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Message from the Chairman 
 R. Thomas Roselle, PAc, PAK, D.C., D.C.C.N., D.C.B.C.N    

 

or 50 years, the members of the International College of Applied Kinesiology®- 

U.S.A. have shared their insights, outcomes, case histories and research through 

the papers presented in the Proceedings.  The ICAK-U.S.A. remains a consortium 

of academic and intellectual exceptionalism.  It continues to thrive as forum of individual 

observations, clinical results and research.  These published works document the first 

steps toward furthering the application of applied kinesiology in diagnosis and 

clinical skills ultimately becoming the part of the accepted body of knowledge we 

embrace.  

  

We invite and encourage all members to participate in contributing to and expanding 

upon the basis of neuro-functional muscle testing we call applied kinesiology.  Your 

clinic is your laboratory, your patients the source of unlimited observation and input, and 

whether a case or double blind study, they all add to the knowledge base.  Past history 

shows that the observations of one doctor stimulate the minds of others and the end result 

can be, as Dr. Goodheart credits Dr. Deal as saying, “and now we have another piece of 

the puzzle.” 

 

We are pleased to have the opportunity share with the members of ICAK-U.S.A. the 

advances and successes of this year.  Truly a gathering of academic eagles.   

 

Thank you and congratulations to all of you who have taken the time to contribute.  A 

special thanks to Drs. Allan Zatkin, Barton Stark, David Engel, and Janet Calhoon.  

 

We look forward to seeing you at our 50th Anniversary Celebration in Washington, D.C.   
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Introduction  

 
 his fifty sixth collection of papers from members of the International College of 

Applied Kinesiology
®

-U.S.A. contains 23 papers written by 18 authors.  The 

authors welcome comments and further ideas on their findings.  You may talk 

with them at the meeting or write them directly; addresses are given in the Table of 

Contents. 

 

 The manuscripts are published by ICAK-U.S.A. as presented by the authors.  

There has been no effort to edit them in any way; however, they have been reviewed by 

the Proceedings Review Team for originality and to determine that they follow the 

"Instructions to Authors" published by the ICAK-U.S.A.  The primary purpose of the 

ICAK-U.S.A. in publishing the Proceedings is to provide an interchange of ideas to 

stimulate improved examination and therapeutic methods in applied kinesiology. 

 
 It should be understood that the procedures presented in these papers are not to be 
construed as a single method of diagnosis or treatment.  The ICAK-U.S.A. expects 
applied kinesiology to be used by physicians licensed to be primary health care providers 
as an adjunct to their standard methods of diagnosis and treatment. 
 
 There are three divisions of the Proceedings of the Annual Meeting of the 
International College of Applied Kinesiology

®
-U.S.A.  Division I consists of papers for 

members' information.  Division II contains papers inviting constructive comments to be 
published in future editions of the Proceedings.  Division III is for constructive 
comments on papers published in Division II and for subjects that might be included in 
"Letters to the Editor" of a refereed journal.  Papers will be put in Division I or II at the 
author's request.  It is expected that authors will choose Division I for papers such as 
anecdotal case studies, thought-provoking new ideas that have not been researched, and 
other types of papers that are for the membership's general information.  It is expected 
that Division II will include papers that have a research design, or those the author has 
thoroughly studied and worked with and believes to be a viable approach of examination 
and/or treatment.  Studies to test methods developed by others, often called validation 
studies, fit well here.  This area also lends itself to editorial-type comments about the 
practice of applied kinesiology and its procedures.  Division III is somewhat similar to 
the "Letters to the Editor" section of refereed journals.  It provides a forum for members 
to comment on research design or other factors in papers previously presented.  Its 
purpose is for us to improve the quality of our presentations and, in some cases, to 
provide rebuttal to presented material.  Comments on papers will only be published in 
this area if the paper was presented in Division II inviting constructive criticism.   
 
 Neither the International College of Applied Kinesiology

®
-U.S.A., its Executive 

Board, nor the membership, nor the International Board of Examiners, International 

College of Applied Kinesiology, necessarily endorses, approves of, or vouches for the 

originality or authenticity of any statements of fact or opinion in these papers.  The 

opinions and positions stated are those of the authors and not by act of publication 

necessarily those of the International College of Applied Kinesiology
®

-U.S.A., the 

Executive Board or membership of the International College of Applied Kinesiology
®

-

T 
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U.S.A., or the International Board of Examiners, International College of Applied 

Kinesiology. 
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Instructions to Authors  
Proceedings of the ICAK-U.S.A. 

 

anuscripts are reviewed for format, technical content, originality, and quality for 

reproduction.  There is no review for authenticity of material. 

 

The ICAK-U.S.A. recognizes that the usual procedure for selection of papers in the 

scientific community is a blind review.  However, the purpose of The Proceedings of the 

ICAK-U.S.A. is to stimulate dialogue, creative thinking and critical review among its 

members; thus, review in this instance is not blinded.  These papers are distributed only 

to the members of the ICAK-U.S.A. for general comment and evaluation, and for the 

members to put into perspective the validity of the described approaches.  The purpose is 

to put before the membership primary observations that may lead to more in-depth study 

and scientific investigations, as well as spawn new areas of research.  Such is to inspire 

progress in the field of applied kinesiology. 

 

Statements and opinions expressed in the articles and communications in The 

Proceedings of the ICAK-U.S.A. are those of the author(s) and the editor(s).   

The ICAK-U.S.A. disclaims any responsibility or liability for such material. 
 
The current ICAK-U.S.A. Status Statement appears in The Proceedings of the ICAK-
U.S.A.  It is recommended that procedures presented in papers conform to the Status 
Statement; papers that do not will be published and identified in the table of contents as 
failing to conform.  Whenever possible, all papers should be supported by statistical 
analyses, literary references, and/or any other data supporting the procedure. 
 
The Proceedings of the ICAK-U.S.A. is published in three divisions:  

I) Papers intended by the author as informative to the membership and 
not inviting critical review.  

II) Papers inviting critical and constructive comments from the 
membership in order to improve the total value of the paper.  
Comments may be made on such items as research design, methods 
presented, clarity of presentation, and practical use in a clinical setting.  
The author must include with his/her paper written indication of desire 
for the paper to be included in the section inviting critical review or for 
informative purposes.  

III) Review comments on papers published in Division II.  These 
particular submissions are intended for constructive review.  Opinions 
or editorials with negative connotations only may be rejected. 

 
Manuscripts are accepted by the ICAK-U.S.A. for publication with the understanding that 
they represent original unpublished work. Delivery of a manuscript to the ICAK-U.S.A. 
Central Office does not imply it will be published in the Proceedings. Manuscripts are 
reviewed by the Proceedings Review Committee and authors will be notified in a timely 
manner of their manuscripts acceptance or rejection. The author may appeal any paper 
rejected to a separate committee composed of members of the Publications and Research 
Advisory Committees.  The decision of this committee on publishing the paper will be 
final. 
 

M 
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The paper must be an original work and deal specifically with applied kinesiology 

examination and/or treatment techniques.  Various techniques may be discussed if they 

are correlated with applied kinesiology manual muscle testing examination. 

 

All manuscripts (meaning any material submitted for consideration to publish) must be 

accompanied by a properly completed RELEASE FORM, signed by all authors and by 

any employer if the submission represents a “work for hire.”  Upon such submission, it is 

to be understood by all authors that no further dissemination of any part of the material 

contained in the manuscript is permitted, in any manner, without prior approval from the 

editor; nonobservance of this copyright agreement may result in the cancellation of the 

ICAK-U.S.A.’s consideration to publish.  
 
 
Continuing call for papers includes: 
 
Research studies (Investigations)—reports of new research findings pertaining to the 

enhancement of factors of health, causal aspects of disease, and the establishment of 

clinical efficacies of related diagnostic and therapeutic procedures. 

 

Hypotheses—projections from previous observations that may establish a solid basis for 

further in-depth investigations. 

 

Literature reviews—critical assessments of current knowledge of a particular subject of 

interest, with emphasis on better correlation, the identification of ambiguities, and the 

delineation of areas that may constitute hypotheses for further study. Meta-analyses are 

included here. 

 

Clinical procedures—succinct, informative, didactic papers on diagnostic and 

therapeutic procedures, based heavily on authoritative current knowledge. 

 

Case reports—accounts of the diagnosis and treatment of unusual, difficult, or otherwise 

interesting cases that may have independent educational value or may contribute to better 

standardization of care for a particular health problem when correlated with similar 

reports of others. 

 

Case reviews—a retrospective comparative assessment of the diagnosis and treatment of 

several cases of a similar condition i.e., the comparative evaluation of two or more case 

reports. 

 

Technical reports—the reporting and evaluation of new or improved equipment or 

procedures, or the critical evaluation of old equipment or procedures that have not 

previously been critically evaluated. 

 

Commentary—editorial-like, more in-depth essays on matters relating to the clinical, 

professional, educational, and/or politicolegal aspects of health care principles and 

practice. 
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Critical review (Letters to the editor)—communications that are directed specifically to 

the editor that critically assess some aspect of the ICAK, particularly as such assessment 

may add to, clarify, or point up a deficiency in a recently published paper; authors are 

afforded the privilege of a counter-response. 

 
 
The following editorial policies will apply: 
 

Informed consent—Manuscripts that report the results of experimental investigations 

with human subjects must include a statement that informed consent was obtained, in 

writing, from the subject or legal guardian, after the procedure(s) had been fully 

explained with documentation that such procedures have been fully understood. 

Photographs or artistic likenesses of subjects are publishable only with their written 

consent or the consent of a legal guardian; the signed consent form, specifying any 

special conditions (e.g. eyes blocked off), must accompany manuscript. 

 

Patient anonymity—Ethical and legal considerations require careful attention to the 

protection of the patient's anonymity in case reports and elsewhere. Identifying 

information such as names, initials, actual case numbers, and specific dates must be 

avoided; other identifying information about a patient's personal history and 

characteristics should be disguised.  

 

Authorship—all authors of papers submitted to ICAK-U.S.A. must have an intellectual 

stake in the material presented for publication. All must be willing to answer for the 

content of the work. Authors should be willing to certify participation in the work, vouch 

for its validity, acknowledge reviewing and approving the final version of the paper, 

acknowledge that the work has not been previously published elsewhere, and be able to 

produce raw data if requested. 

 

Conflict of interest—in recognition that it may at times be difficult to judge material 

from authors where proprietary interests are concerned, authors should be prepared to 

answer requests from the editor regarding potential conflicts of interest. The editor makes 

the final determination concerning the extent of information released to the public. 

 

Acknowledgments—Illustrations from other publications must be submitted with written 

approval from the publisher (and author if required) and must be appropriately 

acknowledged in the manuscript. 

 

Author responsibility—Manuscripts accepted for publication are subject to such 

editorial modification and revision as may be necessary to ensure clarity, conciseness, 

correct usage, and conformance to approved style. However, insofar as authors are 

responsible for all information contained in their published work, they will be consulted 

if substantive changes are required and will have further opportunity to make any 

necessary corrections on the proofs. 

 

Reproductions—The entire contents of the Proceedings of the ICAK-U.S.A .is protected 

by copyright, and no part may be reproduced by any means without prior permission 
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from the publisher.  In particular, this policy applies to the reprinting of an original article 

in another publication and the use of any illustrations or text to create a new work. 

 

 

Manuscript Preparation 
Authors are requested to submit final manuscripts via email to icak@dci-kansascity.com 

or on computer disc (CD) to 6405 Metcalf Ave., Suite 503 Shawnee Mission, KS 66202. 

Each manuscript file should be titled with the author’s last name and the manuscript tile. 

All manuscripts must be submitted in Microsoft Word.  

 

The ICAK-U.S.A. does not assume responsibility for errors in conversion of customized 

software, newly released software and special characters. Mathematics and tabular 

material will be processed in the traditional manner.  

 

 

Approved Manuscript Style 
Manuscripts submitted for consideration to publish in The Proceedings of the ICAK-

U.S.A. must be compiled in accordance with the following instructions, and manuscripts 

not so compiled are subject to return to the author for revision.  

 

 

Summary of Requirements 
Type the manuscript double-spaced, including title page, abstract and key words, text, 

acknowledgments, references, tables, and figure legends. (Note: footnotes should be 

avoided by including any necessary explanatory information within the text in 

parentheses). Do not break any words (hyphenate) at the end of any line; move to the 

next line if entire word does not fit. 

 

Each manuscript component should begin on a new page, in the 

following sequence:  
 

●  Title page (page 1)  

●  Abstract and key word page (page 2)  

●  Text pages (starting on page 3)  

●  Acknowledgment page  

●  Reference page(s)  

●  Table page(s)  

●  Legends for illustrations pages(s). 
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Detailed Preparation Procedure 
Begin each of the following sections on separate pages: title (including author name[s], 

address and phone number of principal author, etc), abstract and key words, text, 

acknowledgments, references, individual tables, and figure legends. 

