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MESSAGE FROM THE CHAIRMAN

The International College of Applied Kinesiology-USA continues to
flourish as a forum in which doctors in the healing professions can
present their ideas and their research. By contributing to the collected
papers, members have the opportunity to be heard and to be guided in their
further efforts through the feedback of their colleagues.

The collected papers include a compilation of research reports,
validation studies, case reports and intellectual discourses on various
aspects of Applied Kinesiology. Some of the papers represent "seeds"
which will grow into powerful diagnostic and therapeutic procedures.

The members of the International College of Applied Kinesiology-USA
are to be congratulated, not only for contributing to this collection of
papers, but for receiving them, studying them and assisting their authors
in the further development of their ideas, concepts and procedures.
Through the synergistic effects of helping ourselves and each other to
grow, we become a more powerful team, and our contribution to the healing
arts and to the health of the world's people multiplies in an exponential
manner.

Robert M. Blaich, D.C.
Diplomate
Chairman, ICAK-USA
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Instructions to Authors of Collected Papers — ICAK

The Collected Papers of the Members of the ICAK are
published twice annually, prior to the summer and winter
meetings. Manuscripts are reviewed for format, originality,
and quality for reproduction. There is no review for
authenticity of material. The ICAK recognizes that the
usual procedure for selection of scientific papers is a blind
review. The purpose of the Collected Papers of the
Members of the ICAK is to stimulate creative thinking
among its members. These papers are distributed only to
the members of the ICAK for general evaluation, and for
the members to put into perspective the validity of the
described approach. The purpose is to put before the
membership primary observations that may lead to
scientific investigations, new areas of research, and in-
depth study, inspiring progress in the field of applied
kinesiology.

Statements and opinions expressed in the articles and
communications in the Collected Papers of the Members
of the ICAK are those of the author(s); the editor(s) and
the ICAK disclaim any responsibility or liability for such
material.

The current ICAK Status Statement is published with
the Collected Papers. It is recommended that procedures
presented in papers conform with the Status Statement;
papers that do not will be published and identified as failing
to conform. It is recommended that examination or
treatment procedures that fail to conform to the ICAK
Status Statement be supported by statistical studies,
literature references, and/or any other supporting data for
the procedure.

Manuscripts are accepted by the ICAK for consid-
eration to publish, with the understanding that they
represent original unpublished work. Acceptance of the
manuscript by the ICAK does not necessarily imply
acceptance to publish. The author may appeal any paper
rejected to a committee composed of members of the
Education and Research Advisory Committees. The
decision of this committee on publishing the paper will be
final.

Following are the current requirements that will apply
to the Summer 1988 papers:

1. The paper must be an original work and deal
specifically with applied kinesiology examination and/or
treatment techniques. Various techniques may be dis-
cussed if they are correlated with applied kinesiology
manual muscle testing examination.

2. The paper must begin with the title, author’s name,
and an abstract. The abstract should be a brief description
of the content of the article.

3. The body of the article should follow the abstract
and include an introduction, discussion, research proce-
dure, and discussion of findings. Any or all of these topics
may need to be addressed, depending on each paper.

4. The paper is to end with a short summary of the
author’s conclusions.

5. Quotations should be short, usually no longer than
three lines, and should be referenced, giving credit to the
original author. All referenced articles, books, or persons
other than the author must be properly referenced at the
end of the paper, e.g, David S. Walther, Applied
Kinesiology, Volume I — Basic Procedures and Muscle
Testing (Pueblo, CO: Systems DC, 1981). If an article in a
journal is referenced, the notation should read as follows:
Walter H. Schmitt, Jr., “Fundamentals of Fatty Acid
Metabolism — Part II,” The Digest of Chiropractic
Economics, Vol. 28, No. 2 (Sept/Oct 1985).

6. Any quotation of copyrighted material that is longer
than that noted above must be accompanied by permission
in print from the author and/or copyright holder. The
permission must specifically note that the material is to be
printed in the Collected Papers of the Members of the
International College of Applied Kinesiology, copyrighted
by the International College of Applied Kinesiology.

7. All art work must be original, or permission to print
must be obtained from the author or artist, referenced in
the article, and a copy of the authorization sent along with
the article at the time of submission for printing in the
Collected Papers. Photographs must be original black-and-
white glossy half-tones.

8. Terminology or procedures that might be unfamiliar
to some readers should be referenced at the end of the
paper.

9. Any material that is copyrighted by the author must
include permission for the ICAK to reproduce the paper
and any accompanying graphs, illustrations, etc., at any
time and in any manner that the ICAK so choose.

10. The body of the article should be double-spaced
on plain paper. No papers typed on office letterhead will be
accepted. The manuscript must be clear copy with dark
print to ensure adequate reproduction in the Collected
Papers. The margins on both sides of the paper must be a
minimum of 3”, and the top and bottom margins %" when
relating to 8-1/2” x 11” letter-size paper. European authors
should make note of the copy height of the American
standard 11” paper size, which relates to approximately 28
cm. Each page of the paper should be identified by an
abbreviated title and the author’s last name on the last line
prior to the 3” margin.

11. Manuscripts that do not meet the above qualifica-
tions will be returned to the author, with recommendations
for bringing the paper under ICAK guidelines for possible
future publication.

12. Currently, the articles to be published should be
sent to the Education Committee Chairman in triplicate
(the original and two copies). The Education Committee
Chairman is David S. Walther, D.C., 275 West Abriendo
Avenue, Pueblo, CO 81004.

It is planned to establish a Publications Committee in
the near future to review all ICAK publications.
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INTERNATIONAL COLLEGE OF APPLIED KINESIOLOGY

The use of manual muscle testing to evaluate
body function as expressed through neuro-
muscular pathways was introduced by George
J. Goodheart, Jr., D.C. in 1964. Applied
kinesiology knowledge has continued to expand
to provide an additional dimension to the
diagnosis of human dysfunction.

Early in AK’s development, it became
obvious that many treatment methods used in
chiropractic and other healing arts disciplines
improved neuromuscular function as perceived
by manual muscle testing. Standard therapeutic
approches comprise the majority of treatment
procedures used by applied kinesiologists.
Amplification and modification of some of the
treatment procedures have occurred as improv-
ed approaches have been developed. Some
treatment techniques have also been developed
which are unique to applied kinesiology.

The most important value of applied
kinesiology is its ability as a system to evaluate
function via the neuromuscular system to give
added dimension to diagnosis. The manual mus-
cle test evaluates the ability of the body’s con-
trolling system - the nervous system - to adapt
the muscle to meet the changing pressure of the
examiner’s test. This requires that the examiner
be well-trained in the anatomy, physiology, and
neurology of muscle function. The action of the
muscle being tested, as well as how the body
recruits synergistic muscles, must be known.
Manual muscle testing is a science and an art,
with emphasis on the science.

