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From the 

Editors Desk 
 
by: Virginia Kessinger  

I am excited to announce a new 100-hour certification  
program which will be launched by ProHealth 
Seminars in the Spring of 2014 (see page 140). 
 
Being a front seat participant of the DABCI program 
for the past 30+ years, I have observed many changes.  
Dr. Kessinger used to quip, “the DABCI program is the 
best kept secret out there.” He would schedule a 
Session One seminar in various areas across the 
country. Once he presented  the 12-hour weekend 
course (I always called it a teaser), the attending 
doctors were always excited about the possibilities of 
doing more thorough work with their patients.  If we 
generated  enough physician interest  in an area, a new 
DABCI program was born.  If we didn’t feel like there 
was enough appeal to create a program in a certain 
area, we kept the interested doctors in the loop for 
information on existing or future programs.   
 
We traveled an average of 43 weekends each year 
presenting DABCI seminars.   
 
Dr. Kessinger was driven to help as many doctors as 
time permitted to become all they could be.  Sometimes 
he was asked when he planned to retire.  He always 
answered the same, “ Why would I quit doing the 
things I love.”  He absolutely loved his patients and his 
students. Their successes were his as well! 
 
Some observations I recognized as we presented teaser 
courses were:  
• Many doctors are bored with their practices 
• They are failing financially 
• They do not understand primary care 
• Physicians are primary care diagnosticians 
 
Dr. Kessinger was happy to see attending physicians 
open their thinking to what was possible with a natural 
health care approach.  A few of his favorite quotes 
were: 
 

• Nobody is born with a deficiency of drugs or too 
many parts! 

• Primary care does not mean you need to prescribe 
drugs or suture.  It simply means you should 
diagnose to determine the seriousness or potentially 
seriousness of a patients condition. 

 
• It’s not hard to be Number 1.   
 
Your practice goals should be: 
 

• Saving Lives 
• Extending Lives 
• Improving the lives of the patients you have the 

privilege to serve. 
 
 

….and  Dr. R. Michael Cessna had a very profound 
statement: 
 

• “Your worth is determined by how hard it would be 
to replace you (your services).” 

 
Our new 100-hour  program will fill a void for doctors 
who feel they are unable to commit to a 300-hour 
diplomate program at this time. I lovingly call the new 
program a baby DABCI.  It will contain more clinical 
applications, offer a “toolbox” of information available 
to attendees and have online support with question and 
answer sessions between seminar weekends.  We are 
hoping to attract DABCI doctors who hunger for more 
natural clinical pearls as well as doctors who want to 
expand their knowledge on treating their patients from 
cradle to grave with a safe, natural approach. 
 
The hours for the CICP 100-hour  program will be 
applicable (determined by the ABCI) to the DABCI 
300-hour program 
 
My vision for CICP doctors is that they finish the 100-
hour and move into the DABCI program to complete 
their diplomate status.   
 
The big picture is to preserve the teachings and 
research of Dr. Jack Kessinger and Dr. R. Michael 
Cessna, while positioning as many doctors as possible 
to quality primary care for their patients.  � 
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(Continued on page 145) 
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I am continually amazed by the predictable, backward 
motion, professionally provided mainstream “health 
care” takes.  From the germ theory of disease, where 
microbes were reportedly the cause of all human 
maladies, to the undeniable realization that it’s not the 
number of ‘bugs’ but the health of the host that matters 
most.  Even farther, there is a symbiotic relationship 
between the microbes in and about us and our level of 
health; however, this last phenomena has yet to fully 
sink in, because the germ theory has such a strangle-
hold on the truth.   

Routine, and soon to be (if the powers that be have 
their way) mandatory, vaccinations against 
questionable at best non-life threatening childhood and 
seasonal diseases, still present several potential down 
falls.  Although the “mensa minded” thought to be 
brainiacs have “proven” that vaccinations do not cause 
autism through their own scientific rationalizations, this 
issue shall not be put to rest as long as there are 
children displaying normal mental development until 
the day of their inoculation and thereafter showing 
definitive signs and symptoms of spectral disorders. 

The vaccination program is reportedly responsible for 
the AIDS human epidemic.  HIV is endemic and non-
life threatening to monkeys in Africa.  This fact was 
not considered whilst serum was procured from 
cultured monkey renal cells from the mid ‘60s to 1975.  
Many of those inoculated with this “witches brew” 
eventually succumbed to full blown AIDS and 
perished, but not before infecting thousands of others 
with HIV through sexual and intravenous contacts.  
The number of victims of HIV infected and AIDS 
multiplied exponentially from the vaccination program.   

With the advent of so many pharmaceutical drugs; i.e.,  
antibiotics, vaccinations, et.al.; the potential for side-

effects too are exponentially great.  The end of the 
aforementioned madness may very well be the 
beginning of a continual cybernetic chain of events 
geared more toward supplying the demand of the 
consumer rather than supplying their need. My Great-
Grandad reportedly quipped that “figures don’t lie, but 
then again liars figure.” If this proposed conspiracy is 
also true in mainstream medicine, as it appears to 
undoubtedly be in many other financial gain based 
industries, this is the time to become knowledgeably 
more vocal in the politics concerning the care of our 
patients, family, friends, and fellow countrymen. 

If someone dies from the affliction of influenza, 
chicken pox, measles, pertussis,  etc., there has to be 
something else seriously wrong in their personal 
ecosystem.  These self-limited infective disorders 
cannot be blamed for anything more than the final 
straw if they are to be blamed for their life threatening 
powers.  Since the potential for side effects as a life 
threatening power is greater than the original microbe 
the vaccination is against, it makes more sense to test 
them in vitro before the in vivo inoculations are made.  
As a play on words, please indulge me, this would 
make more sense for a multitude of humanity than it 
will make cents for a select few of humanity. 

There is too much wastefulness of the potential good 
that could be found within the many patients treated 
annually, not to mention the wasted resources within 
the research teams that scrub their tests when the 
results aren’t as “they” hoped.  Reportedly since the 
70s, a time when every one of humanity’s ills could be 
matched with a pill or surgical procedure, modern 
medicine stopped utilizing the natural un-patentable 
innate powers of rejuvenation within each person they 
had the privilege to serve.  There are still unknown 
powers of health and restoration not discovered, in 
addition to all the mechanisms of healing and health 
not yet understood to be tapped into, yet around and 
round we go on this ever self-perpetuating cybernetic 
chain of searching for and researching of the benefits to 
be found in patentable synthetic pharmaceutical 
products. 

The transplant industry could use some tweaking as 
well.  Remember the baboon that was sacrificed to give 
a man a chance to live with a baboon heart?  The man 
didn’t live, but neither did the baboon.  Why wasn’t 
that baboon suited with an artificial heart?   The man’s 
immune system could not deal with another species 
heart tissue, and the baboon couldn’t live without a 
heart.  The problem with our current transplantation  



has to be understood is adjusted gross income.  It’s 
your job to put your adjusted gross income on a diet.  It 
can’t just be a binge diet on December 31st.  It has to be 
an every-day diet – a lifestyle change. 
 
There are only three ways you can affect your taxes.  1.  
You can postpone the tax.  2.  You can change the na-
ture of the tax.  3.  You can shift the tax.  Actually, you 
can’t really do anything, as an individual, to lower your 
adjusted gross income.  All of your tax plan’s diet has 
to take place in your practice, assuming you have one.  
If you are just a W2 employee, you’ve got to figure out 
how to use a company in your financial structure, be-
cause companies play the tax game under different 
rules than you do as an individual. 
 
How to Structure Your Practice 

 
Your practice should be structured as a limited liability 
company (LLC) taxed under the rules of a Sub Chapter 
S corporation.  The business structure is an LLC, but 
the tax rules applied to it are found in Sub Chapter S of 
the IRS Code.  Use an LLC, not a corporation, because 
the LLC basically gives you twice the asset protection 
of a corporation.  (That’s a topic for another discus-
sion.) 
 
If your practice is structured as a C corporation you are 
lacking asset protection coverage, and there is some-
thing wrong from a tax standpoint.   The only reason to 
have a C corporation tax structure is to take advantage 
of some fancy benefit plans, such as HRAs.  If your 
practice is structured as a partnership or sole proprietor-
ship, you have major asset protection problems and tax 
problems.  There are always exceptions to the state-
ments I have made, but it’s unlikely a doctor falls into 
one of the exceptions, so question your advisors very 
carefully, if you’re not structured the way I have de-
scribed. 
 
Assuming your practice is already established, it can be 
changed.  If it isn’t an LLC, but you’re set up as an ac-
tual S corporation, you’ll probably just keep the struc-
ture you have now.  If you are actually a partnership or 
sole proprietorship, you need to change, because you’re 
practicing naked in the asset protection shark tank. 
 
Some Tax Benefits 

 
Assuming you are an LLC taxed as an S corporation or 
an actual S corporation, the S tax structure allows you 
to take a “reasonable salary” out of the practice and 
then dividend or “distribute” the rest of your “profit” 
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Your Major Threats 

 
One of the major economic tenants of Obamacare is; 
the doctor will be paid less.  That means as a doctor, 
you may be looking at an income hit.  It isn’t going to 
be possible to make up the difference by seeing more 
patients.  This is a time to stand back, take a deep 
breath, and sharpen the saw.  It’s trite, but true.  If you 
can’t work harder, you’ve got to work smarter. 
 