 

Units of measurement—In most countries the International System of Units (SI) is 

standard, or is becoming so, and bioscientific journals in general are in the process of 

requiring the reporting of data in these metric units. However, insofar as this practice is 

not yet universal, particularly in the United States, it is permissible for the time being to 

report data in the units in which calculations were originally made, followed by the 

opposite unit equivalents in parentheses; i.e., English units (SI units) or SI units (English 

units). Nevertheless, researchers and authors considering submission of manuscripts to 

the ICAK-U.S.A. should begin to adopt SI as their primary system of measurement as 

quickly as it is feasible. 

 

Abbreviations and symbols—Use only standard abbreviations for units of measurement, 

statistical terms, biological references, journal names, etc. Avoid abbreviations in titles 

and abstracts. The full term for which an abbreviation stands should precede its first use 

in the manuscript unless it is a standard unit of measurement. 

 

 

Title Page 
The title page should carry (1) the title of the article, which should be concise but 

informative; (2) a short footline of no more than 40 characters (count letters and spaces) 

placed at the foot of the title page and identified; (3) first name, middle initial, and last 

name of each author, with highest academic degree(s); (4) names of department(s) and 

institution(s) to which work should be attributed; (5) disclaimers, if any; (6) name, 

address, phone, and fax number of author responsible for correspondence, proofreading 

of galleys, and reprint requests (usually principal author); (7) the source(s) of support in 

the form of grants, equipment, drugs, or all of these. 

 

 

Abstract and Key Word Page 
The second page should carry an abstract of no more than 150 words, 250 if using a 

structured abstract.  The structured abstract is now required for all original data reports, 

reviews of the literature and case reports; prose abstracts will be accepted for use in only 

certain original papers not reporting data (i.e., position papers, historical treatises).   

 

Please visit the following link online for helpful information on structured abstracts: 

www.soto-usa.org/Newsletter/DCInternetEdition/dc_internet_ed_vol_3_no3Abstrak/ 

StructuredAbstracts.htm. 

 

Below the abstract, provide, and identify as such, 3 to 10 key indexing terms or short 

phrases that will assist indexers in cross-indexing your article and that may be published 
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with the abstract. Use terms from the Index Medicus Medical Subject Headings (MeSH) 

as much as possible. 
 
 

Text Pages 
The text of observational and experimental articles is usually—but not necessarily—

divided into sections with the headings Introduction, Materials and Methods, Results, 

Discussion, and Conclusions. Long articles may need subheadings within some sections 

to clarify or break up content. Other types of articles such as case reports, reviews, 

editorials, and commentaries may need other formats.  

 

Please visit the following link online for helpful information on writing patient case 

reports: 

www.soto-usa.org/Newsletter/DCInternetEdition/dc_internet_ed_vol_3_no3Abstrak/ 

Green%20Johnson%20Case%20Reports.pdf 

Reference: Green BN, Johnson CD, Writing Patient Case Reports for Peer-

Reviewed Journals: Secrets of the Trade Journal of Sports Chiropractic & 

Rehabilitation. 2000 Sep; 14(3):  51-9. 

 

 

Introduction 
Clearly state the purpose of the article. Summarize the rationale for the study or 

observation. Give only strictly pertinent references and do not review the subject 

extensively; the introduction should serve only to introduce what was done, why it was 

done and what could be done to address shortcomings or gaps in what we have learned 

from what was done.   

 

 

Materials and Methods 
Describe your selection of the observational or experimental subjects (patients or 

experimental animals, including controls) clearly. Identify the methods, apparatus 

(manufacturer's name and address in parentheses) and procedures in sufficient detail to 

allow others to reproduce the work for comparison of results. Give references to establish 

methods, provide references and brief descriptions for methods that have been published 

but may not be well known, describe new or substantially modified methods, give 

reasons for using them and evaluate their limitations. 

 

When reporting experiments on or with human subjects, indicate whether the procedures 

used were in accordance with the ethical standards of the Committee on Human 

Experimentation of the institution in which the research was conducted and/or were done 

in accordance with the Helsinki Declaration of 1975. When reporting experiments on 

animals, indicate whether the institution's or the National Research Council's guide for 

the care and use of laboratory animals was followed. Identify precisely all drugs and 

chemicals used, including generic name(s), dosage(s), and route(s) of administration. Do 
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not use patient names, initials, or hospital numbers or in any manner give information by 

which the individuals could be identified. 

 

Include numbers of observations and the statistical significance of the findings when 

appropriate. Detailed statistical analyses, mathematical derivations, and the like may 

sometimes be suitably presented in the form of one or more appendices.  

 

 

Results 
Present your results in logical sequence in the text, tables, and illustrations. Do not repeat 

in the text all the data in the tables, illustrations, or both; emphasize or summarize only 

important observations.  

 

 

Discussion 
Emphasize the new and important aspects of the study and conclusions that follow from 

them. Do not repeat in detail the data given in the Results section. Include in the 

Discussion the implications of the findings and their limitations and relate the 

observations to other relevant studies. Conclusions that may be drawn from the study 

may be alluded in this section; however, they are more formally presented in the section 

to follow.   

 

 

Conclusions 
The principal conclusions should be directly linked to the goals of the study. Unqualified 

statements and conclusions not completely supported by your data should be avoided. 

Avoid claiming priority and alluding to work that has not been completed. State new 

hypotheses when warranted but clearly label them as such. Recommendations (for further 

study, etc), when appropriate, may be included.  

 

 

Acknowledgments 
Acknowledge only persons who have made substantive contributions to the study itself; 

this would ordinarily include support personnel such as statistical or manuscript review 

consultants, but not subjects used in the study or clerical staff. Authors are responsible for 

obtaining written permission from persons being acknowledged by name, as readers will 

infer their endorsement of the data and conclusions.  

 

 

Reference Pages 
References are to be numbered consecutively as they are first used in the text (placed in 

line in parentheses) and listed in that order (not alphabetically) beginning on a separate 

sheet following the text pages. The style (including abbreviation of journal names) must 
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be in accordance with that specified by the US National Library of Medicine: see recent 

January issue of Index Medicus for a complete listing of indexed journals. 

 

Only those references that actually provide support for a particular statement in the text, 

tables, and/or figures should be used. Excessive use of references should be avoided; 

normally, 1 or 2 authoritative references to support a particular point are sufficient. A 

short article of up to 5 or 6 manuscript pages may be adequately supported by 5 to 10 

references; longer articles of up to 20 pages by 15 to 25. 

 

References must be verified by the author(s) against the original document. Abstracts, 

“unpublished observations” and “personal communications” may not be used as 

references, although reference to written (not verbal) communications may be inserted in 

parentheses in the text. Information from manuscripts submitted but not yet accepted may 

be referred to in parentheses in the text. Manuscripts accepted but not yet published may 

be included in the references with the designation “In press.” When a previously cited 

reference is used again, it is designated in the text in parentheses by the number originally 

assigned to it by its first use: do not assign it another number or use the notation “op cit.” 

 

For the most part, sources of information and reference support for a bioscientific paper 

should be limited to journals (rather than books) because that knowledge is generally 

considered more recent and more accurate since it is customarily peer-reviewed. 

Consequently, the basic form for approved reference style is established by journal 

listings; others (books, etc) are modified from journal listings as may be required. A 

summary of journal reference style is as follows: 

 

Last name of author(s) and their initials in capitals separated by a space with a comma 

separating each author. (List all authors when 6 or fewer; when 7 or more, list only the 

first 6 and add et al.) 

 

Title of article with first word capitalized and all other words in lower case, except names 

of persons, places, etc. 

 

Name of journal, abbreviated according to Index Medicus; year of publication (followed 

by a semicolon); volume number (followed by a colon); and inclusive pages of article 

(with redundant number omitted: e.g., 105-10). 

 

Specific examples of correct reference form for journals and their modifications to other 

publications are as follows:  

 

Journals 
1. Standard article You CH, Lee KY, Chey RY, Menguy R. Electrogastrographic study of 

patients with unexplained nausea, bloating and vomiting. Gastroenterology 1980; 79:311-

4.  
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2. Corporate author The Royal Marsden Hospital Bone-Marrow Transplantation Team. 

Failure of synergeneic bone-marrow graft without preconditioning in post-hepatitis 

marrow aplasia. Lancet 1977;2:242-4.  

 

3. No author given Coffee drinking and cancer of the pancreas [editorial]. Br Med J 

1981;283:628.  

 

4. Journal supplement Magni F. Rossoni G, Berti F. BN-52021 protects guinea-pig from 

heart anaphylaxis. Pharmacol Res Commun 1988;20 Suppl 5:75-8.  

 

5. Journal paginated by issue rather than volume Seaman WB. The case of pancreatic 

pseudocyst. Hosp Pract 1981;16:24-5.  

 

Books and other monographs 
6. Personal author(s) Eisen HN. Immunology: an introduction to molecular and cellular 

principles of the immune response. 5th ed. New York: Harper and Row; 1974. p. 406.  

 

7. Editor, compiler, chairman as author Dausset J, Colombani J, editors. 

Histocompatibility testing 1972. Copenhagen: Munksgaard; 1973. p. 12-8.  

 

8. Chapter in a book Weinstein L, Swartz MN. Pathogenic properties of invading 

microorganisms. In: Sodeman WA Jr, Sodeman WA, editors. Pathologic physiology: 

mechanisms of disease. Philadelphia: WB Saunders; 1974. p. 457-72.  

 

9. Published proceedings paper DuPont B. Bone marrow transplantation in severe 

combined immunodeficiency with unrelated MLC compatible donor. In: White HJ, Smith 

R, editors. Proceedings of the 3rd Annual Meeting of the International Society for 

Experimental Hematology. Houston: International Society for Experimental Hematology; 

1974. p. 44-6.  

 

10. Agency publication Ranofsky AL. Surgical operations in short-stay hospitals: United 

States—1975. Hyattsville (MD): National Center for Health Statistics; 1978. DHEW 

publication no (PHS) 78-1785. (Vital and health statistics; series 13; no 34).  

 

11. Dissertation or thesis Cairns RB. Infrared spectroscopic studies of solid oxygen 

[dissertation]. Berkeley (CA): University of California; 1965.  

 

Other articles 
12. Newspaper article Lee G. Hospitalizations tied to ozone pollution: study estimates 

50,000 admissions annually. The Washington Post 1996 Jun 21; Sect. A:3 (col. 5).  

 

13. Magazine article Roueche B. Annals of medicine: the Santa Claus culture. The New 

Yorker 1971 Sep 4:66-81.  
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Table Pages 
Type each table on a separate sheet; remember to double-space all data. If applicable, 

identify statistical measures of variation, such as standard deviation and standard error of 

mean. If data are used from another published or unpublished source, obtain permission 

and acknowledge fully. 

 

Using Arabic numerals, number each table consecutively (in the order in which they were 

listed in the text in parentheses) and supply a brief title to appear at the top of the table 

above a horizontal line; place any necessary explanatory matter in footnotes at the bottom 

of the table below a horizontal line and identify with footnote symbols *, †, ‡, §, , ¶, **, 

††, ‡‡, etc. 

 
 

Illustration Legend Pages 
Type legends for illustrations double-spaced, starting on a separate page, following the 

table pages. Identify each legend with Arabic numerals in the same manner and sequence 

as they were indicated in the text in parentheses (e.g., Figure 1). Do not type legends on 

artwork copy or on pages to which illustrations may have been mounted; they must be 

typed on separate pages from the illustrations themselves. 

 

When symbols, arrows, numbers or letters are used to identify parts of the illustrations, 

identify and explain each one clearly (if necessary) in the legend. Explain internal scale 

and method of staining in photomicrographs, if applicable. 

 

 

Illustration Preparation 
Illustrations (including lettering, numbering and/or symbols) must be of professional 

quality and of sufficient size so that when they are reproduced for publication all details 

will be clearly discernible; rough sketches with freehand or typed lettering are not 

encouraged. All illustrations should be submitted embedded in the manuscript document 

in the appropriate place. 

 

If photographs of persons are used, either the subjects must not be identifiable or their 

pictures must be accompanied by written permission to publish the photographs. 

 

Cite each figure in the text (generally in parentheses) in consecutive order. If a figure has 

been published, acknowledge the original source and submit a written permission letter 

from the copyright holder to reproduce the material. Permission is required, regardless of 

authorship or publisher, except for documents in the public domain*. 

 

*Public Domain: Includes works with expired copyrights, US government work, or when 

author dedicates their work to public domain. 
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Manuscript Submission Summary 
Manuscript components 
In terms of completeness of submission, the “manuscript” includes the following 

components:  

 

●  Manuscript electronically via email of CD (The author should be sure to retain the  

     original file in case of loss of the submission copies in transit.) 