Many unique observations have been made
in applied kinesiology which have given a better
insight to body function. It is the International
College of Applied Kinesiology’s (ICAK) posi-
tion that the applied kinesiology examination
should be combined with approved standard
physical diagnosis, laboratory, X-ray, history,
and any other special examination procedures
of the physician using applied kinesiology as
an adjunct to diagnosis. AK examination should
enhance standard diagnosis and be enhanced by
standard diagnosis.

Applied kinesiology methods add informa-
tion to an examination, but they should always
be used as a part of a multi-faceted investigative
endeavor. These procedures - such as therapy

STATUS STATEMENT

localization, nutritional testing, establishing
maxillo-mandibular relationships, the muscle-
organ association, etc. - can help the physician
determine the major cause of a patient’s health
problem. They should be used with other sup-
porting evidence from standard techniques in
diagnosis. A limited approach, whatever the
method, can lead to error.

Therapy localization is a phenomenon which
is a reproducible clinical tool. Efforts have been
and are being made to better understand the
mechanism. When positive therapy localization
is present, other examination findings should
be used to determine, and finally confirm - the
diagnosis. For example, positive therapy
localization to a vertebral area indicates further
examination by palpation of the intrinsic
muscles and the structures innervated by the
area. Finally, when all factors are considered
and a subluxation or fixation is diagnosed
and adjusted, therapy localization (as well as
other findings) provides the physician with
neuromuscular biofeedback as to whether the
corrective effort was successful.

Nutritional and chemical evaluation should

only be done with the substance stimulating the
subject’s olfactory or gustatory receptors. It is
also necessary to evaluate other factors which
may influence the perceived muscle strength.
Confirming diagnostic criteria for the need
of any nutrition should be present from the
patient’s other diagnostic work-up, which may
include history, type of dysfunction, laboratory
tests, physical diagnosis, and dietary inade-
quacies. Research sponsored by the ICAK (1)
revealed a random response to blind testing of
nutrition when the latissimus dorsi muscle was
tested. Further research is underway to put
into perspective the change perceived in manual
muscle testing when nutrition is tested.
An adequate educational background is need-
ed in evaluating nutritional needs and manual
muscle testing. The use of manual muscle
testing by lay salespeople has created problems
due to their untrained nature and enthusiasm to
sell their products.

The muscle-organ/gland association used in
applied kinesiology is referred to as part of
*‘body language.’’ A close clinical association

REFERENCE

has been observed between specific muscle
dysfunction and related organ or gland dysfunc-
tion. This viscerosomatic relationship is but one
of many sources of muscle weakness. Placed
into proper perspective and properly correlated
with other diagnostic input, it gives the physi-
cian an indication of the organs or glands to con-
sider as possible sources of health problems. In
standard diagnosis, body language such as
paleness, fatigue, and lack of color in the
capillaries and arterioles of the internal surface
of the lower eyelid, gives the physician an
indication that anemia can be present. An actual
diagnosis of anemia is only justified by
laboratory analysis of the patient’s blood. Body
language indications of AK come from the
muscle-organ/gland association and other con-
siderations in applied kinesiology. Further
examinations confirm or rule out an association
in the particular case being studied. It is the
physician’s total diagnostic work-up which
determines the final diagnosis.

There are both lay persons and professionals
who use a form of manual muscle testing -
without the necessary expertise. There are
others who fail to coordinate the muscle testing
findings with other standard diagnostic pro-
cedures. These are sources of error which may
lead to misinterpretation of the condition pre-
sent and thus to improper treatment, or failure
to treat the appropriate condition.

When put into proper perspective, applied
kinesiology is a tool for evaluating the impact
on the nervous system of a multiplicity of
endogenous and exogenous stimuli. It is indeed
adding a new dimension to diagnosis. Its
greatest value is in functional problems. It
helps the physician understand functional
symptomatic complexes. Along with the usual
diagnostic procedures, it helps differentiate
functional from pathological factors when
pathology has developed.

The proper use of applied kinesiology re-
quires an appreciation and understanding of
anatomy, physiology, and functional neuro-
logical relationships. In addition, the physician
must have an excellent understanding of
muscular synergism to be able to properly
administer manual muscle testing.

. Triano, John J., **Muscle Strength Testing as a Diagnostic Screen for Supplemental Nutrition Therapy A Blind Study,”’ Journal of Manipulative
and Physiological Therapeutics, Vol. 5, No. 4 (December 1982).

Approved by the Executive Board of the ICAK January, 1988.



A SIMPLE ASSESSMENT
FOR MUSCLE IMBALANCE

Louis C. Boven, D.C.

ABSTRACT: A deliberation on a palpatory technique which
can be used with posture analysis, temporal sphenoid line
and muscle testing for assessment of muscle balance...to
give another important piece of information as well as a
cross check after completion of therapy to verify successful
treatment.

CASE: When first practicing applied kinesiology, 1 was
treating a middle distance runner who was plagued by the
ever so popular shin splints. All appropriate muscles were
tested and balanced but the patient only enjoyed about 7538
relief. The remaining discomfort was located along the
anterolateral tibia and the belly of the gastrocnemius.
Upon palpatation of the origin and insertion of the
anterior tibial, muscle tenderness was found. During this

period of tlme, I attended one of Dr. Goodheart's seminars
pertaining to the limbic system and it's possible link to the
foot muscles. I tested for limbic involvement and it
proved positive. After correction, all palpatory pain was

-1 -
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abolished and the runner experienced 1008 relief. This led
me to palpate the origin, insertion and belly of all muscles
testing weak or which showed possible involvement i.e.
through postural analysis, temporal sphenoid line etc.
What proved universal was that if the muscle tested weak
or showed involvement, the origin or insertion, sometimes
both, would be tender as well as the belly of the
antagonistic muscles if reactive to the imbalance. The
tenderness at the origin and insertion area may be
nodular, as first described by Dr. Goodheart when
discussing Golgi tendon organ technique or may show no
nodulation at all.

PRODEDURE: While posturally analyzing the patient,
palpate all origins and insertions of muscles appearing to
be involved. Palpation should be across the grain of the
muscle whenever possible. If involved, tenderness should
be present.

2. T.S. lilne the patient and correlate findings with
postural analysis as well as any other diagnostic findings
used.

3. Test the appropriate muscles to reveal the weakness

-2 -
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el

which should be evident. If no weakness appears, palpate
origin and insertion for tenderness and, if present, use
techniques to uncover hidden weakness.

4. Determine therapies and treat according to applied
kinesiology guidelines.

5. Recheck postural analysis, T.S. line and tenderness at
origin and insertion. If any show positive, therapy is
incomplete.