Although Obamacare is a big threat to your financial 
stability, it isn’t as big of a threat as the IRS.  The IRS 
is your major asset protection threat.  It’s even bigger 
than malpractice and the lawyers.  Ironically, the only 
way to control the IRS is to become a student of the 
law.  No, you don’t have to become a lawyer or an ac-
countant, but you do need to manage your practice and 
financial life in a manner that takes advantage of the 
laws that cut in your favor. 
 
Don’t just dismiss this article and say you have a great 
CPA, so your work is done.  You can’t blindly trust any 
professional.  I learned that lesson as a 27 year old.  I 
was sick.  The family doctor said I had cancer.  He 
handed me off to the specialist, who said I just had an 
infection.  He treated me for 18 months for an infec-
tion.  Finally, when I had heart failure, the cardiologist 
diagnosed the cancer.  After five months in intensive 
care and three years down, I studied up enough to know 
that all the specialist had to do was give me a blood 
test, and he would have found the cancer.  I just blindly 
trusted, and it nearly cost me my life. 
 
Even if you trust you CPA, it’s your job to “generate 
the numbers” that your accountant can use at the end of 
the year to calculate your taxes.  The first concept that 

Letter To The 

Editor 
 

Practice Smarter To Make More 

Money 

 
 
by: Lee Phillips, JD 

(Continued on next page) 



avoid your own malpractice, but the company structure 
can protect you from the other issues that arise in your 
business.  If you are a good doctor, you are more likely 
to be sued by an employee than you are a patient.  The 
company will protect you from that type of lawsuit. 
 
Whether you think you are rich or not, the new laws are 
bring the target painted on a doctor’s back into ever 
increasing focus and putting the doctor in the crosshairs 
of the IRS and other confiscatory government pro-
grams.  To maintain even status quo, doctors are going 
to have to use every law that cuts in their favor 
 
About the Author 
 

Lee R. Phillips, JD is a Counselor to the United States 

Supreme Court.  He has given over 5000 speeches to 

business owners showing them how to structure their 

businesses for success, protect their assets, and save 

taxes. He is a published author in several journals. 
 

Lee will be a featured speaker at the annual Getaway 
Weekend (see pages 160-161) n St. Louis, Missouri 
� 

 
 
 
LEGACY CONTINUES: (continued from page 143) 
 

system is that we are not designed to live with foreign 
protein within us.  The benefit of our current transplan-
tation system is that it fills a human need to allow our 
benefits to outlive our mortal being.  Sacrifice has his-
torically always been a part of the correction of human 
wrongs, and organ malfunction is apparently no excep-
tion. The tweaking alluded to at the beginning of this 
paragraph includes much research and endeavor into 
intra-body tissue replantation.  All of our tissue cells 
contain the same DNA information, and renal cells 
have been shown in vitro to function as hepatic cells.  
The liver, according to NAZI human experimentation, 
has been shown to hold great regenerative powers.   

Let us, the next generation of professional health care 
providers, individually and within like-minded groups, 
continue to move forward in our endeavors to be per-
sonal coaches/trainers of this generation of professional 
health care consumers.  We can become mainstream as 
more and more of the thinking public become aware of 
the benefits to be found within, including the removal 
of the impedances from the natural expressions of 
health.  Is it really too old fashioned to allow food to be 
our medicine, and a doctor’s first vow is to do no 
harm? � 

out without having to pay the social taxes (Social Secu-
rity, FICA, FUTA, etc.) associated with W2 income.  
This will give you about 13% more than if you had 
taken the income as additional salary.  A reasonable 
salary is defined as the salary the average person makes 
preforming the duties you preform.  Go to Monster or 
some other job’s website and look up what the going 
rates are for your job description. 
 
Expenses you make in your company are deductions 
that ultimately lower your adjusted gross income.  The 
income or loss realized in your company comes in on 
your 1040 tax return “above the line,” or above the cal-
culation of your adjusted gross income at the bottom of 
page one on your 1040 form.  The bottom line 
(adjusted gross income line) on page 1 of your 1040 
form is “the line” that all accounting refers to.  You 
want to lower your adjusted gross income by working 
above the line. 
 
Learn to use your practice or company for all the ex-
penses possible.  Computers, cell phones, auto mileage, 
travel, meals, Costco memberships, etc., etc. are all 
expenses justified as business expenses.  There are doz-
ens of other ways your company can expend money 
and get a tax deduction for it.  All of the expenses re-
duce your adjusted gross income. 
 
Establish a company to rent your equipment from.  Es-
tablish the company, and then transfer your equipment 
into it.  The exam tables, computers in the practice, X-
ray machines, and all of the other equipment you use in 
your practice can be moved to the company and rented 
back to your practice.  Money paid for the rent is de-
ductible to your practice.  It will flow through the rental 
company to the owners of the rental company.  Your 
family members are normally the owners. You are 
“shifting” the income tax burden to the family mem-
bers.  If they are in a lower tax bracket than you are, the 
family saves taxes and has more money to spend. 
 
There are lots of ways your practice or “company” can 
be used to lower your adjusted gross income.  For ex-
ample, the retirement plan in your company is funded 
with tax deductible dollars.   But, those dollars come 
out above the line.  Benefit plan expensed paid by the 
company are also above the line expenses that lower 
your adjusted gross income.  All of these tax benefits 
are available to your company, but not to you directly. 
 
Learn to use your practice as a tax shelter, and you will 
be way ahead in the money game.  Of course, use your 
practice as an asset protection tool.  No, you can’t 
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What a pity, since neither of those statements is even 
remotely correct.  
 

Naturopathy has been around for a great deal longer 
than any of the current four year “Naturopathic Medi-
cal”  Colleges, such as Bastyr, National and Southwest 
and more recently Bridgeport.  Traditional naturopathy 
(not necessarily naturopathic “medicine”) generally 
involves investigating a patient’s diet,  lifestyle and 
symptoms, and then helping educate the patient to im-
prove both diet and lifestyle  while at the same time 
often utilizing  various nutritional supplements.  These 
extremely useful products might include vitamins, min-
erals, homeopathic remedies, flower essences, super 
foods, essential oils, Enderlein remedies, probiotics, 
adequate good quality water and others.  They often 
also include special products for supporting specific 
organs or organ systems, or for helping to remove tox-
ins from various parts of the body.  In addition, this 
should include educating the patient/client to use 
healthier and less toxic, soaps, cleansers, skin creams, 
shampoos, sun screens, toothpastes, etc.  Although this 
is a rather simplistic explanation, it gives a general idea 
of what I consider to be the original principles of tradi-
tional naturopathy or traditional naturopathic medicine. 
 

The old saying that power corrupts, and that absolute 
power corrupts absolutely, applies very appropriately to 
all fields and subsets of health and medicine.   Power 
and greed (often coupled with extreme ignorance) actu-
ally make their way into every single part of our soci-
ety.  In some states, physical therapists did not want 
massage therapists to be licensed and felt that only the 
physical therapists should be allowed to do massage.  
For years, the American Medical Association told all of 
its member physicians, that they were NEVER to rec-
ommend chiropractors or chiropractic care or they 
could lose their licenses.  The AMA was (and is) so 
strong and influential, that even after the courts found 
in favor of the chiropractors in a huge lawsuit, the pub-
lic never even heard about the lawsuit, or it’s results, 
which were 100% in favor of the chiropractors.   
 

On the flip side, so to speak, acupuncture is many thou-
sands of years old and proper training in this field takes 
many years of intense study.  Medical doctors, who are 
already licensed to pierce or puncture the skin, made 
certain to get the “right” to practice this field of medi-
cine with only a tiny amount of additional study.  In 
this case, I take the side of the licensed acupuncturists, 
who feel that this is very improper as well as unsafe, 
and may definitely put the public at risk.  If an MD 
wishes to become a CPA or an attorney, they would 
have to go through the entire schooling for these occu-
pations.  This should also be required for acupuncture, 
unless they can show, by taking appropriate examina-

SOUND OFF! 
 

 

 

 The Art of Healing and the 

Art and Politics of Medicine 

 
 

by:  

David J. Getoff, CCN, CTN, FAAIM 

 

It is close to impossible to find any area of health or 
medicine (or any other profession) in which all of the 
actual professionals themselves agree on most topics or 
issues in their areas of expertise.  Nonetheless, naturo-
pathy is so divided and the public is so misinformed 
(what else is new) that the problem has become even 
worse than it is in many other occupations.  My goal, 
with this article, is to greatly reduce this confusion.  I 
fully understand (and accept) that due to the rather 
fierce and divided opinions on both side of these issues, 
that my article may possibly lead to even more argu-
ments and get some “naturopaths” upset.  Be that as it 
may, I write this from my heart, with as much objectiv-
ity, ethics, accuracy and as many facts as there are 
available.  
 

I have been in full time private practice in this profes-
sion, naturopathy, for over 20 years.  For over 15 years, 
I have also been teaching classes and giving lectures in 
the field of nutrition, holistic health and medicine.  I am 
flown in and paid to lecture at medical conferences, 
dental conferences, nutrition conferences, organic 
farming conferences, public health conferences, and 
others venues across the United States.   
 