 

●  Release form (signed by all authors, and by employer if study was a work for hire).  

 

●  Permission letter(s) of permission to use previously published material in all forms and  

     media (if applicable).  

 

●  Consent form(s) to publish photographs in which subjects may be identifiable (if  

     applicable).  

 

●  Cover letter from principal author (or author specified as correspondent) providing any  

     special information regarding the submission which may be helpful in its  

     consideration for publication.  

 

Submission Instructions 
The manuscript should be emailed to the Central Office at icak@dci-kansascity.com.   

The Release Form should be completed and signed then fax to 913-384-5112 or mailed 

to: 

 

The ICAK-U.S.A. Central Office  

6405 Metcalf Ave., Suite 503 

Shawnee Mission, KS 66202 
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Applied Kinesiology  

Status Statement 
International College of Applied Kinesiology-U.S.A. 

  
he International College of Applied Kinesiology–U.S.A. provides a clinical and 

academic arena for investigating, substantiating, and propagating A.K. findings and 

concepts pertinent to the relationships between structural, chemical, and mental 

factors in health and disease and the relationship between structural faults and the 

disruption of homeostasis exhibited in functional illness. 

A.K. is an interdisciplinary approach to health care which draws together the core 

elements of the complementary therapies, creating a more unified approach to the 

diagnosis and treatment of functional illness. A.K. uses functional assessment measures 

such as posture and gait analysis, manual muscle testing as functional neurologic 

evaluation, range of motion, static palpation, and motion analysis. These assessments are 

used in conjunction with standard methods of diagnosis, such as clinical history, physical 

examination findings, laboratory tests, and instrumentation to develop a clinical 

impression of the unique physiologic condition of each patient, including an impression 

of the patient's functional physiologic status. When appropriate, this clinical impression is 

used as a guide to the application of conservative physiologic therapeutics. 

The practice of applied kinesiology requires that it be used in conjunction with other 

standard diagnostic methods by professionals trained in clinical diagnosis. As such, the 

use of applied kinesiology or its component assessment procedures is appropriate only to 

individuals licensed to perform those procedures. 

The origin of contemporary applied kinesiology is traced to 1964 when George J. 

Goodheart, Jr., D.C., first observed that in the absence of congenital or pathologic 

anomaly, postural distortion is often associated with muscles that fail to meet the 

demands of muscle tests designed to maximally isolate specific muscles. He observed 

that tender nodules were frequently palpable within the origin and/or insertion of the 

tested muscle. Digital manipulation of these areas of apparent muscle dysfunction 

improved both postural balance and the outcome of manual muscle tests. Goodheart and 

others have since observed that many conservative treatment methods improve 

neuromuscular function as perceived by manual muscle testing. These treatment methods 

have become the fundamental applied kinesiology approach to therapy. Included in the 

AK approach are specific joint manipulation or mobilization, various myofascial 

therapies, cranial techniques, meridian therapy, clinical nutrition, dietary management, 

and various reflex procedures. With expanding investigation there has been continued 

amplification and modification of the treatment procedures. Although many treatment 

techniques incorporated into applied kinesiology were pre-existing, many new methods 

have been developed within the discipline itself. 
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Often the indication of dysfunction is the failure of a muscle to perform properly during 

the manual muscle test. This may be due to improper facilitation or neuromuscular 

inhibition. In theory some of the proposed etiologies for the muscle dysfunction are as 

follows: 

 Myofascial dysfunction (microavulsion and proprioceptive dysfunction)  

 Peripheral nerve entrapment  

 Spinal segmental facilitation and deafferentation  

 Neurologic disorganization  

 Viscerosomatic relationships (aberrant autonomic reflexes)  

 Nutritional inadequacy  

 Toxic chemical influences  

 Dysfunction in the production and circulation of cerebrospinal fluid  

 Adverse mechanical tension in the meningeal membranes  

 Meridian system imbalance  

 Lymphatic and vascular impairment  

On the basis of response to therapy, it appears that in some of these conditions the 

primary neuromuscular dysfunction is due to deafferentation, the loss of normal sensory 

stimulation of neurons due to functional interruption of afferent receptors. It may occur 

under many circumstances, but is best understood by the concept that with abnormal joint 

function (subluxation or fixation) the aberrant movement causes improper stimulation of 

the local joint and muscle receptors. This changes the transmission from these receptors 

through the peripheral nerves to the spinal cord, brainstem, cerebellum, cortex, and then 

to the effectors from their normally-expected stimulation. Symptoms of deafferentation 

arise from numerous levels such as motor, sensory, autonomic, and consciousness, or 

from anywhere throughout the neuraxis. 

Applied kinesiology interactive assessment procedures represent a form of functional 

biomechanical and functional neurologic evaluation. The term "functional biomechanics" 

refers to the clinical assessment of posture, organized motion such as in gait, and ranges 

of motion. Muscle testing readily enters into the assessment of postural distortion, gait 

impairment, and altered range of motion. During a functional neurologic evaluation, 

muscle tests are used to monitor the physiologic response to a physical, chemical, or 

mental stimulus. The observed response is correlated with clinical history and physical 

exam findings and, as indicated, with laboratory tests and any other appropriate standard 

diagnostic methods. Applied kinesiology procedures are not intended to be used as a 

single method of diagnosis. Applied kinesiology examination should enhance standard 

diagnosis, not replace it. 

In clinical practice the following stimuli are among those which have been observed to 

alter the outcome of a manual muscle test: 

 Transient directional force applied to the spine, pelvis, cranium, and extremities.  

 Stretching muscle, joint, ligament, and tendon  
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 The patient's digital contact over the skin of a suspect area of dysfunction termed 

therapy localization  

 Repetitive contraction of muscle or motion of a joint  

 Stimulation of the olfactory receptors by fumes of a chemical substance  

 Gustatory stimulation, usually by nutritional material  

 A phase of diaphragmatic respiration  

 The patient's mental visualization of an emotional, motor, or sensory stressor 

activity  

 Response to other sensory stimuli such as touch, nociceptor, hot, cold, visual, 

auditory, and vestibular afferentation  

Manual muscle tests evaluate the ability of the nervous system to adapt the muscle to 

meet the changing pressure of the examiner's test. This requires that the examiner be 

trained in the anatomy, physiology, and neurology of muscle function. The action of the 

muscle being tested, as well as the role of synergistic muscles, must be understood. 

Manual muscle testing is both a science and an art. To achieve accurate results, muscle 

tests must be performed according to a precise testing protocol. The following factors 

must be carefully considered when testing muscles in clinical and research settings 

 Proper positioning so the test muscle is the prime mover  

 Adequate stabilization of regional anatomy  

 Observation of the manner in which the patient or subject assumes and maintains 

the test position  

 Observation of the manner in which the patient or subject performs the test  

 Consistent timing, pressure, and position  

 Avoidance of pre-conceived impressions regarding the test outcome  

 Non-painful contacts -- non-painful execution of the test  

 Contraindications due to age, debilitative disease, acute pain, and local pathology 

or inflammation  

In applied kinesiology a close clinical association has been observed between specific 

muscle dysfunction and related organ or gland dysfunction. This viscerosomatic 

relationship is but one of the many sources of muscle weakness. Placed into perspective 

and properly correlated with other diagnostic input, it gives the physician an indication of 

the organs or glands to consider 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. A diagnosis of anemia is only justified by laboratory analysis 

of the patient's blood. In a similar manner, the muscle-organ/gland association and other 

considerations in applied kinesiology give indication for further examination to confirm 

or rule out an association in the particular case being studied. It is the physician's total 

diagnostic work-up that determines the final diagnosis. 

An applied kinesiology-based examination and therapy are of great value in the 

management of common functional health problems when used in conjunction with 

information obtained from a functional interpretation of the clinical history, physical and 
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laboratory examinations, and from instrumentation. Applied kinesiology helps the 

physician understand functional symptomatic complexes. In assessing a patient's status, it 

is important to understand any pathologic states or processes that may be present prior to 

instituting a form of therapy for what appears to be a functional health problem. 

Applied kinesiology-based procedures are administered to achieve the following 

examination and therapeutic goals: 

 Provide an interactive assessment of the functional health status of an individual 

which is not equipment intensive but does emphasize the importance of 

correlating findings with standard diagnostic procedures  

 Restore postural balance, correct gait impairment, improve range of motion  

 Restore normal afferentation to achieve proper neurologic control and/or 

organization of body function  

 Achieve homeostasis of endocrine, immune, digestive, and other visceral function  

 Intervene earlier in degenerative processes to prevent or delay the onset of frank 

pathologic processes  

When properly performed, applied kinesiology can provide valuable insights into 

physiologic dysfunctions; however, many individuals have developed methods that use 

muscle testing (and related procedures) in a manner inconsistent with the approach 

advocated by the International College of Applied Kinesiology–U.S.A. Clearly the 

utilization of muscle testing and other AK procedures does not necessarily equate with 

the practice of applied kinesiology as defined by the ICAK–U.S.A. 

There are both lay persons and professionals who use a form of manual muscle testing 

without the necessary expertise to perform specific and accurate tests. Some fail to 

coordinate the muscle testing findings with other standard diagnostic procedures. These 

may be sources of error that could lead to misinterpretation of the condition present, and 

thus to improper treatment or failure to treat the appropriate condition. For these reasons 

the International College of Applied Kinesiology–U.S.A defines the practice of applied 

kinesiology as limited to health care professionals licensed to diagnose. 

Approved by the Executive Board of the International College of Applied Kinesiology–

U.S.A., June 16, 1992. Updated May, 2001. 
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Chronic Migraines and 

Chiropractic – A Case Review 
Thomas R. Heath, D.C. 

 

Abstract 
An 18 year old male came to the office after suffering with migraines for three and one 

half years. With PAK and QA protocols his migraines were completely relieved after four 

visits. 

 

Key Indexing Terms 

Migraines, PAK, Quintessential Applications, Cranial Adjustment, IRT (Injury Recall 

Technique) 

 

Introduction 

After seeking medical care the patient was prescribed medication that provided 

temporary relief for migraine headaches. He began to take “preventive medication” 

which helped to alleviate the headaches but he did not want to continue this medication 

for a lifetime. The migraines were every other day initially. After traditional chiropractic 

care, the migraines were reduced to once every two weeks. If he stretched the visits out to 

three weeks, he would get a migraine.  For a period of time he also received care from a 

chiropractic neurologist. Because of scheduling problems, he sought care from another 

chiropractor so he could maintain the biweekly schedule that provided the best relief he 

had gotten so far. It wasn’t until he sought care in my office, using PAK, that his 

migraine problem was completely resolved. 

 

Treatment/PAK Care 
During the history taking it was determined that the migraines started after a soccer 

practice when the patient was hit squarely in the face with a soccer ball that was kicked 

from the sidelines. He also reported that he was known for “heading” the ball.  

He had full cervical range of motion with no pain, with no positive orthopedic tests for 

the cervical spine.   DTR were all +two. Pulse was 58 bpm, pulse oximeter revealed 

oxygen saturation to be 98%. His right hip was high and the left shoulder was high. His 

blood pressure was 118/70. Raglund’s postural hypotension test revealed an eight point 

drop from supine to erect posture.   

 

Arroyos test was negative, however a red light shown in both eyes showed a weak MMT. 

Counting backwards from 100 by seven’s caused a weak MMT. Humming happy 

birthday caused no weakness. He did show bilateral quadriceps, bilateral psoas, bilateral 

hamstring and bilateral lower trapezius weakness.  TL to K 27 did show a weakness that 

lead to a correction of the spleen neurolymphatic.  Dorsal crossed K 27 was 4/5. 

IRT was performed to the face with TL to his face. Multiple fixations throughout the 

spine were corrected. I think most importantly a right internal frontal was corrected.  
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At the second visit he reported feeling relief for two days and the headache returned. 

During this visit a left external cranial was corrected, multiple spinal adjustments and two 

fixations were corrected. 

 

On the third visit, a left internal frontal cranial was adjusted with several spinal 

adjustments. He reported having no headaches between the second and third visits.  

At the fourth visit he reported having two days of headaches during final exam testing. 

Two other cranials were corrected along with a spinal adjustment. He was able to count 

backwards from 100 by seven’s without a weak MMT. 

 

Results 
After the fourth visit he has gone up to eight weeks without a headache or a migraine. He 

reported that the only pain he had was a slight backache after a hockey game that was 

resolved the next day.  