CONCLUSION: This technique is very useful, but not limited
to, muscles which, as of yet, don‘t have test assoclated 1i.e.
serratus posterior inferior or superior, some fine muscles
of the hands, feet, etc. It is also an effective tool when
dealing with hard to test muscles i.e. levator scapula,
gastrocnemius, differentiation of scalene involvement etc.
This technique will bring the doctor back in touch with
basic fundamentals of applied kinesiology such as, accurate
knowledge of muscle location and spastic muscle secondary
to primary muscle weakness. Most of all, this may make
a doctor persevere in a difficult case where no muscle
weakness 1s evident and there are no clinical indicators

other than palpatory finding of tenderness.

_3__
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COPPER STATUS
AND THE COMPRESSIONAL BONE TEST
Anthony Brea, D.C.
ABSTRACT: In the ICAK 1988 winter papers(1) a technique intended to aid
in the determination of copper status was presented. In the present
paper statistical data collected during the development of this

technique as well as several clarifications and additions are presented.

In the 1987 ICAK Winter Papers this author presented the Compressional
Bone Test(CBT). (1) The test is design to serve as an ald in determining
the need for copper supplementation. Since that time several refinements
and additions to the that technique have been made and will be presented
subsequently. The procedures that lead to the development of the CBT are
reviewed. For a discussion on the prevalence and significance of copper
deficiency, please refer to "“The Importance of Copper

Supplementation...", in the 1988 Summer ICAK collected papers. (2)

METHODS and RESULTS

It was the author’s suspicion that any dysfunction in the normal flow of
stress induced piezoelectric currents in bone would cause a neurological
response detectable by muscle testing. The mode of 6onfirming this
hypothesis was simple. A small sample of subjects were use for
preliminary testing. The method of testing involved finding an intact
indicator muscle. Subjects were then randomly tested by applying a
bending force [compressional bone testl1(CBT) to several long bones. The
intact muscle was tested after each compressional test. A large number
of those tested weakened regardless of the bone stressed or the location
of the muscle used as an indicator. There was generalized muscle
weakness caused by stressing the bone. Attempts to determine a

Copper/Bone Test — Pace 1 - Rrea



nutritional component to this challenge were made by orally testing
those who weakened against different C6mponents ‘of bone. The only
component that was able to eliminate the response with 1little or no
recidivism was copper.

Following these observation a 'larger' sampling of patients were
tested(n=93).

1)Because of a early high number of positive responses (25 of first 30),
before CBT was recorded in this larger group these patients were
unswitched using standard AK techniques.

2)After switching was eliminated only 20 (22%) of 93 tested showed a
positive response (weakened)> to CBT. Cross checking against the
umbilicus or K27 had no affect on weakness. All 20 responded to copper
supplementation. The mineral status (Zn, Se, Mo, and Mn) of those who

were unaffected by CBT were challenged by the following methods.

cl) Zn - expiration(3) and inhalation of isopropyl alcohol. (4)

c2) Se - Inhalation of Clorox,(5) oral challenge with desiccated
spleen(SPL) and hydrogen peroxide. (4)*

c3) Mo - Inhalation of both formaldehyde and perfume. ()

c4) Mn - Inhalation of Ammonia. (6)

c5) Cu - CBT, aerobic muscle test, and oral challenge with ascorbic

acid and Mo.

3)Those (73) who did not weaken initially to the CBT were challenged

against cl-c4. At least one of these modes of challenges caused weakness
in all participants.

4) All those who weakened were cross checked against the umbilicus and
k27. Those who were unaffected by cross challenging (umbilicus and K27)
were given the appropriated nutrient to chew and swallow. Those who
were strengthened by cross challenging were treated by manipulation.

Copper/Bone Test - Page 2 - Brea
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5)Following this all 93 were again challenged with c1-c5(CBT included).
22(24%) who had not originally responded to the CBT now did, and none of
the original 20 showed recidivism.

6) Steps 4 and 5 were again repeated until no challenges caused
weakness. This procedure in some cases was done all in one day and in

in others, over a period several sessions.

Some Statistics that were noted during the development of this technique

were compiled and are as follows:

A B¥
aJNUMBER OF PTS. IN STUDY 93 TOTAL
bI)NUMBER WHO REQUIRED COPPER A : 67 (72%)*
cINUMBER WHO WERE RELATIVELY COPPER TOXIC 8 (09%)
fONUMBER WHO EXHIBITED INFLAMMATION 38 (40%) (58%)
e)FIRST MINERAL NEED = COPPER 20 (22%) (30%)
g)SECOND MINERAL NEED = COPPER 22 (24%) (33%5
h)FIRST MINERAL NEED = SELENIUM 27 (29%)
i)AVG. NUMBER OF MINERALS GIVEN/PATIENT

OVER A PERIOD OF 5~MONTHS 2.4

J)TOTAL NUMBER NEEDING ZINC ‘ 44 (47%)
K)TOTAL NUMBER NEEDING MANGANESE 40 (43%)
1)TOTAL NUMBER NEEDING SELENIUM 47 (51%)

* Number in column B are percentages of those 66 who required copper

supplementation. Column A are percentages of the total 93.

Utilizing this methodology we found that approximately 71% of our
patients show need for copper supplemetation.() Lebowitz has estimated

that 62% of his patient population require copper supplementation. (7)

Copper/Bone Test - Page 3 - Brea



Analysis of the responses of this larger sampling indicates that
disturbances in the metabolism of zinc, manganese, molybdenum and
selenium often need to be corrected either by manipulative procedures
and/or supplementatipn before the compressional bone test(CBT) could
initiate a generalized muscle weakness pattern. These observations
may relate to the presence of relative deficiencies and priorities. 1In
other words, if one is deficient in both zinc and copper, the zinc
deficiency may show first (in response to an appropriate challenge) if
that deficiency is greater or if the body’s biochemical priorities
require zinc first. Once that deficiency is addressed then the copper
indicators will effect a weakness. A patient can be deficient in both
zinc and copper in an absolute sense and at the same time copper toxic
in a relative sense. This type of patient, depending upon degree, might
need zinc for a period of time to improve his ratio of zinc to copper

before the indicators of copper deficient will become evident.
Procedure for compressional bone test(CBT)
1) Check K27 and umbilicus. If present eliminate switching.

2) Challenge long bone of arms or legs by applying mild bending stress
or by percussing bone with a neurological hammer or by hand. If no
weakness occurs then go to 3. If weak check against K27 and umbilicus.
If muscle strengthens then there is a structural fault in need of

correction. If no change then try source of copper.

3)Challenge mandible and/or any bone under stress with same methods
described in step 2. If no weakness then go to step 4. If weakness
check against K27 and umbilicus. If muscle strengthens then there is a

structural fault in need of correction. If no change then try source of

Copper/Bone Test — Page 4 - Brea
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copper.