Although we may call it holistic, complimentary, alter-
native (which it is not), nutrition based, or some new as 
yet to be coined term, the facts remain the same.  To 
the public, we are practicing a form of health care 
which they believe is NOT drug based and which is 
designed to locate the cause, rather than to simply sup-
press undesirable symptoms (while letting the causes 
continue without ever being addressed).  Many of the 
severely misinformed public, as well as most of the 
medical profession, also believe that none of what we 
do is based in sound science and that it generally does 
not work. They also believe that the vast majority (or 
everything) that allopathic medicine does with its 
drugs, surgeries, chemotherapy and radiation, is in fact 
based in sound repeatable and well researched science  
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tions, that they already have this knowledge (which 
they do not).  
 

This brings us to naturopathy.  Traditional naturopathy, 
or traditional naturopathic medicine does not include 
the use of any prescription or non prescription drugs or 
surgical procedures and does not require any unclothed 
examinations of the patient. 
 

In the United States, only a minority of states currently 
have laws regulating the practice of naturopathy.  I be-
lieve this number is around 20, and of these, only a few 
regulate, register, license, or certify, traditional naturo-
paths.     
 

Before I continue, I need to explain that although we 
(the public) are continually told that licensing laws are 
put in force to protect us, this is most often an out and 
out lie or a grave misrepresentation of the facts.  There 
are two main purposes of licensing a trade.    
 

The first is in order to collect revenue for the city, 
state, county or other municipality which is issuing the 
license.  Many states will often look for new profes-
sions to license so as to bring in additional revenue.  
Have you ever noticed how the best and worst mechan-
ics, plumbers, contractors, painters, dentists, and doc-
tors, all have the same licenses?  The state received its 
money, so the state is happy.  Regulations to stop the 
bad ones from continuing to practice rarely ever get 
enforced and therefore, EXTREMELY BAD  (but 
properly licensed) professionals and tradespeople, con-
tinue to damage our homes, and automobiles and harm 
our bodies each and every day. In California, it is well 
known by many, that the state contractors license board 
has inadequate power and staffing for them to investi-
gate reported infractions, and remove licenses from 
dishonest or inadequately trained contractors. 
 

The second reason comes from the professions them-
selves.  In order to prevent other individuals, regardless 
of their levels of knowledge, training and expertise, 
from legally practicing a specific trade, one group gen-
erally tries to license only the people that THEIR OR-
GANIZATION wishes to have this privilege of work-
ing with the public.  That is why in some areas, such as 
in the District of Columbia, it actually says Privilege 
License on the certificate.  Neither of these reasons is 
helpful to the public.   
 

As an excellent example of not caring about the public, 
but only about their membership, we have the Ameri-
can Dietetics Association which recently had the nerve 
to rename themselves as The Academy of Nutrition and 
DieteticsThis organization continually tries to “lock 
up” the field of nutrition in each state, so that only their 
(often inadequately trained) registered dieticians may 
practice.  Florida is one of a number of states in which 

they have succeeded. If you have a PhD in nutrition 
from Harvard, and you are currently a professor of nu-
trition at the Harvard Medical School, you are not per-
mitted to counsel people or give public lectures in nu-
trition in the state of florida, unless you also have the 
far lower credential of being a registered dietician or 
RD.  The fact that our government agencies allow spe-
cial interest groups to get this type of power grabbing 
nonsense legislation passed, is appalling and an affront 
to our constitutional freedoms. 
 

Few states regulate the field of nutrition and even fewer 
regulated the practice of naturopathy until not too long 
ago.  Then began a slow but dramatic change which 
continues today, and although some will tell you it is 
being done to “protect” the public I vehemently dis-
agree.  The published research on just how bad 
“modern medicine” really is, has become so over-
whelming that it is extremely scary.  The number of 
people who die every year due to “correctly pre-
scribed” prescription drugs has been estimated between 
120,000 - 160,000  and this has been published in peer 
reviewed Medical Journals!  Death by medicine is one 
of the best articles ever written on this subject and it 
was written in collaboration by three MD’s and two 
PhD’s.  These experts, with references and documenta-
tion, place the number of deaths caused annually by 
“conventional” medicine at  783,936.  Conventional (or 
drug and surgery based) are much better terms for our 
main form of medicine, since based on the proper defi-
nition of the word, it is clearly NOT traditional.  Tradi-
tions have been carried out for thousands and even tens 
of thousands of years, while our form of medicine 
(unlike the traditional forms of Indian Ayurvedic and 
Chinese medicines) is barely 200 years old.  In it’s cur-
rent form, with loads of synthetic pharmaceutical drugs 
and unnecessary surgeries (see death by medicine arti-
cle link below) it is far younger even than that. http://
naturopath4you.com/images/Death_by_Medicine.pdf  
 

Once again, the main point I am trying to make, is that 
although regulations and licensing are fairly strict for 
medical doctors, it does not seem to in any way be pre-
venting or even reducing this HUGE number or annual 
deaths.  We even have a special word for doctor caused 
illness or death and that word is iatrogenic.   
 

Enter the newest form of naturopaths that I personally 
have coined my own term for many years ago.  Since 
they DO NOT practice traditional naturopathy, 
since they strongly desire the legal rights to prescribe 
drugs and to do surgery as well as to do full body un-
clothed examinations and since they DO NOT repre-
sent the drugless ideals of traditional naturopathy, I 
refer to them as Medical Naturopaths. 
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As a traditional naturopath, I do not consider myself to 
be competing with true physicians (MD’s and DO’s).  
Most of our population incorrectly believe that these 
professionals have the knowledge to help them get well 
and retain their health.  Far too few of our population 
understand the difference between suppressing a symp-
tom and addressing its cause.  Even fewer are aware of 
the horrendously poor published statistics on medical 
interventions and so they continue to rely on their phy-
sician whenever they have a problem.  To show just 
how ignorant the public really is in this area, I will give 
a general example regarding nutrition and medicine.   
 

Although a large percentage of people do in fact know 
that medical doctors receive almost no nutritional edu-
cation, they still ask their MD’s for nutritional advice.  
It is like asking your plumber how to invest your 
money or your locksmith about how to re-wire your 
home.  I always try to educate my patients to be better 
aware healthcare  consumers.   Some, however, will 
still seek approval from their MD’s for the nutritional 
supplements I recommend.  This very sad, and occa-
sionally even fatal mistake has bothered me for many 
years.   The MD is asked about something of which he/
she knows very little, but worse still, they will gener-
ally give an opinion instead of saying they do not have 
adequate training or knowledge in that area. The patient 
is generally the one who suffers.  I have a number of 
patients who have told me about family members, who 
they are convinced might still be alive today, who were 
so scared by the MD’s about taking some healthy nutri-
tional supplements, that they stopped them all, even 
though they could tell they were improving their health 
and making them feel demonstrably better, just to NOT 
go against their doctors “orders”.   
 

I like to make sure all of my own patients understand 
that we have (incorrectly) accepted the term “doctors 
orders”.  In reality, unless you are in a prison or in the 
locked ward of a psychiatric institution, the doctor is 
actually giving you his or her honest recommendation 
or opinion, of what to do or what to take.  I refuse to 
call this an order, since he or she is not your command-
ing officer, and if you choose not to follow their recom-
mendations you will not go to prison nor will you get a 
ticket or be fined.  In many cases, it is sad to say, you 
may actually remain healthier.  Their “prescription”, 
written on a Rx pad with their prescribing license num-
ber or credential, does however give you the “legal 
right” to purchase their recommended drugs from a 
licensed pharmacist. 
 

Enter the “Medical Naturopath”  an entirely new field 
and one which has been, and is being developed and 
pushed into the field of medicine.  In order to carve out 
a larger niche with a huge reservoir of possible patients 

(Continued on next page)  

and dollars, the field of medical naturopathy was qui-
etly born a few decades ago.  I have even personally 
spoken with some individuals who met with Dr. Joseph 
Pizzorno when he was discussing his plans and goals 
for developing and licensing this field of health practi-
tioner across America.   
 

The medical naturopath (a term which I coined) is a 
strange combination of allopathic (drug and surgery 
based medicine) and naturopathic (holistic non drug 
medicine).  It is a profession which is being populated 
by the schools which produce this rather different kind 
of health practitioner.  Their group is going from state 
to state with only one clear agenda, which, I am sorry 
to say, they are slowly accomplishing.   Find ways to 
get as many states as possible, to pass legislation which 
licenses their medical naturopaths, prevents all other 
naturopaths from remaining in practice, and gets the 
states to allow these practitioners to call themselves 
physicians and not simply doctors.  This part is a clear 
power and status grab since dentists, PhD’s, chiroprac-
tors, podiatrists, acupuncturists, optometrists, and a few 
others are only allowed to use the term doctor in almost 
every state, and never physician.  The word physician 
has been previously “sewn up”, most likely by the 
AMA, for MD’s and DO’s, who were previously the 
only medical professionals fully licensed as physicians 
in every state for all medical specialties and surgeries.  
Some of the definitions I found in web based dictionar-
ies, actually said that physician is another term for 
Medical Doctor or MD.  
 