 

Conclusion 
It is very important to do a complete and thorough history to determine when and how the 

patient’s problems began. When I asked this young man when the problem started, he 

vividly remembered lining up to block a ball being kicked in from the sideline. I also 

believe it is important to have the patient ask family members to recall traumas that they 

may have forgotten, especially if they cannot recall anything themselves. This patient 

remembered at his fourth visit that he had another encounter with a soccer ball to the face 

in middle school.  

 

After his description of being hit in the face by a soccer ball, I was immediately grateful 

to PAK and Quintessential Applications. I had the tools necessary to help this young man 

in a way that medicine and traditional chiropractic could not. Because of these invaluable 

techniques, this young man’s migraines are now relegated to a memory.  
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Restoring a Normal Monthly 

Menstrual Cycle – A Case Study 
Thomas R. Heath, D.C. 

 

Abstract 
Objective   
To present a case of a young woman with an irregular menstrual cycle that was 

successfully corrected using AK methods. 

 

Clinical Features  

A 17 year old woman presented to the office with dysmenorrhea since menses onset at 

age 13, allergies, and chronic ear pain. While in daycare between ages eight weeks to one 

year, she was on “frequent consistent antibiotics” as management for the ear pain.  She 

had multiple ear tubes placed and her tonsils and adenoids were removed twice. Since the 

age of 13, her menstrual cycle would skip every other month. During her history, her 

mother remembered that when the young lady was a child, she fell and hit her head on a 

plastic table. During the exam a small scar was noted at the nasion/glabella.  

 

AK exam revealed a positive TL to the glabella, MMT revealed a bilaterally psoas 4/5, 

bilateral teres minor 4/5, bilateral gluteus medius 4/5, conception vessel 5 TL was 4/5, 

bilateral psoas 4/5, bilateral adductors 4/5 and bilateral piriformis 4/5. Palpation of the 

abdomen revealed sharp pain in the lower left quadrant at the level of the ovary.  TL of 

the right ovary VRP tested 4/5. Hiatal hernia reflex tested 4/5. 

 

Intervention and Outcome 

Sphenoid compression fault and lumbar and pelvic subluxations were corrected. She had 

spinal and cranial corrections three times approximately four weeks apart.  The following 

supplements were recommended: Black Currant Seed Oil (Biotics), Cytozyme O 

(Biotics), and Homeopathic Female Liquescence (Professional Health Products).  Her 

menstrual cycle did not skip on the opposite month after the adjustments and the 

supplementation. Her cycle has been regular every four weeks for the past five years.  

The ear pain and “allergies” also cleared up and no longer caused pain or discomfort. 

 

Conclusion 
Forgotten falls and childhood injuries can have significant effects on health even a 

decade after the trauma. Functional AK testing provides us with the means for 

determining the involvement of the cranium and the need for supplementation.  

Treatment of cranial and spinal subluxations with supplementation can be very effective 

tools to normalize hormonal imbalances, to provide relief for what could be a lifetime of 

problems. 
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Migraines – A Case Study, Lessons 

Learned 
                      H. Louis Obersteadt, D.C., DIBAK, D.C.B.C.N., A.C.U. 

                                  

Abstract 
During the consultation patients will often tell you indirectly what is causing their 

symptoms. However, after care is completed they may not remember the outcome as you 

recall. 

 

Chief Complaint 

Mr. D.H. presented himself in my office with a primary complaint of migraine headaches 

that started at the age of two.  At the time of his initial visit he was 50 years old and 

appeared to be in good health. His secondary complaint was right shoulder pain that 

started after rotator cuff surgery in 2002. He also listed constant fatigue, sleepiness, 

weakness and being light headed with mild dizziness. His prescriptions included 

Omeprazole for acid reflux, Atenolol 500mg, and Botox shots to control his migraines.  

He experienced pain daily and said it affected his daily living.  His pain could be worse at 

certain times of the day, but it was not consistent to a specific time. The migraines did not 

wake him at night but weather changes increased the intensity.  He was knocked 

unconscious as a child during a Judo practice.  He had a severe ankle sprain in his early 

teens. He was diagnosed with Pancreatitis approximately two years ago.  His Gallbladder 

was removed in 2006 because the doctor said his “bile was too thick.” The surgery did 

not improve his symptomatic complaints.  

 

Lesson # 1 

Dr. Goodheart said, “Listen and the patient will tell you what is wrong.” He often 

followed that statement with, “See with eyes that see, hear with ears that hear, and feel 

with hands that feel.”  His pain pattern was bilateral over the parietal and upper temporal 

bones and bilateral at the occiput/C1 area at GB20. Early in the consultation I felt his 

migraines were related to the gallbladder or the GB meridian based on the location of the 

pain, the 2006 gallbladder surgery, and his skin was very white with a faint greenish tint. 

 

Examination Objective Findings 

Mr. D.H. was 5 foot 9 inches, weight 215, BP sitting 140/100, supine 140/90 and 

standing 138/80 and his pulse was 60. The cervical range of motion was restricted in 

flexion, left lateral flexion, and right and left rotation without pain. Dorsolumbar range of 

motion was essentially normal. Coughing and sneezing increased the headache pain.  All 

other orthopedic and neurologic tests were within normal limits.  He related that he was 

allergic to pollen and amoxicillin. 

 

Manual muscle testing was normal at grade 5/5 for supraspinatus, latissimus dorsi, 

middle deltoid, teres minor, subscapularis, infaspinatus, triceps, biceps, 
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sternocleidomastoideus, pectoralis major sternal and pectoralis minor, gluteus medius, 

adductors, hamstrings, piriformis and gluteus maximus.  Bilateral grade 4/5 inhibition 

was noted for the tensor fascia lata, rectus femoris, psoas, popliteus and sartorius. Injury 

recall was negative.  

 

AcuGraph 3 was used to measure the meridian source points. Deficient meridians were: 

bilateral HT, SP, BL, GB and the right SI and ST. Excess meridians were: bilateral TE, 

LI, KI and left LU and PC.  Splits were noted in the LU, PC, SI and ST.  Recommended 

treatment protocol was LI 2 (LI high), HT 9 (HT low), TE 10 (TE high), SP 21 (4 Splits), 

KI 1 (KI high), SP2 (SP low), BL67 (BL low) and GB 43 (GB low). Blood lab analysis 

revealed low Lymphocytes at 21.6, high Monocytes at 10.0 and low vitamin D3 at 15.6.  

All other lab values were essentially normal.  X-Rays revealed mild spondylosis at C5/6, 

vertebral body misaligns at C2PRI, C5PLS, C6PLS, C7PLS, T1PLS, and T2PLS.  The 

patient stated that MRI and CAT scans had been done in the past and were negative. 

 

Diagnosis 

722.4   Degeneration of cervical intervertebral disc 

723.3   Cervicalcranial syndrome 

784.0   Headache 

723.1   Cervicalgia 

739.3   Nonallopathic lesions – lumbar/lumbosacral region 

739.5   Nonallopathic lesions – pelvic/hip region 

719.41 Shoulder pain 

 

Treatment Plan 

Eliminate migraine headaches, shoulder pain, and improve over all vitality.  A plan of 

three times per week for three weeks, two times per week for four weeks and one time 

per week for four weeks was recommended. Nutritional support was recommended but 

he refused. 

 

Treatment 
My treatment plan was Chiropractic adjustments to the specific vertebra listed above and 

confirmed with palpation and challenge using intact muscles to confirm.  Applied 

kinesiology reflex points to facilitate inhibited muscles listed above. Needle acupuncture 

to the points listed above.  Interferential electrical stimulation was applied to the occipital 

and lower cervical region. 

 

First visit consisted of adjusting the occipital fixation on the left that was indicated by the 

bilateral psoas inhibition and confirmed with palpation and superior challenge to the left 

occiput.  That challenge facilitated the psoas muscles. C2 was adjusted on the right, C7 

on the left, T7 on the right, L5 on the right and a PI Ilium on the right.  All confirmed 

with palpation and challenging the vertebra in a specific direction using a fascilated 

muscle. Chapman’s reflex for the sartorius facilitated the other inhibited muscles and it 

was manipulated. Going with the examination findings, pain pattern and inhibition of the 

popliteus and a gut feeling the gallbladder was involved. I also manipulated the Chapman 
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reflexes for the popliteus/gallbladder. Needle acupuncture was applied to the points listed 

above.  

 

Results 
Response to treatment was quick. His pain scale drawing dropped from seven to two on 

the second visit and remained there for six visits.  He then went up to three on the seventh 

visit.   After that visit the neck, lower back and headache was marked at zero. After that 

time he had two exacerbations and the pain scale was marked at two. He discontinued 

care before the end of the program. 

 

His shoulder never improved staying at three on the pain scale drawing. 

 

Conclusion 
Lesson # 2 

Dr Goodheart used to say “Happiness is good health and a short memory.” I decided to 

use Mr. D.H. as a case study. I called to see how he was doing. When treating Mr. D.H. I 

thought I had hit a home run and he was excited about the outcome each time he came in.  

In the phone conversation he said he was doing great and said “the Botox did the trick.”  

He said when he felt a headache coming on he would get a shot and he would be good for 

another three or four months. He had been on Botox four months prior to starting 

treatment with me and there had been no change. I questioned him about how he felt 

when he started with me and I was shocked that he didn’t recall having pain everyday and 

that it interfered with his daily living. 

 

Lesson # 3 

I now do outcome assessment forms on all patients. 
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A Case Study – An AK Approach to 

the Treatment of TMJ Dysfunction 

in a 43 Year Old Female 
Ilya M. Skolnikoff, D.C. 

 

Abstract 
Objective 

This manuscript will review a case in which the successful diagnosis and treatment of 

TMJ dysfunction was completed using basic Applied Kinesiology methodologies.  The 

purpose of this paper is to compare the AK approach to TMJ dysfunction to some of the 

other standard approaches to TMJ dysfunction as taught in chiropractic college and also 

practiced. 

 

Clinical Features 

The patient is a divorced, single, 43 year old female who experiences bilateral TMJ pain 

and also tension on the sides of the head both with and without chewing for nearly eight 

years.  Her medical history includes two previous breast surgeries, both benign.  

Objective findings from the physical examination include a pain level of 5/10, decreased 

ROM of the jaw with the inability to fit three knuckles of the non-dominant hand into her 

mouth, and shooting breast pain.  Based upon her history and physical examination 

multiple cranial faults, hypertonic muscles of mastication, an atlas subluxation, sacro-

coccygeal subluxation, and Category I and II were diagnosed.   

 

Intervention/Outcome 

Treatment included AK procedures for the cranial faults, atlas, sacro-coccygeal area, 

TMJ muscles of mastication, and categories.  Due to distance from the office as well as 

family responsibilities, the patient has since fallen out of care after her first treatment.    

 

Conclusion 

As compared to the traditional approach to treating the TMJ as taught in chiropractic 

school, the AK approach is far more efficacious because it is so all encompassing and 

thorough.  Quick and long lasting results using the AK approach are to be expected.   

 

Key Indexing Terms 

Applied Kinesiology, Meninges, CSF, Afferent, Myofascial, Myofascial Pain 

Dysfunction Syndrome, Temporomandibular Joint    

 

Introduction   

Research has suggested that as many as 85% to 90% of individuals will develop TMJ 

related symptoms in their lifetime.
8
 There is a tremendous amount of research that has 

been done on the TMJ.  While much of this research comes from the dental profession, 
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there has also been a great deal of research done by chiropractors, acupuncturists, 

medical doctors, osteopaths, physical therapists, physiatrists and even massage therapists 

trained in craniosacral therapy or sacral occipital technique.  Essentially, research and 

therapies involving the TMJ have been done by all of the professions that also perform 

musculoskeletal therapies.  The most common cause of facial pain is Temporomandibular 

Joint and Muscle Disorder (TMJD).  TMJD is the second most common musculoskeletal 

condition causing pain; it is second only to low back pain.  This condition affects 

approximately 5 to 12% of the population, with an annual cost estimated at $4 billion.  

Approximately 75% of those with TMJ disorders will seek treatment.  Among those 

seeking care, approximately 15% will develop chronic TMJD.
13

  There is tremendous 

clinical value in being able to rapidly and effectively treat TMJD because there are so 

many people who experience the condition.  In addition, because there are so many 

options and possibilities for treatment of the condition, it may be confusing to patients 

who are seeking out the most effective and affordable solution for their TMJD.   

 

In order to contrast the efficiency and rapidity with which results may be obtained with 

different types of TMJ therapies, this case study has been based upon just one treatment 

visit.  This has also been done to gain some sense of how effective the specific therapies 

used are at alleviating TMJD.  Had there been other therapies used on other treatment 

visits, it would be more difficult to ascertain which therapy was responsible for the 

patient’s improvements.   