4) Test for disturbances in the metabolism of other minerals (Zn, Se,
Mn, Mo) by utilizing the appropriate challenges. Once corrected then

return to step 2.
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The Importance of Copper Supplementation
in the Management and Prevention of Free Radical,
Lipid, and Musculoskeletal Pathologies
by

Anthony Brea D.C.

Abstract: In recent years much effort has been focused on determining the
affects of trace mineral deficiencies on the human body. Among them
copper deficiency has emerged as a significant contributor to the
etiology and/or pathophysiology of several degenerative conditions.
Associations have been made between absolute and/or relative copper
deficiencies, and hypercholesterolemia, ischemic heart disease,
rheumatoid arthritis, ankylosing spondylitis and several other
conditions. The results of recent studies utilizing direct chemical
analysis suggest that as much as 75% of diets in the United States
contain subminimal levels of copper.(1) This paper argues that copper
deficiency is prevalent and is an important consideration in the
management and prevention of many free radical, lipid and connective
tissue pathologies. Methods of evaluating and supplementing copper status

are also discussed.

The alterations of copper metabolism in chronic inflammatory conditions
has been a topic of research for many years. Two major associations
that have been studied concern fhe role that copper deficiency plays in
the etiology and/or pathophysiology of free radical pathologies(FRP) and
cardiovascular diseases. Recent human studies have been conducted that
clearly establish these relationships(2-5) and much evidence now exists

that most diets contain borderline or deficient levels of copper.(1,6,7)
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Data from recent studies utilizing direct chemical analysis of foods as
opposed to food table calculations suggest that as much as 75% of diets
in the United States contain subminimal levels of copper (below 2
mg/day). Direct measurements of current foods has revealed 42%-65% less
copper than the estimates of current food tables.(7,10) The present
level of copper that is considered to be safe and adequate is 2-3 mg/day.
Some contend that this level is neither safe nor adequate. (1)

HUMAN STUDIES THAT INDICATE THE NEED FOR SUPPLEMENTATION
LIPIDS AND CARDIOVASCULAR DISEASE

For several decades animal studies have demonstrated that the affects of
relative(high Zn to copper ratio) or absolute copper deficiency include
ECG abnormalities, high blood cholesterol, cardiac arrhythmias, and
degeneration and ischemia of the heart.(8,9) 1In a recent study Reiser
placed human subjects on copper deficient diets containing 1 mg./day of
copper for a period of 11 wks.(2) The diet, including the copper level,
was considered to be typical of many American diets. In these subjects a
20% fall in serum levels of high density lipoprotein (HDL) with a
concomitant 14% rise in low density lipoprotein (LDL) occurred.(3) HDL
of course is considered to be protective against cardiovascular disease
and LDL the opposite. During copper repletion (Cu = 3 mg./day), which
lasted 3 wks. the HDL rose steadily and LDL fell. At the end of the
repletion period HDL was 15% higher and LDL was 8% lower than pretest

levels.

During the depletion phase of this study (Cu = 1 mg./day), which lasted
11 wKs., 4 of the 23 participants experienced heart-related

abnormalities. (2) One sustained a myocardial infarction, two experienced

Copper Supplementation - Page 2 - Brea
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severe tachycardia (tripled heart rate) and the 4th experienced an
intermittently occurring, second-degree heart block. As a result, this
phase of the study, which lasted 11 wks., was terminated before
completion and all 23 subjects were repleted (Cu = 3 mg./day). The 4
subjects with cardiac abnormalities had superoxide dismutase (SOD) levels
that were 12% lower that their fellow subjects consuming the same diet.
SOD is considered to be a reliable indicator of copper status. Serum
copper and ceruloplasmin are considered to be less consistent indicators
except in severe states of deficiency.(10) In fact, during the depletion
phase (Cu = 1mg./day), of this study, ceruloplasmin increased 15% while
serum copper was unaffected. This increase in ceruloplasmin is probably
a result of endogenous redistribution triggered by insufficient dietary

copper.

In another study hypercholesterolemia was produced in a man fed a diet,
made of conventional foods containing a copper level of 0.83 mg/day.(11)
This level is believed to represent the lower 15% of daily copper intake
in the USA. The depletion period of this study (Cu = .83 mg/day) lasted
109 days and was terminated when several abnormal ECG patterns were
detected. Additionally RBC-SOD, plasma copper and ceruloplasmin levels

were all decreased. Both cholesterol and LDL levels were increased.

Cholesterol rose from 202 mg/dL. to 234 mg./dL. In the repletion phase

(Cu = 4 mg./day) which lasted 39 days, copper effected a significant
decrease 1in both cholesterol and LDL levels. By tﬁe end of repletion
cholesterol fell to 198 mg/dL. These studies clearly illustrate that the
level of dietary copper intake can affect lipid, SOD, and cardiovascular

metabol ism.
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Fructose in the American Diet Compounds Deficiency

The affects of fructose on copper metabolism has also been studied 1in
both animals and humans. It has been determined that fructose intake
exacerbates the affects of a marginally copper deficient diet in both
animals and humans. Intake of fructose levels common in many diets along
with a copper intake level of 1 mg./day can cause a 15% reduction in SOD
in a period of several weeks.(2) This observation is significant
considering the accelerated use of corn sweeteners in the food industry
during the past 10 years. In an attempt to address the growing concern
over the potential affects of excessive sugar consumption, they have
substituted fructose which in the long run, appears to be the fraction in
sucrose that is more problematic. In comparison studies, it has been
demonstrated that the affects of sucrose on copper metabolism, although

present, are significantly less than those of fructose.(12)

As a result of these and other studies a new classificgtion of chemicals
has been forwarded.(1) The identity of these agents lies in their
ability to simultaneously affect copper and cholesterol metabolism. For
instance, ascorbic acid, cadmium, cholesterol plus cholic acid, fructose,
glucose, histidine, sucrose, and zinc all are hypercholesterolemic and
copper inhibiting. On the other hand, calcium, clofibrate (a cholesterol
lowering drug), and sodium phytate are hypocholesterolemic and copper
enhancing. It has been suggested that the principle affects of these
agents on cholesterol is mediated through the;r ability to alter copper

metabolism.

THE FACTS ABOUT COPPER AND DIETARY FATS

Dietary intakes of fats and cholesterol has been associated with

Copper Supplementation - Page 4 - Brea
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increased levels of cholesterol. This has lead to the belief by many that
high fat foods should be avoided or Kept to a minimum: Klevay of the
USDA, the author of the copper deficiency hypothesis, was able to induce'
hypercholesterolemia in rats fed a diet, with a high Zn to copper
ratio. (9) Although the absorption of both copper and zinc are actively
controlled, these minerals compete with each other for absorption. The
present optimum zinc to copper ratio for humans is considered to be
approximately 15/2-3, or from 7.5-5.0. Foods that have a lower ratio
(below 5.0) favor copper status at the expense of zinc and foods that
have higher ratio (above 7.5) favor zinc status at the expense of copper.