The medical naturopaths and their political groups, 
clearly want their members to be looked at as equal to 
these other physicians.  This must be for the purpose of 
money, power, insurance billing abilities, etc., since 
there are no credentials, initials, or titles, which can 
make someone better able to help you get well.  I often 
have to correct my patients and tell them to NOT call 
me doctor.  I tell them to “please reserve that title for 
all of the professionals who were NOT able to help 
them, which is why they have now come to me”. 
 

The original medical Hippocratic oath included word-
ing regarding the patient which said  I will do no harm 
or injustice to them  which is most definitely NOT 
being abided by in allopathic medicine today.  If it was, 
then medical doctors would always try nutrition, sup-
plements, and life style changes before resorting to 
drugs and surgery, except in emergencies.  If the medi-
cal naturopaths would at least bring back this important 
oath’s purpose, then I would applaud them for their 
efforts.  Alas, it has been shown that most medical na-
turopaths spend little time covering nutrition and diet in 
their initial consultations, while instead doing more of a 
standard “medical” intake work up, physical exam, and 
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ordering lab tests.  I have treated many patients who 
had previously worked with a medical naturopath.  
They were always surprised at how good my results 
were in supporting their own body’s systems.  Their 
medical naturopaths had often prescribed antibiotics for 
infections and hormones for various imbalances.  They 
also often ordered thousands of dollars worth of Medi-
cal Lab tests (just like an MD) for each patient.    Drugs 
for symptoms instead of nutrients and diet changes, just 
like a medical doctor.  In fact, if the medical naturo-
paths have their way, and traditional naturopathy be-
comes outlawed, there will be far fewer health practi-
tioners available for those educated citizens who wish 
to stay away from drugs and surgery whenever possi-
ble.  True holistic medicine would actually be taking a 
step backwards! 
 

Since I do in fact believe that there is adequate room 
for both types of naturopaths (something that their 
group strongly feels is NOT possible), I would person-
ally be in favor of either of two methods for handling 
our current friction promoting situation.  
 

The first possibility would be for states to copy what 
California has done.  In my state, the regulations allow 
both of these professionals to legally practice, and the 
medical naturopaths can only refer to themselves as 
doctors, not physicians.  They get the opportunity to 
acquire a state license and so they have to remain 
within their licenses “scope of practice”.  Traditional 
naturopaths remain unlicensed, but are allowed to LE-
GALLY practice their healing arts on the public.  The 
law requires that all unlicensed health practitioners 
must have their patients/clients fill out a waiver form.  
This form must include that the signer understands that 
their practitioner is not licensed by the state of Califor-
nia; that the practitioner is NOT a doctor or physician; 
and that any treatments they provide are to be consid-
ered complimentary to the treatments of the state li-
censed healing arts.  The waiver must also contain in-
formation on the training that the practitioner has 
(whatever that may or may not be) and the patient must 
be offered a copy of this form to take and save if de-
sired.  I consider this an exceptionally forward thinking 
and ethical way of handling the two naturopathic occu-
pations.  The medical naturopaths were extremely upset 
that they were not given the right to call themselves 
physicians (which they had managed to get passed in 
many other states) and they were equally upset that the 
traditional naturopaths were allowed to continue to 
practice legally. They had succeeded in getting us 
thrown out in most of the other states in which they 
achieved their own licensure. 
 

The second possibility, that I feel would also be equi-
table, fair, and not harmful to the public, would be dual 
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licensure.  For this to work properly, the medical natu-
ropaths would become licensed and allowed to call 
themselves doctors and would be able to prescribe 
those less dangerous prescription drugs that they re-
ceived adequate training in the use of.  This might in-
clude antibiotics, hormones and some of the other non 
narcotic drugs. They would be licensed to perform 
those surgeries in which the state could determine they 
had received adequate training, and would be allowed 
to order all appropriate lab tests on their patients. 
 

If the state felt it was appropriate, they would be li-
censed to receive insurance reimbursements. 
The traditional naturopaths would have to refer to 
themselves as such, and could not use the prefix of doc-
tor.  This, by the way, will infuriate tens of thousands 
of traditional naturopaths as well as their professional 
associations, both of whom believe they should be enti-
tled to be called doctors.  Please note that I am on NEI-
THER SIDE of this particular issue, I am simply con-
veying the facts as I see them, and outlining what I feel 
would be a beneficial and equitable solution.  Both 
sides would need to get off their high horses and be 
willing (they currently are not willing) to do true bar-
gaining, negotiation and arbitration. 
 

The traditional naturopaths would have to use a waiver 
to CLEARLY show their training, and any certifica-
tions they may or may not have, and that they are NOT 
doctors.  They would have to be trained as to when to 
refer their patients/clients to professionals with other 
qualifications and would need a second waiver form for 
any patients who refuse and wish to stay with them for 
treatment, knowing that it is not what is considered 
medically advisable.  They would be able to order lab 
tests if it could be shown that they understand how to 
interpret them or had special lab analysis training.  Per-
sonally, I find many MD’s fall way short in this area.  
Like the medical naturopaths, they could use all avail-
able supplements, but unlike the medical naturopaths, 
the traditional naturopaths could not use drugs and 
could not perform any surgery except possibly remov-
ing a small splinter.  They also would not be able to 
receive insurance reimbursements, although in a perfect 
world, if any person wished to use the services of ANY 
holistic professional, it would make sense for them to 
be able to get insurance coverage for the professional 
of their choosing.  Especially if they chose NOT to use 
their insurance for standard medical care which is al-
ways more costly.  If this could be done in every state 
which licenses naturopaths, I feel the two groups might 
not only be able to work in the same state, but possibly 
even in the same clinic!  Heck, maybe a few might 
even be able to become friends.  Wouldn’t that be nice. 
 

I have been booked up months in advance from only 
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word of mouth advertising for almost two decades.  I 
do understand that I am very different from the major-
ity of both groups of naturopaths.  I spend an average 
of 10-15 thousand dollars each year attending scientific 
nutritional medicine conferences and seminars.  I have 
attained many additional certifications over the years 
and I am now flown in to lecture at some of the same 
scientific conferences that I had previously gone to 
only as an attendee. 
 

I was flown in to give a day long lecture on traditional 
diets and Price-Pottenger based nutrition at the South-
west College of Naturopathic medicine.  I have testified 
as an expert witness in court, in the field of clinical nu-
trition and am board certified in that field as well as in 
traditional naturopathy and in integrative medicine.  I 
have also given lectures and day long seminars at both 
medical and dental conferences.  Somehow, the fact 
that I have not attended one of a select few naturopathic 
medical colleges, has never prevented me from helping 
my patients get well.  It has also not kept me from 
teaching physicians, nutritionists, naturopaths, dentists 
and the public to improve their health or the health of 
their patients/clients and family. 
 

With all of this in mind, I continue to believe that noth-
ing is written in stone.  Six experts in the same field of 
medicine may give six (or more) different opinions and 
treatment proposals for the same condition or patient.  
Why then are most medical professionals (and many 
other health professionals as well) so certain that only 
their group is right and no one else should even be 
allowed to treat the public?  Greed, power, and fear of 
losing their income. 
 

One more area that needs to be covered is that of the 
actual harm perpetrated on the public by those whom 
we entrust to keep us healthy. 
 

One of the greatest problems with medicine, both allo-
pathic, naturopathic, and alternative, has to do with the 
totally misconstrued idea of working to eliminate 
symptoms rather than to help the body heal, so that the 
symptoms will then go away by themselves. Allopathic 
medicine does this with drugs and surgery and naturo-
pathic medicine too often does this with drugs and sup-
plements.  As one example, an MD or DO might pre-
scribe a psychiatric medication for depression while a 
ND might prescribe the herb St. Johns Wort, which has 
been shown in many excellent studies to work just as 
well.  My problem here is that although the patient’s 
depression was clearly not caused by a deficiency of 
the prescription drug, it also WAS NOT caused by a 
deficiency of St. John’s Wort.   Neither of these treat-
ments will be addressing the cause and so neither is 
truly a holistic therapy working to heal the imbalance 
in the body which is causing their depression.   

Yes I will agree that the herb will have far fewer if any 
side effects, but once again I would still consider this a 
medical approach rather than a heal the body approach, 
which is what I strive for, and what everyone should 
target as their goal, if they truly want to improve health 
and not just improve the way someone feels.   
 

I do understand that many patients are only looking for 
a quick removal of their symptoms, and are not inter-
ested in WORKING towards better health.  For those 
individuals (the majority, sad to say) I have no problem 
when they get the treatment they were asking for, as 
long as someone informed them of the difference. 
 

For centuries people have made references to the heal-
ing arts rather than to medicine and I do believe that 
healing is far more of an art than a science.  This is one 
of the reasons that physicians, with all of their 21st cen-
tury diagnostic and treatment equipment and devices at 
their disposal, are still unable to prevent or reverse 
heart disease, cancer, diabetes, multiple sclerosis, ALS, 
Alzheimer’s, and many other conditions plaguing our 
population.  If you look at these conditions, in reality 
they are actually all SYMPTOMS!  Symptoms of an 
improperly operating immune system, symptoms of a 
poisoned neurological system, symptoms of a degraded 
pancreas, etc... 
 