 

The AK Approach & Fascial Flush 

Fascial Flush is one of the most important therapies used in Applied Kinesiology.  Some 

Applied Kinesiologists believe that if the only therapies that they had available to 

themselves were origin and insertion technique, muscle spindle cell, golgi tendon organ, 

strain counterstrain, fascial flush, therapy localization, neuro lymphatic reflex points and 

neurovascular reflex points, that they would still be able to practice Applied 

Kinesiology.
3
  Fascial Flush is one of the most important of these techniques as it acts to 

oxygenate the fascia to which it is applied and re-establish proper blood flow.  Because 

muscles move bones and bones do not move muscles, by improving the function and 

integrity of the muscles, we are then also able to improve the anatomic relationship of 

one bone to another bone.  When cranial bone function is balanced by affecting cranial 

respiratory function and the reciprocal tension membrane, dramatic positive shifts can be 

seen in human physiology.  These shifts come from the resulting improvements in the 

meninges which some people believe to be the most integral part of the entire human 

organism.  This way of thinking makes sense to this author as the meninges hold the CSF 

and spinal cord: the main source of afferent and efferent neurons.  It seems likely that 

based upon the research that has been done the AK approach to TMJ dysfunction is more 

all-inclusive and effective in comparison to most of the other approaches available.   

Dr. Janet G. Travell, M.D. was the first to develop the Fascial Technique and began using 

the term “Myofascial Trigger Point” in 1976 and in 1983 she published the reference 

“Myofascial Pain & Dysfunction: The Trigger Point Manual.”
7, 15
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Dr. David S. Walther defines Fascial Flush using the following language:  “Fascial 

release (flush) technique: deep massage applied to re-establish the normal interface 

relationship between fascia and muscle.”
11

 

 

Case Report – AK Approach to the TMJ 

Clinical Features/Health History / Assessment 

A divorced, single, 43 year old female special education teacher presents to the clinic on 

June 24, 2012 with bilateral TMJ pain and also tension on the sides of the head both with 

and without chewing for nearly eight years.  She has been to several different physical 

therapists and chiropractors for help with this problem over the years.  She is 5 foot 8 

inches in height and weighs 168 pounds.  She is in poor to moderate health with a history 

of two previous breast surgeries for benign tumors.  Her first breast surgery was in 

December of 2009 on the left breast and the second was in January of 2012 on the same 

breast.  Her left breast has shooting and cramping pain.  A benign tumor was removed at 

the time of each surgery.  Interestingly, although she described the breast pain as 

shooting, when questioned about the shooting pain, she was not able to explain where the 

pain was shooting to.  She also experiences bilateral sharp pain at both the anterior 

inferior iliac spines as well as the posterior superior iliac spines.  She also has bilateral 

pain in the superior portion of the inguinal ligaments that she describes as throbbing, 

swelling, stiff and sharp.  Her pain in these areas had been there for approximately two 

years with no history of trauma.  She describes all pains as being a 5/10 pain scale and all 

are of a chronic nature with no known causes except the left breast (previous surgeries).  

When asked about what makes the pain better or worse, she was not able to identify 

anything that would affect the pain other than NSAID’s used after surgery.   

The patient has a secondary complaint of often feeling bloated.  Objective findings 

include the inability to fit three knuckles of the non-dominant hand into the mouth upon 

wide opening, orthostatic hypotension on the right, body temperature of 96.8 °F, oral pH 

of 6.4, inability to taste anything bitter or bad 10 seconds after placing zinc sulfate 7 

hydrate on the tongue, and a right distal pulse point active (CV/GV deficiency).  Right 

jaw deviation was observed with jaw opening.  Muscle testing revealed very few properly 

functioning muscles.  She had bilateral hip flexors under facilitated when the muscles of 

each leg were tested as a group.  She was also found to have bilaterally under facilitated 

pectoralis major clavicular muscles and pectoralis major sternal muscles.  Muscle tests 

were performed using Applied Kinesiology G2 muscle testing procedures.
11, 6

  A 

goniometer was used to measure 65° of right hip abduction and 75° of left hip abduction.   

This is a complex case.  She describes her breast pain primarily as cramping and 

shooting.  She describes the pain of the iliac crests and bilateral superior portion of the 

inguinal ligament as throbbing, swelling, stiff and sharp.  She describes all pains as being 

a 5/10 pain scale and all are of a chronic nature with no known causes except the left 

breast.  When asked about what makes the pain better or worse, she was not able to 

identify anything that would affect the pain other than NSAID’s used after surgery.   

It was found using AK methods of diagnosis that the patient had an incorrect eye glasses 

prescription.  Without any glasses on, both iliopsoas muscles were found to be weak in 

the clear.  When she drank some healthy spring water and then left some of this same 

spring water in her mouth, it was found that the bilaterally weak psoas muscles became 

bilaterally facilitated.  The assumption is that she was dehydrated.  The iliopsoas muscles 
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that were both facilitated with water in the mouth both became weak when the patient’s 

glasses were placed on her head.  A new eyeglasses prescription was recommended with 

the referral to a neural/behavioral optometrist.   

 

Vitals and Functional Blood Pressure Test Results Prior to Treatment 

Ht. – 5’7”  

Oral temperature – 96.8 °F 

Oral pH – 6.4 

Zinc Tally – Fail (no taste)     

Wt. – 163 lbs. 

Pulse – 71 on the right and 69 on the left in seated position 

Respiratory Rate – 14 bpm 

Blood Pressure –  Seated:    R: 135/93  L: 113/92 

       Standing:  R: 134/92  L: 132/88 

       Supine:  R: 129/84  L: 124/86 

Postural evaluation – High right occiput, high right shoulder, high right hip, and high 

right gluteal fold.   

 

Differential Diagnosis 

Assessment of the patient’s bilateral TMJ pain and pain on both sides of the head led to 

the diagnosis of cruciate sutural fault, inspiration assist cranial fault on the left, expiration 

assist cranial fault on the right, sacral inspiration assist fault on the left, sacral expiration 

assist fault on the right, sphenobasilar inspiration assist on the left, sphenobasilar 

expiration assist on the right, a respiratory inspiration assist flexion restriction of the 

sacral-coccygeal joint on the left, a respiratory expiration assist extension restriction of 

the sacral-coccygeal joint on the right, left temporal bulge, right parietal descent, 

category I, glabella fault, ASLP atlas, interosseous cranial fault, small intestine 

dysfunction/malabsorption syndrome, myofascial pain dysfunction syndrome, TMJD, and 

a category II left PI and a category III with the high block being placed on the right. 

The differential diagnosis included: capsulitis of either side of the jaw, fracture, frank 

muscle or ligament tears, dental infection causing toothache, neurologic tooth, focal 

infection, other infections, cysts, whiplash injury and iatrogenic dental work.  Because all 

aspects of the patient history and palpation and ROM of the jaw and other findings 

matched the diagnosis, confirmation of the correct diagnosis was relatively 

straightforward.  Capsulitis as a primary diagnosis was ruled out because there were no 

audible or obvious clicks or pops with jaw opening or closing.
2
  (However, there was 

some feeling of clicking/popping imbalance when fingers were placed inside the anterior 

portion of the external auditory meatus and the patient was asked to open and close their 

jaw.  The imbalance palpated was minor.)  There was no history of trauma to the jaw 

which ruled out a fracture and muscle/ligament tears.  The pain on the sides of the head 

immediately improved and the correction lasted many days after treatment.  Such an 

improvement would not be expected with a dental infection nor did an acute dental 

infection match the patient’s history.  The patient used individual fingers to TL the tooth 

gum line of each tooth; neurologic tooth was not found.  Although a history of breast 

cysts would increase the likelihood of a focal infection, using methods described by Dr. 

Louisa Williams, no such focus could be found.
12

  The patient did not have a history of a 
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whiplash injury and did not have excessive amounts of previous dental work or surgery 

done.   

 

Holographic jaw (mandible) was not checked for and was not treated.  Hyoid imbalances 

were checked at the end of the treatment and none were found.   

 

Intervention/Outcome/Method for Case Study 

Treatment involved AK procedures to the TMJ and cranium, particularly the left external 

pterygoid.  Sacral and cranial therapies were also performed.  The outcome was varied 

with significant improvements to the TMJ and only minor other improvements to the 

cranium and frequency of lateral head tension.  The patient has since fallen out of care.   

It was found that her left masseter was tender to palpation with a discomfort level of 

5/10.  She also had tenderness over the mid-cervical region of 3/10.  Initially, the cruciate 

suture was pulled apart on inspiration.  After the procedure, the left masseter discomfort 

decreased to 2/10 and the mid-cervical discomfort decreased to 2/10 tenderness.  It was 

also found that the patient could now fit three knuckles of her non-dominant hand into 

her mouth.  Palpable tenderness in the mid-pupillary line on the frontal bone was found to 

be present with palpation and rated at 4/10.  Inspiration assist was performed on the left 

side of the skull and expiration assist was performed on the right side of the skull.  

Palpable pain areas on the frontal bone in the mid-pupillary line were noted to decrease 

slightly to 2/10 after these procedures.  Following these procedures it was found that the 

patient had a sacral inspiration assist fault on the left and an expiration assist fault on the 

right.  Both faults were corrected using AK methods.  Tenderness over the greater wing 

of the sphenoid of 5/10 was found bilaterally.  Next, sphenobasilar inspiration assist was 

performed on the left side of the skull and sphenobasilar expiration assist was performed 

on the right side of the skull.  Tenderness that had been found bilaterally over the greater 

wing of the sphenoid prior to the correction, decreased dramatically to 2/10 after the 

cranial correction.  It was also found that there was an associated sacral coccygeal 

fixation that was corrected on each side using respiratory adjustments.  Following these 

procedures, it was found that this patient also suffered from a Temporal Bulge on the left 

side of her skull.  The correction was made and a decrease in palpable pain over the 

parieto-temporal junction was noted on the left side.  Parietal Descent was diagnosed and 

treated on the right side.  The lesion therapy localized with one hand TLing the anterior 

scalene and the other hand TLing the parietal bone on the same side.  The weak in the 

clear anterior scalene would strengthen with 1/2 breath held out.  After the correction the 

weak anterior scalene was strong in the clear.  After making the correction an ASLP atlas 

was diagnosed and treated.  Following the adjustment, a category I was found and 

corrected.  It was also found that oral respiration caused a strong muscle to weaken.  A 

Glabella fault was diagnosed and treated.  The treatment was done with oral respiration.  

There was also an associated sacral fault that was found with bilaterally weak hamstrings.  

This fault was not corrected due to time constraints.  It was found that the patient would 

have a strong indicator muscle weaken with breathing through one nostril.  After 

correcting an interosseous cranial fault, the strong indicator muscle would no longer 

weaken with breathing in through one nostril.
6 
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When the patient was asked to place the three fingers of each of her hands (enhanced 

therapy localization) on each side of her TMJ, a strong indicator muscle immediately 

weakened.  It was not found that disc pathology was the primary cause of the weakening 

of the strong indicator muscle, but rather, the involvement of the small intestine meridian 

due to the TL of small intestine 19.  When placed on the tongue, Okra Pepsin E3 from 

Standard Process (a supplement that supports small intestine function) negated the 

enhanced TL to the TMJ.   

 

It was noted the patient’s jaw would deviate to the right with jaw opening without TL.  A 

hypertonic left external pterygoid muscle was diagnosed and fascial flush technique was 

applied to the muscle causing right jaw deviation to decrease dramatically.  With the 

Okra Pepsin E3 still on her tongue, it was found that jaw opening still caused a strong 

indicator muscle to weaken.  This weakening was negated with TL to the left posterior 

temporalis muscle.  Fascial Flush technique was performed on the left posterior 

temporalis muscle.  At this time it was found that the patient had a Category III with the 

high block on the right Anterior Inferior Iliac Spine for which she was blocked.  It was 

then diagnosed that she had a left Posterior Inferior Ilium Category II for which she was 

blocked.  Finally, a Category I was diagnosed and treated for the second time.   

 

After these procedures were completed, the patient claimed that their jaw felt much better 

by saying: “My jaw feels great.  What did you do?  How did you do that?”  Her oral 

temperature was retaken and found to have risen from 96.8°F to 97.4°F.  Her oral pH did 

not change and was still 6.4.  Her zinc tally taste test did not change; she still did not taste 

anything when the zinc sulfate 7 hydrate was placed in her mouth.  Both hip flexors were 

still weak after treatment.  Both the PMC and PMS muscles were found to have normal 

function after treatment. 

      

Her functional blood pressure readings changed significantly after treatment: 

Blood Pressure:    Seated:    R: 125/93  L: 122/92 

       Standing:  R: 135/94  L: 132/92 

       Supine:  R: 129/87  L: 127/89 

 

Postural Evaluation post treatment: even occiputs, even shoulder height, even hips, even 

gluteal folds.  A goniometer was used to measure changes ROM.  The patient was now 

measured to have 80° of right hip abduction and 86° of left hip abduction post treatment.   