The ratios of several common foods follow:(13)

FOODS WITH RATIOS BELOW 5.0 (COPPER ENHANCING AND CHOLESTEROL LOWERING)
apples, beef liver, grapes, onions, applesauce, banana, beets, egg
whites, squash, walnuts, cabbage, grapefruits, asparagus, pecans,

potatoes, lima beans, spinach, peanut butter, watermelon, orange sections

FOODS WITH RATIOS BETWEEN 5.0 AND 7.5 (OPTIMAL)
corn flakes, prune juice, white bread, wheaties, puffed rice, green

beans, cantaloupe

FOOD WITH RATIOS BETWEEN 7.6 AND 30 (MODERATELY HIGHER THAN OPTIMAL)
peas, carrots, sherbert, shrimp, wax beans, macaroni, egg noodles, crab,

sockete salmon, shredded wheat, broccoli

FOODS WITH RATIOS ABOVE 30

whole egg, american cheese, tuna, cauliflower, swiss cheese, beef rump,

white turkey meat

Copper Supplementation -~ Page 5 - Brea
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FOODS WITH RATIO ABOVE 50 (CHOLESTEROL INCREASING AND COPPER INHIBITING)
ham, leg of lamb, white chicken meat, bacon, dark turkey meat, beef

sirloin, dark chicken meat, whole milk, skim milk, pork loin, beef flank

As you can see, the foods that have been associated with higher
cholesterol levels, geherally speaking, have considerably higher
Zn to Cu ratios. Diefﬁ that are considered to be cholesterol lowering
have ratios closer to the optimum. Of course it can be argued that they
also have lower levels of cholesterol. However in an animal study where
diets normally considered to be hypercholesterolemic, were fed in
conjunction with hypercholesterolemic agents, the considerable increases
in cholesterol present in the control group of the study, were prevented
in the experimental group, by supplementing their diets with extra
copper. (24) In effect, the lack of copper or high Zn to Cu ratio in the
high fat diet of the control group, negatively affected their ability to
properly metabolize the high amounts of fats in the diet. The extra
copper supplied to the experimental group provided a more favorable Zn to
Cu ratio, thereby allowing them to properly metabolize the high amounts
of fat also present in their diets. These effects again demonstrate tﬁe

control copper exhibits on lipid metabolism.

THE ROLE OF COPPER IN ACUTE AND CHRONIC INFLAMMATION

A  common feature associated with acute and chronic  inflammatory
conditions is an increase in serum copper and a decrease in both serum
zinc and iron.(14) These changes in serum metal concentrations are
believed to exert a protective role in inflammation. The concentration
of serum zinc, which undergoes as much as a 50% decrease, is removed from

the circulation by the liver. This reduction is believed to be an
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important predecessor to the production of the iriflammatory response
since zinc is known to inhibit phagocytosis. Additionally, iron is also
removed from plasma by the liver. During infections, removal of iron from
plasma inhibits the proliferation of bacteria and 'other microbes.
Elevation in  serum copper, - in the form of c¢eruloplasmin, occurs

approximately 1 day  after the fall in zinc and iron levels.” This

17

elevation is not representative of a copper toxic state but is the result

of an increase need for copper transportation. Excess copper in the body
does not increase levels of ceruloplasmin or serum copper.(14) The
purpose of this redistribution of copper (from liver into the general
circulation) is not well defined, but is believed to involve several non-
specific host defenses. Copper transportation for the synthesis of
cuproenzymes, or modulation of catecholamines and histamine, or
superoxide anion production assocliated with inflammation, éfé among the

most likely reasons for this redistribution. Copper has several central

roles in the healing process. Endogenous copper complexes (cupric

lons, copper-amino acid complexes, and SOD) are known to have potent

anti-inflammatory activity.(15) Additionally copper helps in the

formation of collagen and elastin necessary for connective tissue

repair. (25) After the condition (infection. ’fever, trauma, etc...q‘>has
been resolved, and the inflammation subsides, the levels of copper, zinc

and iron all return tq normal.

However, when this return to normal is delayed @ chronic inf lammatory
condition may develop. One reason for this ~delay may be that the
absolute amounts of copper readily available for transportation into the
area of inflammation are not engugh fo‘promote,sufficient'repair and to

subsequently quell the inflammatory response. Their is much data that
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supports this contention.

For instance, in the acute inflammatory state much of the extra copper
needed 1is replenished or satisfied by increasing copper absorption and
decreasing its excretion.(16) Insufficient amounts of dietary copper
which is believed to be prevalent in many diets would make the intestinal
source of copper during the inflammatory process unreliable. This would
would lead to varying degrees of endogenous redistribution of copper
and/or a poorly protected inflammatory response.(16,17) The acute phase
of inflammation is characterized by a small elevation of copper levels in

blood cells. (16) In contrast, the effects of chronic inflammation

appear to be quite different.

In a recent human study, the serum and intracellular levels of various
minerals, in 29 patients with chronic ankylosing spondylitis, were
measured and compared to healthy individuals. (18) As is common in
patients with inflammatory conditions, the serum levels of zinc and iron
were reduced and the levels of copper were elevated in comparison to the
healthy group. However in all 29 patients, non-detectable levels of
copper were found in their RBCs, granulocytes, and platelets. In
comparison, détectable levels were found in the RBCs and platelets of the

healthy group. This study téken in the context of what is presently know

suggests that a feature of chronic. inflammatory conditions 1is the
development of a relative (intracellular) and possibly absolute

deficiency of copper caused by prolonged unresolved inflammation.

Observation concerning the mode in which anti-inflammatory drugs and
agents function in vivo provide some added insight into the contribution

of copper deficiency towards the genesis of the chronic inflammatory

Copper Supplementation - Page 8 — Brea
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process. First these drugs are believed to be activated by forming
copper complexes that improve the mobilization and tissue distribution of
copper. (15) Once they enter the area of inflammation they appear to
function in the same manner as SOD. Many of these drugs (indomethacin and
prednisolone) effect a reduction in inflammation and simultaneously
elevate serum copper levels, whereas others (aspirin and copper
aspirinate) only reduce the inflammation. The first group of drugs
apparently improves the rate of copper transportation to the inflamed
area since serum copper levels are increased. However, copper oxide
surprisingly reduces both the inflammation and the elevated serum copper
levels. This is the agent in the proper form that normalizes both
parameters. By simply administering a copper salt the inflammation is
relieved and in effect the transportation of copper is normalized. The
fact that supplementation ﬁith copper does this suggest that although
copper transport 1is higher in chronic inflammation, the level is
insufficient to completely effect both repair and cessation of
inflammation. The above mentioned drugs do not contain copper. They are
believed to readily form copper complexes in vivo that are anti-
inflammatory in nature, but they do not increase the overall amount of
copper in the body. They improve the'ttansportation to areas in need
and/or increase the anti-inflammatory activity of copper. On the other
hand, administration of copper oxide apparently increases overall levels
of copper in the body. The fact that pharmacological agents either raise
(improve transport) or have no affect on the already elevated copper
levels, combined with the aforementioned data, strongly supports the
contention that inadequate endogenous and/or exogenous amounts of copper
contribufe to the development of the chronic inflammatory state. This is

not to say that copper is the only factor involved with chronic
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conditions, but that it is a significant contributor that should be

addressed.