Some exceptionally effective therapies, but which phy-
sicians have been taught are bogus and only promoted 
by charlatans, include the Gerson therapy, fasting, de-
toxification, iv ozone, iv hydrogen peroxide, coffee 
enemas, ultraviolet blood irradiation, iv vitamin C and 
many others, continue to cure many so called incurable 
diseases when they are properly utilized and adminis-
tered by those few professionals knowledgeable in their 
procedures and protocols.   
 

As a brief sidebar to exemplify the main roadblocks 
which medicine faces when it comes to learning what 
might help their knowledge base and therefore their 
patients, I will add in a few very appropriate quotes. 
 

What gets us into trouble is not what we don't know,  

it's what we know for sure that just ain't so. Mark 
Twain 
 

"It Is Impossible for Anyone to Begin to Learn What He 

Thinks He Already Knows." Epictetus (55 AD - 135 
AD)  - Greek born Roman Philosopher 
 

There is a principle which is a bar against all informa-

tion, Which is proof against all arguments, and which 

cannot fail to keep a man in everlasting ignorance. 

That principle is- contempt prior to investigation. Her-
bert Spencer (27 April 1820 – 8 December 1903) Eng-
lish philosopher 
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The above quotes explain the problem far better than I 
could manage in so few words. The last quote, by the 
Philosopher Herbert Spencer, is to cover the millions of 
physicians who, in their daily practices, have contempt 
for and dismiss, put down or degrade, many therapies 
which their patients ask them about, such as some of 
the ones I listed previously.  They have NEVER tried 
any of these non-toxic (and much less harmful than 
their drugs) therapies nor have they ever read published 
double blind studies using these therapies.  The medical 
pharmaceutical complex has done everything in its 
power (which is a great deal) to prevent any good stud-
ies from ever being approved or carried out, since bene-
ficial results might cause a gigantic loss of income and 
profits for them. 
 

Have all of our most famous sculptures and painters 
had college degrees in art or painting or sculpture?  
Most certainly not.  Have all of the most important in-
ventions and advances in science been discovered or 
invented by those with advanced college degrees in 
their fields? Most definitely not.  Why then, do we not 
allow, by numerous laws and regulations and other 
road blocks, people from trying to heal others, unless 
they have certain initials after their names?  Why are 
children taken away from their parents if the parents 
have decided not to do what their doctors have recom-
mended to treat their children’s cancers? 
 

The best answer I can give is to protect the territory and 
profits of the licensed  professionals with very strong 
and wealthy support groups or unions..  The second 
answer (really a part of the first) is to prevent the public 
from finding out which and how many, of the non 
medical therapies actually work better than the ones 
being prescribed, as this knowledge could surely topple 
their castle which includes their profits and their liveli-
hood.  The old and very appropriate statement is “The 
emperor has no clothes” or in slightly more modern 
cinema, “pay no attention to the man behind the cur-
tain” and then “the great and powerful OZ has spoken”. 
 

I have had many patients over the years, who have told 
me, as their bodies heal and their symptoms subside, 
that their physicians are speechless.  Some show a trace 
of open-mindedness and tell the patient that they have 
never seen anyone get better from their condition and 
they should keep doing “whatever” they are doing, but 
they don’t enquire as to what that may be.  Others sim-
ply proclaim that since the condition that had been di-
agnosed  (kidney disease, liver disease, autism, etc...) is 
incurable, and since they no longer have this condition, 
their diagnosis had been incorrect.  What a nice way to 
side step the possibility that their base of knowledge 
might be wrong.  I suggest that you re-read the previ-
ous three quotes with this in mind. 

 

One of my seemingly impossible dreams, is to one day 
live in a society (or better yet a world) without arro-
gance, ignorance, greed and double standards.  A world 
where we could all communicate openly and iron out 
our problems and our differences without political, le-
gal, religious or physical barriers and the waging of 
wars against one another.  As I listen to the two main 
political parties argue in the media, I fear I may never 
get to see this.  When one political group is against an 
idea, proposition, regulation etc., that they were previ-
ously very much in favor of, simply because this time 
around it is being proposed by the other side (the en-
emy) the problem becomes all too clear.  What is better 
for the population has become completely irrelevant in 
favor of what is better for “MY GROUP” whoever that 
happens to be at the moment, and regardless of how 
much harm it may do to the general public or our econ-
omy. 
 

One can only hope and dream, and I will continue to do 
so as I help people to improve their health. 
 

David J. Getoff, CCN, CTN, FAAIM   
www.Naturopath4you.com   
www.NutritionEducationDVDs.com  
 
David Getoff is a Board Certified Traditional Naturo-
path, a Board Certified Clinical Nutritionist, a  Fellow 
of the American Association of Integrative medicine, 
an elected member of the American College of Nutri-
tion and the International College of Integrative Medi-
cine and the vice president of the Price-Pottenger Nutri-
tion Foundation. 
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ropathy or nutrition in three states and has a waiting list 
private practice in El Cajon California.  David devel-
oped the 10 week course entitled Attaining Optimal 
Health in the 21st Century which he has been teaching 
to packed classrooms through the Grossmont/
Cuyamaca College extended studies program, every 
semester for the past 15+ years. 
 

David has been a paid presenter at numerous scientific 
medical, nutritional and dental conferences around the 
U.S. and has given many all day seminars in diet, sup-
plements and detoxification His main web site can also 
be reached at www.DavidGetoff.com  
� 
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The Federal Department of Transportation (DOT) 
developed the Federal Motor Carriers Administration 
(FMCSA) to reduce crashes.  According to the Federal 
Motor Carriers Safety Administration there are around 
6-7 million commercial truck drivers in the United 
States that are required to have a DOT medical exam.1 
When speaking about motor vehicle crashes involving 
a large semi-tractor trailer, it’s not a matter of if one 
will occur, but rather when.  The health status and 
overall alertness of a commercial truck driver can have 
a large impact on how safe our roadways are for 
anyone choosing to travel.   This is why the FMCSA 
requires all commercial truck drivers, with a class A, B, 
or C license, have a physical examination to determine 
his/her overall health condition and whether the driver 
is safe to be a commercial truck driver. 
 
DOT medical exams are extremely important.  Towed 
weights can be well in excess of 10,000 pounds.  While 
many of the commercial truck loads are commonly 
non-volatile and relatively safe, some contain 
hazardous materials.  Regardless of the type of load 
(microwaves, school books, or lighter fluid), a 
commercial tractor-trailer on the public roadway is a 
potential lethal encounter in the hands of an unhealthy 
driver.   Drivers must be attentive and alert.  They must 
drive defensively and be able to navigate their vehicle  
in a variety of weather and traffic environments. 
 
Obviously, a driver’s health may impact his/her ability 
to drive safely.   From an overall health perspective, it 
is of paramount concern to focus on a driver’s health 
condition as it relates to potential sudden incapacitating 
events. 

Conservative Primary 

Care: Treatment 

Provider Roles  

While Providing 

DOT Services 
 

by: Christopher Murray, DC, DABCI 

(Continued on next page) 
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The FMCSA has now created the National Registry of 
Certified Medical Examiners.2  This registry, on the 
FMCSA/NRCME website, is composed of doctors of 
chiropractic, doctors of medicine, doctors of 
osteopathy, advanced practice nurses, and any other 
health care professionals that are allowed to perform 
these examinations per their state law.  Any of the 
above professionals must take specialized training and 
pass a certification exam to be placed on the registry as 
a Certified Medical Examiner (CME).  DOT drivers 
will need to use health professionals on this registry to 
satisfy the federal and state medical exam require-
ments.  A certified medical examiner will determine 
whether commercial motor vehicle drivers are 
medically fit to drive and how long they may go 
without another medical exam, not to exceed two years. 
 
The situation often arises when a driver with particular 
health related deficits needs care from a treatment 
provider in order to continue driving a commercial 
motor vehicle.  Two of the most common areas of 
driver disqualification and certification interval reduc-
tion are hypertension and diabetes.  Hypertension is 
diagnosed when a driver’s blood pressure meets or 
exceeds either/or 140 mmHg systolic and 90 mmHg 
diastolic.  While minor elevations in blood pressure are 
not known to cause a substantial increase in creating a 
sudden incapacitating event, more extreme elevations 
in blood pressure and/or other concomitant pathologies 
(coronary artery insufficiency and other cardiovascular 
conditions) may certainly increase the likelihood that a 
driver of a commercial motor vehicle may indeed pose 
an increased risk of motor vehicle crash scenarios. 
 
Of obvious concern in the management of a driver 
taking antihypertensive medications is the side-effect, 
hypotension.  Hypotension by itself could cause a 
sudden incapacitating event, thus increasing the 
likelihood of a vehicle crash.  Because of the risks 
associated with hypertension and driving, the FMCSA 
handbook suggests that a driver diagnosed with 
hypertension be certified for one year.3  After that year 
the driver would need to return for another 
examination.   A driver who has hypertension needs to 
be well controlled and have no substantial side effects 
from the treatment involved. 
 
Diabetes, more specifically type II diabetes, is another 
condition that by itself may not significantly increase a 
person’s risk of being involved in a vehicle crash.  
However, depending on the severity of the condition, 
other areas of underlying co-morbidity and 
hyperglycemic medications taken for said condition, 
certain diabetic drivers may certainly be at an increased 



risk of a sudden incapacitating event.  That being the 
case, it is extremely important for medical examiners to 
be very cognizant of the risks associated with this 
condition, the effects on different organ systems, and 
different management approaches. 
 