 

Discussion 
Traditional Chiropractic Approach vs. AK Approach to TMJD  

All orthopedic and neurological tests are included in the AK chiropractic approach as 

well as the more traditional approach as taught in chiropractic colleges.  The AK 

approach is all inclusive due to its open ended nature.  The cranial nerves can be checked 

using neurological examinations.  For example, the motor portions of the Trigeminal 

Nerve that innervate the masseter, pterygoids, and temporal muscles may be checked.  

The patient bites down, the doctor can then palpate the masseter and attempt to open the 

patient’s jaw with their thumbs.
1 

 The shortcoming of this method is that because there 
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are a variety of cranial muscles involved with jaw closing, the doctor is not really able to 

isolate just a single muscle or cranial nerve on only one side of the skull.  There is a jaw 

reflex test that may be done as well.  This also checks trigeminal nerve function.  The 

corneal reflexes can be checked as well.  Absence of the corneal reflexes indicates a 

lesion of either the sensory portion of the trigeminal nerve or the motor component of the 

facial nerve.  The pterygoid muscle may be tested by having the patient deviate their jaw 

laterally against the doctor’s resistance.
1
  Because either the internal pterygoid on the 

opposite side or posterior temporalis on the same side could be involved with jaw 

lateralization, the test is not specific enough.  Furthermore, there could be any number of 

things causing the dysfunction in these scenarios mentioned (throughout any part of the 

distribution of one of the nerves) whereas with the AK approach we are able to isolate 

specific muscles, joints, nutrients, cranial faults, emotions, SOT categories, meridians, 

and other elements involved.  We truly have a language that we can use to speak to the 

body with, rather than just checking a few things and then guessing what thing might be 

causing another thing to take place in the body without having the body confirm the 

suspicion.           

                                                                                                                         

According to Souza, problems with the TMJ include synovitis, capsulitis, disc (meniscal) 

derangement, tendinitis, arthritis, and associated myofascial involvement.  The 

complexity arises when multiple factors with regard to biting (jaw closing/dentition) 

occur.
9
  The craniomandibular index is used to determine the severity of a particular 

TMJD case, but it offers no therapeutic solution and so will not be discussed here as this 

paper is concerned with comparing different types of solutions for TMJD that are 

available to the public.
14 

 However, many patients who seek out help for their TMJD will 

go to a Qualified Medical Evaluator that uses the craniomandibular index to evaluate the 

severity of the TMJD and this is the end of the road in terms of the help that they will 

receive for their jaw dysfunction.  The approach is to then watch and wait for things to 

get better.    

 

The traditional approach to TMJD includes the following points: 

 Dental status 

 Visual examination of jaw opening and jaw closing 

 Provocative tests done involving stretch (capsulitis), compression (synovitis), and 

contraction (myofascial) 

 Palpation of the jaw 

 X-rays, MRI
9
 

 

For myofascial involvement, trigger point massage is done.  With all due respect to this 

approach, it does not address the underlying structural, chemical and emotional causes of 

myofascial involvement.  Muscle activity/hypertonicity is addressed with myofascial 

release.
9  

This is a great structural approach, but is not nearly as specific or 

comprehensive and detailed as the AK approach.  Compressive retrodiscal problems are 

traditionally addressed with a splint or by stretching and breaking up adhesions with short 

amplitude thrusts in some cases.
 9

  Due to a far more elaborate consideration of human 

anatomy, the primary respiratory mechanism, gait, the cranium, and other factors that are 

both directly and indirectly related to the TMJ, this type of approach with splints and 
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short amplitude thrusts is rarely, if ever, used in AK.  Traditionally (traditional approach), 

some cases are referred out to dentists who specialize in TMJ problems.  For example, 

this may be done if the jaw has acutely locked up or if the treatment of chronic pain is 

unsuccessful or in the case of fracture.  The AK doctor will also refer out their TMJ 

patients to dentists.  However, typically, the timing and specificity are very important.  

Patients of the AK practice will only be scheduled right after having dental work done in 

order to balance the muscles of mastication after any alterations have been made to the 

teeth.   

 

Limitations – Further Research 

As mentioned in the Introduction, this patient was only treated once.  One could look at 

this in a number of different ways.  You could say that the positive response to treatment 

was just a fluke and that I was lucky and fortunate with the patient who responded 

particularly well to the therapies.  It is true that this could be the case.  However, the 

patient had been experiencing her TMJ and lateral cranial pain for nearly eight years.  We 

measured the changes in her health which included the ROM of her jaw, functional blood 

pressure and other findings before and after treatment.  Another way to look at this case 

study would be to attempt to predict the magnitude of positive health benefits that the 

patient would have experienced were she to have received 12 or 24 separate treatments.  

It would be logical to deduce that she would have had countless more improvements in 

her health were she to have received a series of treatments.  Since she was pain free and 

very happy with the functioning of her jaw at the end of her first treatment, a total 

resolution to the chief complaint had been reached at the end of the treatment.   

Further research should be done.  I propose two research projects.  One project would 

involve a group of 60 patients with TMJD.  30 of the patients would receive TMJ 

therapies that used the traditional approach to the TMJ and the other 30 patients would 

receive AK therapies for their TMJ.  The researcher would evaluate the results and 

compare the two groups using questionnaires given to the patient before and after each of 

10 treatments as well as before starting care.  The second project would involve two more 

groups of 30 patients each.  This research project would be far more labor intensive.  The 

first group of 30 patients would receive chiropractic care using the traditional approach to 

the TMJ that is taught in chiropractic school.  The second group of 30 patients would 

receive chiropractic care using TMJ therapies taught through the ICAK.  In order to 

eliminate bias or favoritism of one doctor over another and one doctor’s approach over 

another, each of the patients would have to be from a different clinic.  Researchers would 

have to observe treatment at each of these clinics in order to see how the treatment 

therapies varied.  In addition, questionnaires would be given out in a similar manner to 

the first research project described.  The reason that I am making these suggestions is that 

there are a number of generalizations that I have made regarding the effectiveness of AK 

over the traditional approach.  While I am utilizing the best research methods and texts I 

have available at my disposal, it is possible that there are other popular therapies for the 

TMJ that I am not aware of that have just come out and are being utilized in traditional 

chiropractic practices.  There is even the slight chance that these approaches are as 

effective as or more effective than AK.  However, since I am a chiropractor and have met 

numerous chiropractors with all sorts of different backgrounds and levels of training, the 

chances of a non-AK approach using a plethora of methods of diagnosis and treatment 
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with a complete system of checks, balances and safe guards nearly identical to AK would 

be nearly impossible.    

 

Please see Table 1 for a more complete comparison between the AK approach to TMJD 

and the more traditional approach to TMJD as taught in chiropractic school.    

 

Conclusion 
Using Applied Kinesiology to treat the TMJ is far more effective and comprehensive than 

using the traditional approach to the TMJ as taught in most chiropractic colleges.  The 

main reason for this is that the AK approach incorporates the many causes of TMJ 

dysfunction rather than simply resolving symptoms.  Because the AK approach is so 

effective, patients often respond very quickly to care.   

 

The traditional chiropractic methods of examining and treating the TMJ are quite 

different from the approach of the applied kinesiologist.  Likewise, AK practitioners get 

very different results with their therapies than do those doctors using the traditional 

approach.  For further thought, please review “Limitations – Further Research” under 

“Discussion” section.   

 

The traditional approach to the TMJ is rather complex and so the TMJ patient is often 

referred out to a specialist.  The joint itself is an encapsulated, compound synovial joint.
11

  

The common problems that present with TMJ dysfunction are synovitis, capsulitis, disc 

derangement, tendinitis, arthritis and also myofascial involvement.  Using an approach 

such as the craniomandibular index which requires 74 separate steps may be impractical 

in the clinical setting.
9
   

 

The AK approach to the TMJ using MMT is rather profound when compared to other 

approaches not involving AK MMT.  Not only does the AK approach include evaluation 

of all of the muscles of mastication and their muscle proprioceptors, but it also includes a 

powerful evaluation of the teeth, C1 and L5, gait, right and left brain imbalances, the five 

factors of the IVF, the holographic mandible, the coccyx, extremities, immune system 

imbalances, etc.
3
  This author is claiming that the AK approach involves all of the 

possible causes of TMJ dysfunction while simultaneously providing therapeutic options 

for all of those causes of dysfunction diagnosed.  It is a complete system of diagnosis and 

treatment involving a myriad of checks and balances.  Because the applied kinesiologists 

are so well learned in regards to the different interrelationships of the body, they are 

sometimes able to provide effective therapies for jaw dysfunction without even touching 

the TMJ or TMJ associated muscles.   
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Levator Scapulae and Spinal Cord 

Compromise 
John M. Corneal, D.C., DIBAK 

 

Abstract 
The levator scapulae, as its name implies, is an elevator of the scapula when contracted. 

The literature covers its elevation action and talks about a hypertonic state causing 

restriction of cervical spine rotation.  Little is said however in considering a reversal of 

the origin and insertion, where the scapula is the origin and the upper cervical spine the 

insertion.  This paper examines clinical observations of spinal cord compromise when 

evaluating such a condition, and offers clinical diagnostic and treatment protocols. 

 

Key Indexing Terms 

Applied Kinesiology, Levator Scapulae, Muscle Proprioceptor, Pincer Palpation, Spinal 

Cord Compromise 

 

Introduction 

The levator scapula, as its name implies, is an elevator of the scapula when contracted. Its 

origin is the transverse processes of C1-4 and traverses inferior and posterior to insert 

into the medial superior border of the scapula. (1)  There are two bellies of the levator 

scapulae; one inserting at C1-2 and the other C2-3. (2)  The literature covers its elevation 

action and talks about a hypertonic state causing restriction of cervical spine rotation.(1, 

2, 3)   Little is said however in consideration of origin-insertion reversal in which the 

scapula is the  origin and the upper cervical spine the insertion.  It has been observed that 

this action has much more significance in musculoskeletal function than has been 

considered.  Thomas Myers, author of ‘Anatomy Trains’ and ICAK lecturer, in an article 

discussing origin/insertion reversal, states the muscle’s alternate role is so important the 

muscle should  be renamed the ‘capitus-preventus-going-forwardus’ muscle. (4)  I would 

add another possible name: the ‘cervical spine-preventus-going-forwardus’ muscle.   It is 

found, in the case of a unilateral conditional inhibition of the levator scapulae, the upper 

cervical spine will shift forward on the inhibited side and rotate away from the inhibited 

side.  This mal-position will cause pressure on the spinal cord that is clinically 

demonstrable.  In all cases there will be evidence of sensory, motor, and organ 

involvement, affecting both sides of the body in the torso and upper and lower 

extremities. If we visualize an inhibition of function of the left levator scapulae the upper 

cervical spine will be displaced to the anterior on the left and rotated to the right.  

Rotating the head and neck to the left will bring the cervical spine back towards the 

centerline and the left side will rotate posterior.  In this position there is a reduction of 

spinal cord pressure and an improvement of the positive clinical findings.  When turning 

the head to the right there is an increase of anteriority on the left and further rotational 
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mal-position to the right increasing spinal cord pressure and thus increasing the clinical 

symptoms.  Because compromise of the spinal cord is in the upper cervical area, and thus 

affecting neurological function to most of the body, potential symptoms are unlimited. 

 

Materials and Methods 

The muscle test for the levator scapulae is both time consuming to perform and unreliable 

as an indicator of involvement.  Frequently, a functionally involved muscle does not 

manual muscle test conditionally inhibited (3/5) when tested.  A much more reliable and 

simple indicator is palpation of the origin and/or insertion.  A functionally involved 

muscle will have palpatory tenderness over the origin and insertion.  The lower belly of 

the levator scapulae is the involved segment over 95% of the time.  Palpate the transverse 

attachment of the muscle and compare to the opposite side.  Tenderness will indicate the 

involved side.   Locate surface areas of sensory tenderness distal to the cervical spine like 

the popliteal fossa, insertion of the posterior tibialis, and/or a symptomatic area indicated 

by the patient.  Palpate bilaterally.  If the patient indicates these areas are tender, have the 

patient turn their head towards the side of levator scapulae involvement and re-palpate.  

Note if the tenderness is decreased.  If it is, have the patient rotate the head opposite the 

side of involvement and note if the sensitivity increases.  Next indentify muscles of the 

upper and lower extremity that manual muscle test 3/5.  Again have the patient rotate the 

head into the side of involvement and observe whether the muscles now test 5/5.  Also, 

using representative muscles that test 5/5, have the patient turn the head away from the 

side of involvement and observe whether the muscles now test 3/5.  Finally, palpate an 

organ, the small intestines are the easiest, and observe any tenderness.   Ask the patient to 

turn the head left and right checking for increased or decreased tenderness with 

head/neck rotation.   