It has been the authors experience that considerable improvements in
inflammatory conditions are consistently effected by administration of
copper chelates. (Nutridyn-Coppomin and Standard Process-Copper Liver
Chelate) There are no definitive laboratory methods of determining
copper deficiency at this time. The methods that are presently being used
in research have yet to be perfected for general lab use. The best non-
muscle testing method of determining deficiency at this time is dietary
evaluation. SOD, ceruloplasmin and cytochrome oxidase are considered to
be very sensitive to copper intake, but normal levels vary widely.
Decreased copper intake can be acccompanied by elevated ceruloplasmin.
Intracelluar levels of minerals may help identify some copper deficiency

states.

A muscle testing technique for identifying the need for copper has been

developed by the author (Compressional Bone Test).(19)

THE RELATIONSHIP BETWEEN ESSENTIAL FATTY ACIDS AND COPPER

Animal studies have shown major changes in liver, plasma, cell membrane
and organ compositions of lipid essential(EFA) and non-essential fatty
acid levels in animals placed on copper deficient diets.(20,21) Similar
alterations have been found in humans. Some of these changes include
higher levels of arachiodonic acid(AA) lower levels of dihommo gamma
linolenic acid(DGLA) and higher polyunsaturated fatty acid indexes in
cell membranes. The significance of these factors has been discussed by
Goodheart and Schmitt.(22,23) Briefly, AA is the precursor to pro-

inflammatory PG2 prostaglandins and DGLA is the precursor to anti-
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inflammatory PG1 prostaglandins. The situation as outlined above would
suggest increased levels of PG2 and decreased levels of PGl.
Additionally, the higher polyunsaturated levels would allow greater
degrees of lipid membrane peroxidation which of course has been found to

occur in free radical pathologies.

Goodheart found that individuals that are deficient or have an increase
need for EFA will weaken on repeated muscle testing of multiple muscles.
This author found that some individuals already supplemented with the
proper dose and type of EFA show recidivism that is non-responsive to
EFAs of the omega-3 or omega-6 classes. When challenged with the
compressional bone test these individuals will often show weakness that
is eliminated when copper 1is ingested.(19) The weakness caused by
multiple muscle challenge is also eliminated. These individuals often
respond well to copper supplementation. Muscles burn fatty acids for
energy and the final conversion is carried out in the respiratory chain
of the mitochondria; the final step requires cytochrome oxidase, a copper

containing enzyme that is sensitive to dietary intake.

Along with improvements in aerobic metabolism these individuals may be
benefiting from improved levels of PGl and 2 and lower lipid
peroxidation levels that accompany decreases in 1lipid polyunsaturated

indexes.
Conclusion

Some of the current views concerning the role of copper in the etiology
and/or pathophysiology of free radical and lipid pathologies has been
presented. The importance of considering copper status in these and other

related conditions is of considerable importance.
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Data from numerous studies utilizing direct chemical analysis of foods
indicate that as much as 75% éf diets in the United States contain
subminimal levels of copper (below 2 mg/day). Feeding copper deficient
diets (the same levels present in many American diets) can lead to heart-
related abnormalities and unfavorable alterations in cholesterol, high
density lipoproteins and low density lipoproteins. The inability to
effect healing of acute and chronic inflammatory  conditions and
subsequently quell the inflammatory response are also affected by dietary
deficiency. All  of the above effects are compounded by - sugar
consumption, especially when taken in the form of fructose (corn
sweeteners). The correlations between excess dietary fats and increases
in serum cholesterol are more a function of the excessively high zinc/low
copper ratios present in most high fat foods. Greater amounts of fats in

the diet increase the requirement for dietary copper.

The composition of fatty acids in the body are affected by the amounts of
copper in the diet. Deficient amounts of copper tend to produce a

composition that favors a higher degree of lipid peroxidation.

Copper supplementation aids in the management of acute and chronic

inflammatory conditions.
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CHIROPRACTIC - IS ACUPUNCTURE - IS KINESIOLOGY

John W. Brimhall, B.A., D.C.
Abstract: D.D. Palmer said that disease is too much or too little
nerve supply. I see no way to evaluate a person for too much or
too 1little nerve supply without considering the acupuncture
system. This should be called the meridian systemn. Applied
kinesology is necessary to evaluate what is happening in the
meridian system. A muscle that is weak in the clear may be too
low in energy. A muscle that is over may be strong when tested
but will blow weak when touching the alarm point. The meridians
may be split right to left with one side being hyper and the other
side being hypo. This can indicate serious chronic disease has
started or is on the way. In the paper we will discuss many
possible imbalances to check for in each meridian or keys and
clues. We will discuss multiple ways to approach them and how to
use AK as your evaluator.

This past year I have had a real renewed interest in the
meridians and their energy flow. What’s wrong with AK is what’s
right with AK. That is that it takes you into almost every aspect
of current research known to man at this time. We must be
confident in everything from strain counter strain to cranial
adjusting. From the meridian systems to miracle points. The list
goes on and on. What I have tried to do in this article is to lay
out some specific keys in each of the meridians that would give us
quick reference to potential problems.

A meridian affects what it is named after or where it courses
to or near. For example, the stomach meridian would definitely
affect the stomach and therefore, digestion. The fact that it
begins underneath the eye shows that it definitely could cause
problems with the eye and it goes down the face and therefore,

could cause problems or be related to problems in the face and

therefore, TMJ and then the neck and then the collarbone and
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then the anterior ribcage and then the anterior lateral portion of
the abdomen and right on down through the hip, knee, ankle, and
second toe. So how do we know what is important and what is not
and what are the common findings one would be suspicious to look
to the stomach meridian? I hope the keys and clues that will be
discussed will be of as much benefit to you as they have to me.