As noted earlier, FMCSA has recommendations, or 
industry standards, to which CMEs  should adhere.  In 
the area of type II diabetes the recommendations 
obviously apply here as well.  FMCSA recommends 
that in the case of a type II diabetic who is in need of 
insulin to control his condition, there are too many 
variables that may lead to a hypoglycemic event and 
therefore the driver should be disqualified.4  In all other 
type II diabetic drivers where the condition needs to be 
treated to be controlled, it is recommended that the 
driver have a certification interval of no longer than 
one year.5 
 
Any reduction in certification interval is concerning to 
drivers and owner/operators of commercial trucking 
businesses. Decreased certification interval means more 
exams, less drive time, and more expense.  The purpose 
of certification reduction, of course, is not to be 
burdensome on the driver or the employer, but rather to 
protect the driver and the public from the possibility of 
an unnecessary health-related crash.  Once again, the 
goal of the FMCSA and the NRCME program is to 
reduce crashes. 
 
From a conservative primary care perspective, it is vital 
to remember that treatment of either of the afore 
mentioned conditions, hypertension or type II diabetes, 
may involve pharmacological and non-pharmacological 
forms of intervention.  FMCSA specifically notes that 
these conditions may need to be controlled through 
medications, diet, and lifestyle modification. This being 
the case, conservative primary care providers should 
welcome the possibility of not only being a driver’s 
CME, but also their treatment provider.  There have 
been concerns voiced in creation of the NRCME, 
pointing out that a medical examiner acting also as 
treatment provider may encounter greater challenges in 
being objective when determining medical fitness for 
certification and determining certification interval.  
These concerns do have merit.  The examiner who is 
also acting as treatment provider should ensure that 
these two roles are exclusive and the decision to certify 
should not be based on the possibility that the driver 
will become a patient.  The examiner must be cognizant 
of the roles of treatment provider and examiner and 
remain objective when determining certification status 
and interval. 

(Continued on  page 156) 
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Consider two of the following case examples.  In our 
first example (chart 1), a 39 year old male driver 
presented for his medical exam.  On history he revealed 
that his diet was filled with an abundance of refined 
processed food, soda pop, and generally he had a poor 
diet.  He did not live an active lifestyle in terms of 
athletics or manual labor.  He was not taking any 
medication and had no known diagnoses. On 
examination, several notable findings were present.  
The most significant finding was that he was 
hypertensive.  Per FMCSA general recommendations, 
he was given a 1-year medical card.  This was the first 
time he had a certification interval that was less than 
two years.  He was quite angry with himself for 
allowing his health to become impaired.  He asked me 
to help him come up with a health plan that would 
manage his condition and bring about general health 
improvement. A full blood panel was ordered.  
Highlights of his initial and subsequent exams and lab 
work can be found below. 
 
Chart 1 

In this example, the patient’s treatment plan involved 
dietary and lifestyle changes only.  He was advised to 
stay away from refined foods, fatty/greasy foods, and 
soda pop.  He was encouraged to consume more fruits 
and vegetables and drink only water.  He was clinically 
deficient in vitamin D, as evidenced on his lab work.   
He was advised to take 5000IU vitamin D, 
cholecalciferol daily.  An exercise regimen was also 
prescribed.  Other prescribed nutrient/supplements 
were a multiple vitamin and omega 3 fatty acids, at 
3000 mg.  The patient adhered quite well to his 
treatment program.  As noted above, many abnormal 
findings in the exam and the lab work made noticeable 
improvements. These changes, made without 
pharmacological intervention, will undoubtedly affect 
the driver’s life for years to come and, more 
immediately, will have a positive impact on his 
certification status. 
 
In the second example (chart 2), we find a driver who 
again presents with a history of poor dietary and 





lifestyle choices.  During the exam glycosuria was 
noted.  A blood test revealed he was diabetic.   His 
treatment plan was similar to the one in the first 
example.  On retest, one month later, he had 
considerable improvement as well.  Of course, his 
glucose and A1C values improved, but interestingly 
enough his eyesight improved markedly, from 20/40 
bilaterally to 20/25 bilaterally.  Physiology teaches us 
that high glucose levels can change osmotic pressure 
within tissues, and the lenses of the eye are no 
different.  High serum glucose can certainly affect not 
only retinopathy issues, but can at times actually 
change the shape of the eye contributing to changes in 
vision.  This driver also noted that the pain in his ankles 
had resolved.  He had not complained of pain in the 
ankles on his first visit because he really wasn’t  aware 
of the low grade achy pain until he unexpectedly 
noticed he didn’t have the pain anymore. 
 
Chart 2 

 
In both of the case examples cited here, non-
pharmacologic approaches were utilized in bringing 
about significant health status changes for the drivers.  
This change in health status first and foremost is 
instrumental in extending their lives and improving the 
quality of their lives.  These significant health status 
changes also make them compliant with DOT/FMCSA 
regulations. They were able to make significant 
changes to their health and protect their certification 
status without the use of medications. Both were 
extremely happy. 
 
Conservative primary care physicians often migrate 
toward alternative treatment options and approaches to 
exact needed health changes in their patients.  Note that 
the basic treatment approaches implemented above 
were fairly standard of care.  There are certainly some 
patients that need pharmacological intervention, but it 
behooves us and the health care system as a whole to 
consider non-pharmacological intervention approaches 
as a first line of defense.  Getting to the root cause of 
the problem and identifying and removing modifiable 
risk factors should be viewed as one of the most 
important focuses of health intervention. 

A medical examiner, who is also a conservative 
primary care physician, must apply FMCSA 
recommendations to determine certification status, but 
also should counsel the driver and recommend lifestyle 
and dietary changes if needed.  FMCSA specifically 
acknowledges the role of the ME in counseling the 
driver in these areas.  However, when making the 
necessary lifestyle and dietary recommendations one 
must also utilize objective testing to ensure that the 
patient’s health status is improving.  In addition to 
making the right prescription for health, we must 
evaluate the driver’s course of treatment and refer out 
for pharmacological and/or surgical intervention if 
needed.   
 
DOT medical exams are a vital function for our 
country. Conservative primary care providers can 
improve our cultural authority/standing in the 
community by providing these needed services.  
Additionally, for many conditions we can be the 
driver’s treatment provider as well.  By using our full 
scope of practice and the diagnostic procedures 
available to us, we can identify serious pathological 
conditions in need of pharmacological intervention, 
refer out when needed, and treat what we are able to 
treat based on state law and our level of expertise.  
Becoming a DOT certified medical examiner is a 
simple way to offer conservative primary services to a 
segment of the population that, quite honestly, might 
never have stepped foot into our office otherwise.   
And, to be frank, this segment of the population is one 
that especially needs the important/lifesaving services 
we offer. 
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Have you been fooled? When was the last time you saw 
a Canola tree or plant?  Never!  All this time you 
thought you were doing something good for your body 
only to realize you’ve been Scammed! 
How many people use canola oil for cooking? Better 
yet, how many people choose mayonnaise, salad dress-
ings, baked goods, and other processed foods contain-
ing canola oil? I’m sure there are 1000’s! 
 

In addition, the major fast food chains brag that they no 
longer have trans fats, but have switched to canola oil. 
They use it for their french fries, burgers, salad dress-
ings and baked goods, exchanging it for trans fatty 
acid-laden genetically engineered soybean oil. Defi-
nitely something I wouldn’t eat!  Many of our patients 
have been told that canola oil was supposed to be 
healthier than soy, cottonseed, safflower and corn oil. 
First and foremost they need to remember that canola 
oil is a genetically engineered product. Believe it or 
not, from a molecular biochemical position, canola oil 
actually has higher levels of trans fatty acids than the 
soybean and the other vegetable oils.  So you may be 
thinking, why are there more trans fatty acids in canola 
oil than in soybean oil and the other toxic oils? The 
reason is because canola oil has a higher level of 
omega-3 oils. So in order to make that bottle last on a 
shelf, plus be able to withstand high heat cooking, you 
need over a dozen chemical stages to process canola 
into an oil that will not go rancid. These processes in-
clude not only hydrogenation but deodorization of the 
omega-3. This process can form as much as 40% trans 
fatty acids in canola, even more than soybean oil.  
 

The following have been directly attributed to the ca-
nola scam: 
• Canola depletes vitamin E which will impact chr-
onic diseases (heart, cancer, Alzheimer's, and diabetes). 
• Canola increases the rigidity of membranes ( a ma-
jor aging factor and a trigger for degenerative diseases 
like diabetes). 
• Canola has the potential to damage hearts creating 
fibrosis impairing the action of vitamin E (crucial in 
inflammation). 
• In human studies there was an increase in lung can-
cers as well as heart damage. 
• Canola has been found to shorten the lifespan of 

The Truth  

About Canola Oil 
by: Elena Morreale, DC 

animals and in others it lowers the platelet count and 
increases the size of the platelet cells. 
• Daily canola oil raised the triglycerides a stagger-
ing 47%. 
 