 

If there is a change in superficial dysesthesia, organ sensitivity, and motor strength, with 

head/neck rotation there is only one thing common to all three: the spinal cord.  This 

means that there is an inhibition of neurological function in the levator scapulae allowing 

cervical mal-position, thus compromising the spinal cord below the upper cervical, pretty 

much covering the majority of the body. 

 

The first treatment is directed towards evaluating and correcting the levator scapulae.  

Then there are a series of possible reactive muscles that require assessment.  In most 

cases there will be one other muscle involved besides the levator scapulae. Sometimes 

there are two.  In rare instances only the levator scapulae is involved or three or more 

reactive muscles besides the levator scapulae are involved.  Most frequently the levator 

scapulae requires Golgi tendon therapy and sometimes strain/counterstrain and/or 

origin/insertion therapy.  Use a cross fiber compression at the belly of the muscle as, 

described in a previous paper, to challenge the Golgi tendon. (5)   Inhibition of a previous 

5/5 indicator muscle would indicate the need for Golgi tendon therapy.  A simple 

challenge of separation or approximation of the tendonous ends of the levator scapulae 

will indicate the direction of correction.  If treated successfully the tenderness of the 

origin and insertion of the levator scapulae will be gone.  Next have the patient contract 

the levator scapulae by having them lift the shoulder towards the ear.  Again palpate for 
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tenderness.  If it returns check the levator scapulae for strain/counterstrain or 

origin/insertion and treat accordingly.  Again have the patient contract the muscle and 

confirm no tenderness. Next test the following muscles for reactivity on the side of 

levator scalpulae involvement: bicep, tricep, platysmus, and pectoralis major sternal.  In 

severe cases the author observes paired injuries; bicep and tricep or,  platysmus and 

pectoralis major sternal.  Although our literature, when discussing reactive muscles, 

refers to the reactive muscle requiring spindle cell treatment, it is the author’s experience 

that a reactive muscle only indicates there is an aberrant signal coming from the reactive 

muscles proprioceptors.  This can involve golgi tendon, spindle cells or origin/insertion 

aberrance.  In the case of the levator scapulae, the reactivity is almost always initiated by 

Golgi tendon.  Each time a reactive muscle is corrected, the reactive muscle is then 

contracted and the levator scapulae origin/insertion is rechecked to confirm the 

tenderness is resolved. 

 

Correction of the levator scapulae and its reactive muscles will result in a reposition of 

the upper cervical spine to its normal position and only rarely requires manual 

adjustment.  After correction the initial positive clinical findings should be resolved.  

 

Discussion 
Functional injury of the levator scapulae is wide spread.  Upwards of 85-90% of new 

patient evaluations indicate levator scapulae involvement and subsequent spinal cord 

compromise.  If the patient has seen other practitioners performing cervical adjustments, 

they will tell you they do not want you to adjust their cervical spine.  This can be 

explained by the direction of most cervical corrections being some form of posterior to 

anterior line of drive, thus increasing the mal-position of the cervical vertebrae and 

increasing the spinal cord compression. 

 

The mechanism of injury appears centered in two scenarios: hyperflexion/hyperextension 

of the cervical spine (whiplash), or carrying something too heavy in the arm of the 

involved side.  In the case of carrying the weight, it is attempting to pull the arm and 

scapula off the body.  The levator scapulae, in conjunction with the upper trapezius and 

rhomboid have to counter this load and the levator scapulae appears to take the brunt of 

that load.   

 

Treatment is overwhelmingly successful with most dysfunctions are corrected in one or 

two treatments. 

 

Conclusion 
Observation of a dysfunctional levator scapulae effects on the central nervous system 

function appears to have major significance in furthering functional neurology and 

Applied Kinesiology’s ability to alleviate suffering.  The observations presented have 

been under study for over five years.  Hopefully others in the Applied Kinesiology 
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community will evaluate their own patient base and enhance the evaluation and treatment 

protocol presented.         
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AK Interfaces with Quantum 

Physics and Quantum Biology: 
Healing at Faster than Light Speed? 

Understanding the Discovery of “Space 

Conditioning” 
Brent W. Davis, D.C. 

 

Abstract 
The applied kinesiology practitioner is often working with unseen influences that can be 

measured by muscular response testing, but whose origins may not be entirely located in 

our normal space/time framework. This may be the case when we utilize a process 

employing self-referential statements, in the field born from AK that is now commonly 

called Energy Psychology. (In progressive biology models that deal with quantum 

computing, it is posited that memory is stored in a “cloud” type setting and is accessed by 

the brain which acts as a transceiver.) As a part of this author’s research on the potential 

mechanisms of action of uncut flower essences, as they relate to removing  

self-sabotaging beliefs stored in the unconscious mind, remarkable findings were 

unveiled from the perspective of holistic quantum physics and biology. Notable among 

these findings are (1) possible existence of something called “deltron substance,” linked 

to intention, that potentiates change in a domain above our every day 4space (3D+time), 

where activity preceding physical manifestation occurs at superluminal (greater than 

light) speeds, and (2) the scientifically proven phenomenon of “space conditioning,” 

explained herewith. Space conditioning has profound implications in the healing arts, and 

among other things, sheds light on the conundrum of AK (and other modality)  

inter-operator replicability. 

 

Key Indexing Terms 

Mind/Body Healing, Emotional Trauma Relief, Quantum Biology, Quantum Physics, 

Space Conditioning, Mind/Body Assessment, Uncut Flower Essence Therapy, Life 

Enhancement, Applied Kinesiology Psychometric Evaluation, Self-Referential 

Statements, Measurement of Subconscious Sabotage 

 

Introduction 

My last submission to the ICAK-U.S.A. Collected Papers was titled: AK Screening 

Reveals An Astonishing Paradox In A Cohort of Holistically “Evolved” Subjects. In that 

paper I discussed the results of my screening, with the assistance of Dr. Robin Garcia, 

100 “off-the-street” holistically “evolved” participants (individuals who had tried many 

alternative holistic “clearing” therapies and practices) to discover the extent of limiting 

beliefs still resident within them. A surprising prevalence of limiting beliefs was 

discovered to still exist in this population by screening of self-referential statements, and 
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for the most part the limiting beliefs were removed by the lingual administration of a few 

extracts of frequencies from uncut flowers, prepared by a patented process I developed. 
(1)

  

 

What is striking to me, and what I showed during the presentation in PowerPoint slides, 

is that transformational forces in the uncut flower frequencies (administered to remove 

limiting beliefs) are so strong that in some patients I am able, over time, to document 

before and after bony changes in facial and cranial structure, absent any manual or other 

corrective procedures. Using identical aspect ratios in before and after photos (the 

distance between pupil centers is identical), on occasion, certain uncut flower frequencies 

can exert a strong enough transformational force so as to change bony structural 

alignment. (Notice in Fig. 1 marked changes in the before and after characteristics of the 

orbits and facial bones.) I postulated that for that to happen, forces were at work that I 

could not see, but that had to be operating in a different dimensional framework 

somehow tied to a vibrationally based regulatory system capable of altering physical 

structure. I hypothesized that specific uncut flower frequencies, by a “switching effect” 

can change the “address” to which our quantum brain is connected, linking it with a much 

larger information storage site. When that happens, our reality changes. We are drawing 

from a different information source. 

 

The uncut flower essence female study participant below was completely versed in 

advanced holistic therapies (having been the editor of a wellness journal for ten years.) 

She made sure nothing in her routine was changed that could influence her state other 

than the test essences. She reported gradual bony changes in her facial structure over the 

two-month trial period. The male pictured below at day five of consuming the flower 

frequencies simply stated, “I am astonished at the transformation I feel.” I have 

documented several other bony positional changes in facial structure occurring as a result 

of sole influence of the flower frequencies. 

 

Fig. 1 
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Fig. 2 

 

 

When we contemplate the meaning of certain self-referential statements, the implications 

can be very large. A test-phrase that emerged for the frequencies from one of the first 

flower essences I extracted was “No matter what action I take, I will be defeated.” 
(2)

 In a 

person’s reality, when that unconscious belief changes from true to untrue upon the 

lingual administration of test drops, some sort of significant information transfer has to 

have taken place. It is even more compelling to witness bony changes in facial 

characteristics taking place as a result of dosing with uncut flower frequencies. 

Something powerful is acting, but how? 

 

To try to comprehend how this could be happening, my only option seemed to be taking 

the daunting challenge of attempting to understand, in a basic way, theories in quantum 

physics and quantum biology. That led me to two years of intensive research, and gave 

rise to the Section 2 Science part of my recently published book titled: Secret Healing 
Codes of Flowers Revealed. Here I will condense some key information from that book. 

 

For a good part of the twentieth century, physicists strove to find a way to somehow 

unify laws of physics that apply to the macroscopic world in the domain of relativity 

theory, and laws that apply to the microscopic or subatomic world in the domain of 

quantum mechanics. Since our universe includes both vast and small components, it is 

reasonable to assume that there is continuity throughout, and that different sets of rules 

cannot exist for that which is vast (such as the far reaches of space), and that which is 

small. But that is exactly what was happening – different sets of rules exist for each 

domain! 

Despite the fact that many brilliant minds have undertaken intense efforts to unify rules 

of physics from relativity theory and quantum mechanics to create what has been referred 
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to as a Theory of Everything (T.O.E.), to date no one has succeeded in the mainstream, 

institutional community. 

When I dove into the work of the outstanding physicist and spiritual scientist, Dr. 

William Tiller, I realized that he had discovered keys that would contribute to a plausible 

T.O.E. I was delighted to find information that helped shed light on the  

“now-you-see-it-now-you-don’t” phenomenon of limiting unconscious beliefs existing, 

and then suddenly disappearing.   

 

In his profoundly significant (and too-little-known) texts
(3-5)

 Dr. Tiller explains how, over 

several years, in his rigorous laboratory experiments he was able to solidly prove 

something that no scientist had done before him, that human qualities of consciousness 

and intention, acting at a distance, can significantly influence a well-designed target 

experiment in physical reality. (Previous to Dr. Tiller’s work, many studies showed the 

influence of thought, at a distance on subjects, but had statistically significant margins for 

error.) I felt that Dr. Tiller’s model was very likely applicable to what I was observing 

with the transformational effects of uncut flower essences. It seemed to me that Higher 

Intention was imbued as frequencies within certain flowers, and that that transformational 

force was being transferred from the essences to our body framework at a very high 

speed.  

 

An uncut flower essence workshop was organized for me in Scottsdale, Arizona (where 

Dr. Tiller and his wife live) so that he could attend, witness, and sense in person what 

might be going on as I treated various participants with the semantic screening process 

combined with muscle testing. Due to Dr. Tiller’s many years of work exploring the 

energetics of alternative medicine, he was completely familiar with the applied 

kinesiology muscle testing I was using and other energy medicine procedures.  

I tested Dr. Tiller and his wife, Jean, with manual muscle testing and self-referential 

statements to find flower frequencies that might benefit them, and administered some. Dr. 

Tiller and his wife agreed to take the flower essences and to report back any shifts he and 

his wife might note. A month later, Dr. Tiller reported that beneficial shifts occurred for 

both him and his wife that would likely be related to the flower frequencies, and that 

provided a good rapport for future collaboration. 

Dr. Tiller was kind enough eventually to instruct his laboratory manager, Dr. Walter 

Dibble, to analyze one of the powerful flower essences I have prepared, and the outcome 

of the analysis (forthcoming) clearly suggests that the uncut flower essence tested 

operates in a dimension beyond our normal space/time domain – a dimension where 

activity takes place at greater than light speed. 

Dr. Tiller’s theories of information transmission (depicted in Fig. 5) posit the existence of 

what he calls “deltron substance” which is a coupling agent that essentially transduces 

complex information from invisible R-space (reciprocal space) higher dimensional planes 

into D-space (direct space), our visible four dimensional plane of existence (characterized 

by the spatial Cartesian coordinate axes x, y, z and time – so-called “spacetime.”)
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A simple way of understanding the four components of normal spacetime is the following 

example, imagine that you are walking downtown to meet a friend for lunch at 1 pm on a 

rooftop restaurant.  To arrive you will need to walk in two dimensions left and right along 

streets (x and y axes); then take an elevator up to the roof (z axis) at a particular time (t) 

to arrive at 1 pm.  

Dr. Tiller acknowledged to me that “deltron” substance, activated by intention, 

contributes to a possible explanation of how transformational information can be 

transmitted from the reaches of vacuum space into the surface of a flower. Once that is 

understood, then it is a bit easier to envision how that information can be collected from 

the living flower with the process and apparatus I patented, and then later transferred to 

pure water that a person consumes. (NB - When I find special flowers with highly 

transformational ability, the “intention codes” for change are already present, preceding 

my arrival. I have to ask, where did those codes come from?) 