I am presently taking a course from Dr. John Amaro, D.C.,
F.I.A.C.A. of Carefree, Arizona. The course is about clinical
acupuncture. I would highly recommend this course for any applied
kinesiologist. I will give you many of the keys and clues he has
given to us and show you how we use these in our office with
applied kinesiology. Let me give you the important points of lung
meridian and how I would incorporate this with my AK thinking.
The lung meridian is on the arm and therefore could be considered
in any problems with the arm and shoulder. It’s energy is the
greatest between 3 and 5 a.m. and therefore, any problem that
starts between that period or between it’s opposite between 3 p.m.
and 5 p.m. would make it suspect. ‘Any muscle on the meridian such
as the deltoid will be evaluated. If the muscle was strong in the
clear and then when touching the alarm point it became weak, the
meridian would be excess in energy. If were weak in the clear, I
would touch the alarm point and see if it is strengthened. This
meridian would be under active then and should be tonified or
otherwise strengthened by the law of 5 elements. The points I

would look to to be the most common for potential problems would
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be:

1. LUl - the alarm point which lies below the end of the
clavicle at a definite depression. Very often tender
in a patient with respiratory complaints.

2. LU7 - three fingers up from the palmar wrist crease on the
thumb side. It is the low point on the LU meridian
and a good point for migraine headaches.

3. LU9 - at the palmar wrist crease and is the source point.
The source point of any meridian, (and there is one
source point for each meridian), is four times more
active than any other point on the meridian.

Side note: the source points are the points most
commonly used for ryodoraku.

I would consider the 1lung meridian in any respiratory
complaint, in anybody with arm or shoulder pain, and as previously
stated on the horary affect. Of course, you would have to
consider any place down the arm and even to the thumb because that
is where the meridian runs and could cause pain in those areas.

Let us take a second example, the large intestine meridian.
It has it’s greatest amount of energy between 5 and 7 a.m. and
it’s least amount between 5 and 7 p.m.. It’s horary point is LI2.
This meridian starts at the lateral aspect of the index finger and
runs up the arm, elbow, and over the shoulder, and ends lateral to
the nose. Therefore, anything to do with the large intestine

constitutes evaluting this meridian and any area of complaint that

Chiropractic Is... Page 3 - Brimhall
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follows that course could be involved with this large intestine

meridian such as G.I. disturbances, hamstring or T.F.L. problems,

thumb, wrist, arm, elbow, shoulder, upper trapezius, neck, nose,
etc. The key points to remember are:

4. LI4 - (ho-ku) stimulation is always toward the pisiform.

This has a special significance for any problems in the
head and neck. It is used in conjunction with many
other points.

5. LI11 - it enhances and gives strength to LI4. It is located
at the elbow crease, therefore look to it for any
elbow problem.

6. LI15 - which is at the tip of the shoulder. When you move
your arm up and down a depression comes and goes. This
point is excellent for anything to do with shoulder
pain.

7. LI20 - at the nasal sulcus and is called by the Chinese
"Welcome Fragrance". This affects the pituitary when
stimulated and it is used for any major pain. We use
it for mothers to deliver at term. (Also consider
stimulating SP6 and LI4 at the same time but not until
they are full term.

We have found the magnet test to be very effective in
screening if points need treatment. You place a donut magﬁet over

a point in question. North or south is indicative of positive or

negative. If an acupuncture point is stable, it will remain

Chiropractic Is... Page 4 - Brimhall
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strong. If it is abnormal in yin or yang it will blow a strong

muscle weak. I then treat by tapping, electric stimulation, or

helium neon 1laser through the hole in the magnet until it
strengthens.
Another very important finding has been that some points

need fast tap and some slow. You challenge by doing each and the

one that strengthens, I use. That is, if fast tap strengthens and

slow weakens, I use fast or vice versa to treat. On rare
occasions, some points need both.

8. ST1 - "Receive Tears" just below the pupil of the eye or
orbital bone. Anything to do with eye pain, weakness,
tearing, etc.

9. ST4 - is the outer corner of the lip - facial pain.

10. ST5.6-7 - around the lower rim of the mandible - facial
pain, tic douleroux, bells palsy, etc.

11. ST12 - "Chieuh Pien" (half a bowl) most meridians have a
direct contact with this point. It is the vital point
for everything. |

12. ST17 - the body landmark falls directly over the nipple
(sometimes) .

13. ST25 - two fingers breadth lateral to the umbilicus. Alarm
point for the LI meridan. |

14. ST36 - TSUSANLI (stomach three mile) just to the side of the
tibial tuberosity of four fingers inferior to the eye

of the knee when the knee is flexed at a 45 degree

Chiropractic Is... Page 5 - Brimhall
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15.

16.

17.

18.

19.

20.

ST42

angle. This is good for everyting especially abdominal
and infectious processes as it increases phagocytosis.
Very good combination with SP6 for lowered resistence
and infection.

- source point - extreme top of foot. Rydorakv test

point major point to affect ST meridian.

SP3 - source point behind large toe metatarsal head.

SP6 - San Yin Chiao (three yin meeting) four fingers breadth

SpP21

HT3

up from the internal malleolus in the midline of leg.
Exceptional for female or male, reproductive problems.
Hormonal difficulties. Dysmenorrhea, etc.

- the end point under axilla "the Great LUO point" will
be used often.

- found just opposite of LI11l on inside of arm at the
elbow crease. Very effective in mental depression,
anxiety, neurosis, etc. (of course any elbow problem.)

- UYShen Men" (Divine Gate, Spirit Door) sedation point
for heart. Source point, Ryodoraku test point. Has

an extremely good effect in insomnia.

21 HT9 - Tonification point of the heart and is very effective

in cardiac disorders. It is on the inside of the small

finger, (SI1) is on outside.

22. S13 - At edge of the hand at end of crease when fingers are

bend down toward the wrist. Excellent for shoulder

pain. When used in combination with BL62 it is very

Chiropractic Is... Page 6 - Brimhall
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effective for low back.

23. S14 - source point - at dorsal wrist crease small finger
side.

24. SI10 - just below the spine of scapula in a definite
depression combined with.......

25. SI12 - which is a three finger walk toward the ear. These
two points along with SI3 are exceptional for shoulder
involvement.

26. SI19 - always treat directly over the TMJ excellent for
deafness, tinnitus, TMJ and facial pain. (Treat with
mouth open.)

27. BL1l - eyes bright - at the inner canthus of the eye.

Exceptional for all eye disorders may be used with
laser but do not stare in beam.

28. BL11 - opposite C7-T1 vertebrae master point for any bone
involvement. Osteoporosis, assists in fracture
healing, two finger breadth (1.5 TSUN) lateral to GV.

29. BL13 thru BL28 - associated points for the respective
meridian.

30. BL50 - in crease of buttock used in Sciatica.

31. BL51 - half way between BL50 and BL54.

32. BL54 - "Commanding Center" or "Middle of Man" directly in mid
line of popliieal crease. Relaxes muscle spasnm
throughout the entire spinal column. Excellent in low

back, leg and knee pain. It is called BL40 on some

Chiropractic Is... Page 7 — Brimhall
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33.

34,

35.

36.

37.

38.

39.

charts.

BL57 - at the bifurcation of the gastrocnemius muscle same
indications as for BL54. Exceptional point for
constipation.