Interesting fact: In 1985 the Federal Register (official 
journal of the federal government of the United States) 
stated the FDA outlawed canola oil in infant formulas 
because it retarded growth. Now that is scary that they 
knew a quarter of a century ago that it was not good for 
babies, but now it's suddenly okay for everyone else. 
WOW! What makes this frightening is the politics of 
the food industry are so powerful that this information 
will not come out for at least another couple of dec-
ades. Why? Well, the regulatory agencies have also 
been duped and simply have NOT done their research. 
They have been deceived into believing that canola is 
the next best oil. Many have vested their legislative 
careers in the oil change making it darn near impossible 
to admit this fatal error and turn this problem around. 
It simply is not going to happen anytime soon. 
 
Remember it took decades before the dangers of trans 
fats were finally exposed. Regulatory "authorities" 
have managed to ignore even the warnings of the Har-
vard School of Public Health that stated decades ago 
that there is no safe level of trans fats.  
 

Here is a shocker you may not know, but some how is 
not surprising! In spite of the enormous proof of the 
dangers of trans fats (some of which were reported by 
Harvard researchers decades ago), the FDA has al-
lowed food manufacturers to put the words 'NO 
TRANS FATS" to be plastered on any label if there 

are less than 500 mg of trans fats per ½ cup serving. 
Again Harvard researchers showed ages ago that there 
is no safe level of trans fats, since trans fats have 
grossly changed the fundamental chemistry of our cell 
membranes.  
 

The sad thing is many people think they are safe and 
knowledgeable in choosing canola oil, because they 
have fallen for the hype without finding out the facts 
for themselves. The bottom line is you don't want to 
ingest any food containing GMO canola oil or hydro-
genated vegetable oils (soy, cottonseed, safflower and 
corn). Butter, grape seed oil, olive oil (preferably cold-
pressed, unfiltered, extra virgin) are great for cooking 
and for salad dressings. It goes without saying any oil 
in dark glass is preferred over plastic as well. 
 

About the author 
 

Dr. Elena M. Morreale is a Doctor of Chiropractic and 
a Bioenergetic Practitioner.  She has been in practice in 
Tampa, Florida since 1997.  � 
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Hypertension affects about one in three persons in the 
U.S, and the estimate by the Center for Disease Control 
(CDC) is that approximately 68 million U.S. adults 
have high blood pressure (HBP).1  As a leading risk 
factor for mortality, HBP accounts for 13.5% of all 
deaths,2,3 and frighteningly, there are often no warning 
signs or symptoms associated with HBP.  Consequently 
this disease often goes unrecognized, making it a po-
tentially deadly syndrome.  Additionally, according to 
the CDC, having HBP also raises the risks for other 
conditions such as heart disease and stroke,4 which ac-
count for the leading causes of death in the United 
States. 
 
In addition to pharmacological means, vitamins, miner-
als and botanicals can also be a beneficial adjunct in the 
management of hypertension.  As well as these, other 
‘alternative approaches’ proven beneficial in support-
ing the normalization of BP include lifestyle changes, 
meditation, yoga, and biofeedback.5 
 
Vitamins, minerals and other natural products possess 
properties that beneficially impact blood pressure (BP).  
Although numerous natural products can beneficially 
impact BP, this discussion will focus on a combination 
of the following: Vitamins C, D, and B6, magnesium, 
taurine, biotin, and grape seed extract (GSE), all of 
which offer beneficial attributes in impacting BP. 
 
Vitamin C functions as a powerful water-soluble anti-
oxidant and it aids in protecting other naturally occur-
ring non water-soluble antioxidants, such as vitamin E, 
from oxidation.  It also serves to maintain the unsatura-
tion/saturation ratio of fatty acids, and is required for 
the biosynthesis of collagen, L-carnitine, and certain 
neurotransmitters.6,7   Humans, along with certain other 
animals, lack the enzyme L-gulonolactone oxidase, and 

(Continued on page 122) 
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consequently are unable to synthesize Vitamin C 
(ascorbic acid).8 
 
In various human controlled clinical trials 
(epidemiologic, observational, cross sectional and con-
trolled prospective), an inverse correlation between 
vitamin C intake and plasma ascorbate level, and sys-
tolic blood pressure (SBP), diastolic blood pressure 
(DBP) and heart rate has been demonstrated.9  In a re-
view and meta-analysis of clinical trials Juraschek, S, et 
al. noted that short term vitamin C supplementation 
resulted in reduced levels of both SBP and DBP.10  
Likewise, Kupari M. et al. recognized pulmonary arte-
rial hypertension resulting from scurvy, which they 
postulated arose as a consequence of the impaired 
availability of endothelial nitric oxide, and an inappro-
priate activation of the hypoxia-inducible family (HIF) 
of transcription factors.11 HIF coordinates the body’s 
responses to hypoxia, and its activity is regulated by the 
oxygen-dependent prolyl hydroxylases, which require 
vitamin C and iron as cofactors. Prolyl-4-hydroxylation 
is required for oxygen-dependent protein stability of 
HIFs, and is a necessary component in the structural 
assembly of collagens.12  Deficiency of these cofactors 
may result in uncontrolled HIF activity and pulmonary 
vasoconstriction, both of which are responsive to vita-
min C and iron administration.11  Furthermore, the syn-
thesis and availability of endothelial nitric oxide is in-
creased by vitamin C. 
 
Even in the absence of deficiency, Vitamin C has a 
vasodilatory capacity.13  As noted above, vitamin C and 
iron are essential cofactors for the prolyl hydroxylase 
domain enzymes.  These enzymes act as oxygen sen-
sors regulating the activity of the hypoxia-inducible 
family (HIF) of transcription factors.14 Other studies 
suggest that vitamin C may help keep arteries flexi-
ble.15 
 
Vitamin C lowers BP and improves vascular function, 
thus lowering the risk of heart attack and stroke.  Vita-
min C can also be beneficial in nervous irritability, and 
has been demonstrated to improve the production of 
endothelium-dependent nitric oxide, and reduce mono-
cyte adherence to the endothelium.13  Moreover, vita-
min C has been shown to play a role in vasodilation, 
and reduce vascular smooth-muscle-cell apoptosis, 
which prevents plaque instability in atherosclerosis.16,17   
According to the 2001-2002 National Health and Nutri-
tion Examination Survey (NHANES) study, the mean 
intake of vitamin C is 105.2 mg/day for adult males and 
83.6 mg/day for adult females.18  In a study by Hajjar, 
I, et al, utilizing 500, 1000 and 2000 mg, they noted no 
additional benefit in lowering BP with a dose higher 



than 500 mg of vitamin C per day in mildly hypertensive 
patients.19 
 
Vitamin D regulates calcium absorption and metabo-
lism, and also functions as a prohormone.  In this capac-
ity, vitamin D plays an important role in the function of 
both the vascular system and the kidneys.20  Atheroscle-
rosis, or hardening of the arteries, is classified as a 
chronic inflammation of the arterial wall, resulting from 
the accumulation of white blood cells (macrophages) 
and lipids (LDL) in the arterial wall.  Higher vitamin D 
levels help direct calcium to the bones and teeth rather 
than the soft tissues such as the arteries, thus diminish-
ing the potential for atherosclerosis.  A deficiency in 
vitamin D, a largely unacknowledged epidemic,21 is as-
sociated with a risk of cardiovascular disease (CVD), 
combined with its associated mortality risk.22,23,24   In 
patients with hypertension, a deficiency in 25(OH)D (37 
nmol/L) has been independently associated with cardio-
vascular events.25  Vitamin D deficiency has also been 
indicated as an “independent risk factor for incident ar-
terial hypertension”.26 
 
One of the major risk factors for hypertension and car-
diovascular disease is speculated to be an inappropriate 
activation of the renin-angiotensin system,27 which plays 
a role in the regulation of BP.  Renin converts the inac-
tive forms of angiotensin into angiotensin I, which is 
subsequently converted into angiotension II.  Angioten-
sion II acts via AT1 and AT2 receptors, resulting in con-
striction of the blood vessels.  This action elevates BP, 
and in turn mediates the generation of free radicals, po-
tentially resulting in tissue injury.28  It has been demon-
strated that 1,25(OH)2D3 suppresses the transcription of 
the renin gene, in part due to blocking the formation of 
the cyclic AMP within the enhancer region of the gene 
promoter.29 Consequently, vitamin D may function as a 
potential agent in altering renin production, and subse-
quently positively impacting BP and cardiovascular 
health. 
 
Pulse wave velocity (PWV) and left ventricular mass 
index (LVMI) are two parameters assessed as markers 
for arterial disease.  PWV is considered the “gold stan-
dard for non-invasive evaluation of aortic stiffness”,30 

while left ventricular hypertrophy, defined by an in-
crease in left ventricular mass index (> 95 g/m2 in 
women and > 115 g/m2 in men) is independently associ-
ated with an increase in sudden or arrhythmic death, as 
well as an increase in all-cause mortality.31  Further-
more, left ventricular hypertrophy (LVH) predisposes 
patients to organ damage.32  Kuloğlu O, et al. illustrated 
that vitamin D levels are independently associated with 
PWV (β = -0.432, P < 0.001), and LVMI (β = -0.235, P 

(Continued on  page 162 ) 

= 0.002).33  In this study higher PWV and LVMI values 
were reported in the low vitamin D group (serum vita-
min D <20 ng/mL), compared to the high vitamin D 
group (serum vitamin D greater ≥20 ng/mL).  Vitamin 
D level in this study was also independently associated 
with high-sensitivity C reactive protein (hs-CRP) lev-
els, which were higher in patients with vitamin D defi-
ciency, compared to vitamin D sufficient patients (β = -
0.143, P = 0.047).  hs-CRP is a marker of inflamma-
tion, and elevated levels are viewed as a marker of car-
diovascular disease.   
 
