cranshaw, honey dew, and watermelon. Lemons and limes.
No canned, sweetened, or dried fruits of any kind.

MISCELLANEOUS: Mayonnaise, dietetic gelatin salads (Knox is best), salad dressings made from
cider vinegar, lime, lemon juice, corn, safflower or sesame oil. Bouillion cubes, olives (ripe or green),
pickles (dill or sour only). Mustard, fresh or dry. Hard boiled or deviled eggs. Fresh nuts—walnuts,

pecans and almonds. No cashews. Fructose and protein powder or tablets. Seeds—sunflower, pump-
kin and sesame.

BEVERAGES: No coffee. Herb teas—unsweetened. Bisitermilk. Milk, Tomato juice and V-8 juice.

No colas of any kind. No canned, condensed, evaporated or sweetened milk. No alcohol in any
form. No sugar free soft drinks.

AVOID ALL FOODS MADE WITH OR CONTAINING SUGAR OR STARCH. No cereals, cereal
proeducts, bread stuffs, cakes, cookies, pies, candy, ice cream, etc.

SPECIAL: Take tablespoon or two (according to individual tolerance for fats) of corn, safflower,
sesame, or soybean oil before meals in small amount of milk or tomato juice. Polyunsaturated fats
act as an appetite depressant, speed burning of stored body fat for energy, provide carbohydrate-
free calories for additional energy and effectively lower cholesterol levels.

NOTE: Increased intake of polyunsaturated fats requires increased intake of Vitamin E, as recom-
mended by physician.



98

PHASE Il: MODERATE LOW CARBOHYDRATE REGIMEN (10% or less)

NOT TO BE IMPLEMENTED UNTIL PATIENT IS A SYMPTOMATIC
The following may be added to Phase | on the advice of your doctor.

VEGETABLES: Beets, brussel sprouts, carrots, kohirabi, leek, onions, parsley, rutabaga, turnips,
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