From that point we can examine an exciting current model in energy based neuroscience 

that could explain how quantized information (i.e. information contained in a living 

flower) could produce rapid shifts in the emotion/mind complex. 

Research Objectives 
Two of the major objectives for my book that are relevant for summary here were to: 

1. Create a model based on new era quantum physics that could explain to the 

holistically informed public how mind transformation could occur from flower 

frequencies; and how it could occur so rapidly. 

2. Physically measure the action of my uncut flower essences by scientific means to 

show that there is something uncommon and extraordinary about them that could 

account for changes they initiate. 

 

I am forever appreciative that I have the remarkable tools of applied kinesiology which 

helped me to navigate an investigation that otherwise would have been impossible. 

 

Methods 
1. To accomplish my first research objective I distilled into schematic form a summary of 

Dr. Tiller’s amazing work (Fig. 5). Due to limitation of space I can only give the briefest 

explanation of the huge implications of this model.  

 

It has been pointed out in several popular quantum physics books that one of the sticking 

points that just doesn’t go away is the whole question of how quickly things can happen 

in our physical reality. If activity takes place at the speed of light or greater, several 

inconsistencies arise that disrupt mainstream physics theory, and as a result it has 

suffered an impasse in its evolution.  

 

Dr. Tiller’s insights take advantage of a former Nobel Laureate’s work (DeBroglie), 

allowing him to create a model that enables the unification of relativity and quantum 

mechanics – one which posits the idea that for our physical universe to operate, activities 

have to take place at superluminal (greater than c) speeds.  
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In a personal communication to me Dr. Tiller succinctly summarized an essential point of 

his model: 

 

“Our research into psycho-energetics has shown that there are two unique levels 

of physical reality: our normal electric atom/molecule particle level with a 

spacetime reference frame (RF), plus a magnetic information wave level 

functioning at the physical vacuum level (that historically in metaphysics has 

been referred to as the “etheric”), with a type of reciprocal RF for viewing the 

phenomena of that domain. In nature, the latter [the magnetic information wave] 

is actually the precursor or template for the former, but it is not accessible to 

conventional instrumentation.” 

He then commented on the physical effects of my uncut flower essence extraction 

process: 

“Regarding your enhancement of Dr. Bach’s flower essence preparation 

technique, I think you are on the right track, because it is the magnetic 

information wave essence of the living flower that you want, not so much the 

electric atom/molecule nature of the dead [cut] flower.” 

The appearance and disappearance of “information” when we witness the presence and 

absence of destructive beliefs via self-referential statement screening during a patient 

exam when therapeutic substance is administered, is very likely linked to a key feature 

incorporated in Dr. Tiller’s work. I am referring to the anti-matter/matter photon cycle – 

the process of the cycling in and out of existence which occurs in the quantum vacuum 

(that apparently empty space all around us). 

British physicist, Paul Dirac, (who received the Nobel Prize in Physics in 1933 with 

Erwin Schrödinger) felt that information movement in the Quantum Vacuum functions 

similar to the Bohr atomic model (Fig. 3) which is where he first theorized the existence 

of anti-matter – the substance that he postulated would have to fill the void of energy left 

when an electron moves from a lower atomic shell to a higher one.  

Figure 4 addresses the “life” of photons as they seem to pop into and out of existence. 

This information provides important underpinnings in Dr. Tiller’s “multidimensional 

simulator model,” (Fig. 5 following), as an example of how photons (information) can 

pop into and out of existence during interactions between anti-matter, matter, and light. 

Information as photons can leave the vacuum (R-space –reciprocal space – the inverse of 

x, y, z, t) and manifest as mass and charge in D-space (direct space – our normal 

spacetime – in which we exist) and then the reverse can occur.  
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Fig. 3 

 

Fig. 4 

 

Considering the complexities of quantum physics, it is important not to lose sight of a key 

subject in this paper, and that is the presence and disappearance of limiting beliefs, which 

I will refer to as “information.” 
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In her book Punk Science, Dr. Manjir Samanta-Laughton (a young British physician 

turned metaphysical cosmologist) explores Dr. Tiller’s and other scientists’ work and 

explains: 

 

“The quantum vacuum can be described… as a vast interconnecting network of 

light waves. It is in this form that we can best envisage how light can hold 

information. It is well known that when two waves meet they can intersect or 

overlap. The point where they overlap is called an interference point. It is these 

interference points that can hold vast amounts of information.” … [“interference 

points” are the nodal point intersections depicted in Fig. 5.] 

 

“We can say that we live in and are connected to a vast interconnected ocean of 

consciousness: a web of thought. Having searched for the exact location of 

memory in the brain and not found it, does memory exist in the quantum vacuum 

(QV)? Is this the way we interact with consciousness? Is it around us and within 

us at the same time? We may not be the originators of our thoughts; they may all 

come from interconnectedness in the QV and simply come through our brains, 

which are now seen as organs of interpretation of the QV.” 

 

My premise relating to the powerful transformational energy of certain flowers is that 

they are absorbing light, coded with information from the QV, and then when that 

information is ingested via uncut flower essences, it infuses us, displacing or 

“overwriting” unhealthy information in the form of our self-sabotaging thoughts. It is so 

powerful in some cases that it perceptibly alters facial appearance. 
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Fig. 5 – Multidimensional Simulator Model 
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Methods (continued) 

2. The methods of my second research objective are explored in the information below.  

 

Dr. Tiller’s experiments eventually proved at a large-scale level, i.e. at statistically 

significant levels above ambient “noise” (which was a problem in previous researchers’ 

findings) that human intention can definitely influence material matter.  

 

In order for his experiments to be carried out, Dr. Tiller and associates invented a 

capacitor-like device (called an “intention host device-IHD”). This device was able to 

hold specific human intention (generated with a single objective, by individuals with 

advanced meditative abilities) so that it could be moved about in a controlled way to 

different laboratory spaces where its influence could be measured on target experiments. 

He was able to show, for example, that human intention emitted from the IHD could 

reduce in vivo larval development time of the adult Drosophila fly by 15%-25% at 

p<0.001.  

  

In the process of conducting analysis in these experiments, Dr. Tiller’s very sensitive 

equipment detected subtle changes occurring in the space of the rooms where the 

experiments were taking place. It turns out that by measuring minute changes in factors 

such as the pH of water and variations in temperature in the experimental space, he found 

that intention changes something that, in the branch of physics called material sciences, is 

called “gauge symmetry.”  

 

In the glossary of his text, Psychoenergetic Science, Dr. Tiller described gauge theory 

and electromagnetic gauge symmetry state – very complicated concepts – in a way that is 

understandable to the non-physicist.  

He wrote, “In general, gauge theories were constructed to relate the properties of the four 

known fundamental forces of nature (gravity, electromagnetism, the long-range nuclear 

forces, and the short-range nuclear forces) to the various symmetries of nature. … 

Electromagnetic (EM) gauge symmetry relates to the inner symmetry condition of a 

space relative to its electromagnetic nature. At present, the normal EM environment of 

our world is the U(1) gauge state where Maxwell’s four equations, applied 

simultaneously, quantitatively define the entire range of electric/magnetic phenomena 

that can occur. The SU(2) state is a higher EM gauge symmetry state wherein both single 

electric charges (+ and –) coexist with single magnetic charges (N and S), and Maxwell’s 

four equations must now be modified to quantitatively define the range of 

electric/magnetic phenomena that can develop in a space maintained at this EM gauge 

symmetry state.“ 

Dr. Tiller’s carefully constructed scientific experiments revealed that intention can 

change the gauge state in a carefully monitored physical space, raising it from the normal 

U(1) state to the higher SU(2).  

When that occurs in a system it has profound implications because when a space 

is raised to the higher SU(2) gauge state it will have a higher thermodynamic free 

energy per unit volume. What that means is that the space will then have greater 
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coherence (a better state of integration) and decreased entropy (less decline of 

energy and LESS disorganization of matter.)  

Whenever one can increase his coherence and decrease his entropy… it is a good 

thing! 

After removing the experimental “targets” from the space where Dr. Tiller was 

measuring the influence of intention from the IHD, he continued to monitor the space 

containing the IHD and found something profound that he had not anticipated the 

characteristics of the space gradually changed under the influence of the IHD over a three 

to six month period. Somehow intention had changed a basic symmetry state in nature, 

raising it from the U(1) normal gauge state to the thermodynamically more efficient 

SU(2) state. He postulated that the IHD intention broadcaster accessed magnetic 

monopole currents (in R-space, at the SU(2) level),  to generate and broadcast magneto-

electric (ME) waves that carry primary intention information that influences our physical 

reality in D-space. (Please refer to levels six and seven in Fig. 5.)  

 

He referred to the profound phenomenon of intention altering a space as “space 

conditioning.” In my opinion it is undoubtedly true that in the therapeutic space of our 

patient care offices, our intention is often altering therapeutic outcome, and that 

inextricably such occurrence contributes to variances in applied kinesiology  

inter-operator replicability.  If we overlook that fact, we are not being scientific. 

 

Results 
The results of my research objective were a joy for me to discover. Dr. Tiller’s laboratory 

director, Dr. Walter Dibble, measured the effect of placing one of my powerful uncut 

flower essences in their monitoring station to detect possible subtle influences from it. In 

a manner similar to the IHD experiments previously described, the uncut flower essence 

emitted an influence that gradually changed the whole space from the U(1) normal EM 

gauge state to the thermodynamically more efficient SU(2) EM gauge state. Observation 

of graphs one to three following allowed Tiller and Dibble to make that deduction based 

on their previous extensive studies. Over a period of weeks, a characteristic single peak 

grew in intensity, and this phenomenon correlates with results Dr. Tiller saw in his IHD 

experiments, signifying movement from U(1) to SU(2) EM gauge states. Practically what 

this means is that the uncut flower essence, simply by being present in a space, changed 

the character of the space resulting in: increased thermodynamic free energy, decreased 

entropy, and increased coherence.  
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Discussion 
The findings above contribute to a better understanding of how select uncut flower 

frequencies can induce a greater state of coherence in our patients, evident upon changes 

observed when we semantically screen before and after self-referential statements, and 

witness results that point to a more productive psychological outlook.  

 

To understand the possible biological implications of placing energized uncut flower 

frequencies into a human being, I asked the brilliant molecular biologist, William Brown 

(who is intuitive and highly informed with respect to new era science and holistic 

therapies) to comment on possible modes of action once he experienced taking an 

essence preparation I formulated for him. What he wrote, in part, is the following: 

 

“The Intercellular Matrix is a vast consortium of extracellular and intracellular 

proteins that form an extensive and continuous network through every tissue of 

the biological system, linking together every nucleated cell in the body.  

Anatomically it is comprised of the basal lamina and connective tissue, which 

together forms an encasing that has traditionally been presented as the dividing 

border of the tissues of the body.  However as functional studies have begun to 

elucidate, this network is far from being purely structural and 

compartmentalizing, and instead is an interface that, in association with the 
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immunological cells of the body, defines the function and architecture of the 

biological system.         

Information encoded in light is transferred from the coherent water-biomolecule 

complexes within floral cells and is stored in the liquid-crystalline lattice of 

aqueous nanostructures.  At the moment the aqueous nanostructures are 

introduced into the human biological system, the light is nearly instantaneously 

transferred to the coherent water-bio-molecule complexes within the human 

tissues.  The light is quasi-instantaneously transmitted along the Intercellular 

Matrix directly to the DNA molecule, where decoding of the information 

contained within the electromagnetic transmission takes place.”   

Conclusion 
Dr. Goodheart has been an inspiration to all of us that have practiced applied kinesiology 

for a long time, in part, I feel, due to his remarkable ability of using his intuition to guide 

him to plausible scientific explanations of what we see clinically but cannot easily 

understand.  There is one scene in my memory that I have treasured since I last presented 

a paper at ICAK relating to my flower essence discoveries. Just as I left the podium and 

the next presenter was about to address the audience, with a great economy of words and 

a kindly, intent gaze, George looked straight into my eyes and said simply, “Brent… I 

think you have something here.”   

 

That has been my belief since then, and his comment provided more inspiration to fuel 

my passion for finding new transformational frequencies hidden in living flowers around 

the world. 

 

I hope that applied kinesiology practitioners will assign greater priority to the detection of 

unhealthy beliefs by the process of screening self-referential statements (and that A.K. 

teachers will give greater emphasis to instruction of students so they may gain 

proficiency in that process.)  

 

For with the knowledge that there is science to help explain how horribly disabling 

unconscious beliefs could seem to “magically” and instantaneously disappear, the 

practitioner is equipped with a level of confidence that helps his patients accept as real 

the grace of change. 
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