BL60 - between external malleolus and achilles tendon. An

endorphin pain relief point second to none. Should
always be used especially for anything in the back and
lower extremity.

BL64 - source point affects entire meridian. Just behind 5th

metatarsal.

BL67 - head end point very effective in pain, especially
headache.
KI1 - "Bubbling Spring" "Fowler Point" sedation point for the

kidney. In the middle of the two fat pads on the
bottom of the foot. One of the most significant points
on the body dealing with chronic pain. Patients are
not overly joyed by teishein stimulation. Few patients
can feel electrical stim on this point. This point
lower high B.P.

K13 - inside of the 1leg directly opposite BL60. source
point, Ryodoraku test point and affects the entire
meridian.

K17 - tonification point. Three fingers breadth superior to
the internal malleolus not in the midline, slightly

posterior.

Chiropractic Is... Page 8 - Brimhall
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40.

41.

42.

43.

44.

45.

46.

47.

48.

KI10 - At crease of knee (medial when knee is bent).
Excellent for knee pain. Also the Horary point most
effective for conditions aggravated between 5 and 7
p.m.

K127 - Home of the associated points stimulate this point to
stimulate the entire associated point channel. When
used with CV8 (Shrine of God) effective in sedating
hyperactive children.

P3 - at crease of elbows. Water point on the P meridian.
Excellent for any inflammatory process concerning the
elbow.

PS5 - four fingers up from wrist crease (palmar) very
effective in psoriasis.

P6 - master point for the abdomen, three fingers up from
wrist crease. Very effective point for any mental
disorder, neurosis, etc.

P7 - source point, affects entire meridian. The pericardium
meridian deals with circulation of blood and sexual
hormonal release.

P9 - tonification point. At end of middle finger.

TH3 - tonification point for TH meridian. On the back of
hand between 4th and 5th finger and two finger breadth
behind the web of same. Excellent for hearing.

TH4 - in direct center of dorsal wrist crease. Source

point. Affects metabolism in general. Ryodoraku test

Chiropractic Is... Page 9 ~ Brimhall
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point.

49. TH5 - four fingers breadth back from TH4. A master point
for the upper extremity. Always add it to any
symptomatic treatment dealing with the upper extremity
e.g. elbow, wrist, fingers, shoulder, neck, etc.

50. TH10 - just above the olecrennon process sedation point for
TH. Excellent for elbow. This point along with ST34
are the only two points of their intensity that are
above the elbow and the knee.

51. TH17 - directly behind the ear lobe just superior to lateral
mass of the atlas. Excellent for deafness and
tinnitus. Since the TMJ cannot subluxate without
subluxating the atlas and vice versa, this point is
also good for both TMJ and atlas rotary subluxation or
when the atlanto axial 1ligament has been strained
resulting in a mal juxta position of the left or right
medial border of the lateral mass of the atlas.

52. TH21 - just in front of the ear slighﬁly above SI19. Used in
hearing, facial pain, TMJ, etc.

53. TH23 - at the outer limits of the eyebrows indicate in any
eye disease.

54. GBl1 - at the outer canthus of the eye below TH23 - For eye
disease use all of the eye points namely TH23-BGl-ST1-
Bl and BL2 (Just above Bll) in medial edge of eyebrows.

55. GB2 - just below SI19 (see notes on TH21).

Chiropractic Is... Page 10 - Brimhall
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56. GB1l4 - in the exact middle of the forehead directly above the
pupil of the eye half way between the front natural
hairline and the eyebrow. Exceptional for sinus or
frontal cephalgia.

57. GB20 - between the external occipital protuberance and the
tip of the ear just below the occipital bone.
Exceptional for occipital cephalgia and any and all
cervical disorders to include acute and/or chronic
spasmédic torticollis (wryneck).

58. GB24 - just below the rib cage half way between the side of
the body and the C.V.. It is the alarm point for the
GB meridian.

59. GB30 - directly over the sciatic nerve notch. Can be
considered to be a part of the bladder meridian as
well. Always used for any back or leg pain, and is the
primary point for any and all coxae (hip) disorder.

60 BC39 - locate at the end of the middle finger when the hand
is extended to the side of the leg. Use with GB30 for
sciatica, hip pain etc.

61. GB34 - is to the lower extremity what Ll14 and THS is to the
upper extremity. Just to the front and a little below
the fibula tuberosity. A master point of the body.

62. GB40 - Amaro’s hero point. The source point of GB and a
Ryodoraku test point. Remember, a meridian affects what

it’s named after of where it courses to. Take a look at
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the GB meridian it virtually courses everywhere.

63. GB43 - at the web between the fourth (ring toe) and a small
toe. When used with HT3 enhances the effect for mental
depression. This point is used often especially in
sciatica as it is the water point of the GB meridian.

The liver/gallbladder meridian or the wood elements have a
special impact on the eyes, muscles, nails, and tendons. It’s
emotion is anger and is referred to as the wind element and
intensifies in the Spring and has the taste of sour associated
with it. I have found eye problems that were degenerated to the
point where vision was much impaired and two patients were told
they were going blind. These cases had a direct correlation to
the liver meridian. 1In testing the pectoralis major sternal, we
did normal correction until it was balanced by the five
considerations. We then had the patient look into the light over
the table and found the PMS’s to blow weak. We then dropped
mycelized vitamin A under the tongue and allowed for absorption
time. The PMS’s became strong and remained strong when looking
into light. This is a quick test for potential photophobia. The
affore mentioned patient’s vision improved in a matter of a weék.
Both patients who were totally losing their vision have had an
almost complete restoration. I recommend this simple test to you
and possibly mycelized A.

64. LIV2 - at the web between the large and second toe. The

sedation point. Relaxes muscle spasm throughout the
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body.

65. LIV3 - two fingers breadth behind LIV2. The Source point of
the LIV. Affects eyes and muscle. Any time eyes or
muscles are involved check LIV3.

r 66. LIV8 - tonification point of the liver. When the liver test
low on a Ryoidoraku graph, we are generally seeing a
seriously ill person or one who has the potential to
be. Just inferior and lateral to KI10 an excellent
point for knee pain.

67. LIV13 - at the tip of the 11th rib the alarm point for the
spleen. Intimately associated with the pancreas, use
it for hypoglycemia and diabetes.

68. LIV14 - just superior and medial from GB24. The alarm
point for the liver. A vital point.

69. CVl - in the perineun. An emergency point for drowning.
Used often in China. Because of obvious practice
considerations, this point has lost popularity in 20th
century American and Europe. However, it has shown
historically, to be one of the strongest effect points
on the body. Its 1location makes it somewhat
undesirable to incorporate into practice. Choose your
patient well before using this point. Has a great

effect in mental disorder.

70. CV2 - landmark - located at the symphsis pubes. A powerful
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