A higher Vitamin D status has also been correlated to a 
reduction in arterial calcification, by virtue of its action 
on processes that are useful for intimal and medial ar-
tery calcification.34  Zittermann A, et al. noted that the 
involved processes include the release of both pro-
inflammatory cytokines and adhesion molecules, as 
well as the “proliferation and migration of vascular 
smooth muscle cells (VSMCs)”.34  Like endothelial 
cells, VSMCs possess an enzymatically active 25-
hydroxyvitamin D3-1α-hydroxylase system,35 which 
allows for the local synthesis of active vitamin D me-
tabolites.36 Moreover, it has been stated that 
“cardiovascular functions are impaired in vitamin D 
deficient states”.36  Both low and high levels of vitamin 
D are associated with vascular calcification, thus a deli-
cate balance between optimal vitamin D status and ex-
cess vitamin D exists.37  However, it is probable that a 
beneficial impact can be obtained with supplemental 
vitamin D, as a high percentage of the population is 
vitamin D deficient. 
 
Metabolic syndrome is a collection of at least three of 
the factors that include abdominal obesity, elevated 
triglycerides (≥150 mg/dL), low HDL cholesterol (<40 
mg/dL in men or <50 mg/dL in women), elevated SBP 
(≥130 mm Hg), elevated DBP (≥85 mm Hg ), and ele-
vated fasting glucose (≥100 mg/dL).  It has been dem-
onstrated that a positive correlation exists between 
these factors and the level of 25(OH)D.38  A low 25
(OH)D concentration has also been correlated to insulin 
sensitivity.  Specifically, a negative effect on the func-
tion of pancreatic β-cells was demonstrated in conjunc-
tion with hypovitaminosis D.39  In this study, which 
assessed insulin sensitivity and β-cell function, with 
respect to 25(OH)D status, it was noted that 37.3% (47 
out of 126) of the participants had low 25(OH)D con-
centrations (<20 ng/mL), which was correlated to a 
“decompensated β cell function,” and elevated plasma 
glucose levels, as compared to those subjects with 
higher vitamin D levels.  This discrepancy was ob-
served regardless of race; Asian American, 47%; Afri-
can Americans, 54%; White 26%; and Mexican Ameri-
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can, 41%, and was highly significant.  In this study an 
“independent and positive correlation between 25(OH)
D and insulin sensitivity index” was also demonstrated.  
Interestingly, a conservative value of 20 ng/mL was 
chosen in this study to denote hypovitaminosis D, 
which is well below the 50 nmol/L indicated by au-
thorities as the level for determining hypovitaminosis 
D.40  Thus it is highly likely that the correlation be-
tween vitamin D deficiency and metabolic syndrome is 
much greater.  Also, the 60% improvement in insulin 
sensitivity observed with vitamin D therapy was also a 
more potent reduction than either metformin (13%) or 
troglitazone (54%).41 
 
Vitamin B6 is required as a component for growth and 
maintenance of virtually every bodily function.  Func-
tionally, it participates in the production of neurotrans-
mitters, fatty acid and hormone metabolism, and in the 
form of pyridoxal-5-phosphate (P5P), as an important 
component in the activity of enzymes.  In fact more 
than one hundred forty enzyme activities are dependent 
upon P5P.42  As a dietary component, it is readily avail-
able as one of three interconvertible forms; aldehyde 
(pyridoxal), alcohol (pyridoxine), or amine 
(pyridoxamie), with the active coenzymes being pyri-
doxal phosphate and pyridoxamine phosphate.43 
 
With respect to the cardiovascular system, vitamin B6 
functions in cardiovascular health directly as a conse-
quence of its effects on vascular tissue,44 and indirectly 
via its role in the conversion of homocysteine to me-
thionine.45, 46   Low levels of vitamin B6 have been cor-
related to increased cardiovascular risk, including the 
development of atherosclerosis and coronary artery 
disease.47  Additional benefits independent of homo-
cysteine metabolism have also been suggested,48 in-
cluding the role of P5P-related compounds in redirect-
ing the ischemic myocardium towards glucose oxida-
tion rather than fatty acid oxidation,49 thereby exerting 
a cardioprotective role.  It has also been speculated that 
P5P may act in reducing ischemia-reperfusion (I/R) 
injury, thus resulting in a reduced amount of cardiovas-
cular damage.50, 51 
 
Lal KJ and Dakshinamurti K, demonstrated that low 
levels of vitamin B6, coupled with low levels of cal-
cium, are associated with a significant increase in sys-
tolic blood pressure (SBP) in animals.52  By increasing 
the dietary level of B6, they demonstrated reduced SBP, 
as well as an attenuation of the increased SBP induced 
by a low-calcium diet.  In a second animal study utiliz-
ing obese animals, the inclusion of a five fold increase 
in vitamin B6 was demonstrated to completely attenuate 
hypertension.  Similar changes were also observed in 

the lean control model.53  Lin PT, et al. reported that in 
human subjects with low P5P levels (<30 nmol/L) the 
risk of coronary artery disease was significantly in-
creased, and was further increased with altered lipid 
profiles.54  Low plasma levels of P5P were also demon-
strated to be “inversely related to major markers of in-
flammation, and independently associated with in-
creased coronary artery disease (CAD)”.48  Likewise, 
low plasma levels of P5P have been inversely corre-
lated to the levels of C-reactive protein.55 
 
B6 loss can also be accelerated by particular drugs in-
cluding amphetamines, oral contraceptives, chlorpro-
mazine (a drug used in the treatment of schizophrenia), 
and resperine (a drug used to treat high blood pressure).  
An abnormal B6 status has been implicated in certain 
diseases, such as rheumatoid arthritis, perceived to re-
sult as a consequence of the inflammatory process.56 
 

Biotin is readily available in foods, and is manufac-
tured in vivo by the intestinal microflora.  Functionally, 
biotin participates in the metabolism and utilization of 
fats, carbohydrates and amino acids.  It is also a factor 
in gene expression by virtue of its role in the expression 
of nitric oxide. Biotin-dependent cell signaling mecha-
nisms have also been identified.  In addition, biotin also 
has advantageous attributes in normalizing hyperglyce-
mia, and controlling blood glucose,57, 58 as well as in 
hypertension. 
 
In studies utilizing the spontaneously hypertensive rat 
strain, the long-term administration of biotin (3.3 mg/
L) was demonstrated to decrease SBP.59  A single dose 
of biotin (0.5 or 5 mg) was also noted to decrease SBP.  
In addition, biotin also delayed the onset of stroke in 
this animal strain, and reduced by approximately one-
half the percentage of coronary arterial thickening, as 
compared to the control. 
 
Biotin also plays an important role in the synthesis and 
generation of nitric oxide (NO), which is a key regula-
tor in many biological processes, including vasodila-
tion, and immune defenses.60  NO reacts with a vast 
array of target molecules, which in turn function as me-
diators in vasodilator actions, smooth muscle relaxa-
tion, and pro- and anti-inflammatory reactions.61  Bio-
tin, in a dose-dependant manner, has been demon-
strated to increase the concentration of NO, mediated in 
part by the biotin-dependent expression of endothelial 
nitric oxide synthetase (eNOS) and neuronal nitric ox-
ide synthase (nNOS).61  Specific therapeutic regimens, 
such as the use of anticonvulsants or lipoic acid, may 
increase the need for biotin.62 
 

THE ORIGINAL INTERNIST      Spring  2006 05 162 THE ORIGINAL INTERNIST     DECEMBER 2013 



Although Magnesium (Mg) is widely available in the 
food supply, deficiencies are very prevalent in the gen-
eral population.  In vivo, greater than three hundred 
metabolic reactions require Mg as a cofactor.  As ex-
amples, Mg is required for energy production, oxida-
tive phosphorylation, and glycolysis.63 An additional 
action of Mg is the role it plays in the active transport 
of both calcium and potassium ions across the cell 
membrane.  This process plays an important role in 
nerve impulse conduction, muscle contraction, normal 
heart rhythm,64 and chronic inflammation.65  In relation 
to BP, a dose dependent reduction in BP has been ob-
served with Mg supplementation.66 
 
In animal studies Mg deficiency results in an elevation 
of blood lipids and proliferation of the smooth mus-
cles.67  A separate study noted a significantly higher 
SBP, DBP, and mean BP in Mg-deficient rats, assessed 
at nineteen weeks on a Mg-deficient diet, as compared 
to control (P<0.05).  The increase in BP in this study 
was also associated with an increase in arterial stiffness 
and an accelerated age-dependent decrease in arterial 
distensibility.68  Musso CG noted that an altered Mg 
balance is correlated with “diabetes mellitus, chronic 
renal failure, nephrolithiasis, osteoporosis, aplastic os-
teopathy, and heart and vascular disease”.69  Added to 
this Joffres, MR, et al. noted that Mg users had lower 
SBP and DBP; an average of 4mmHg lower for SBP 
and 1.2mmHg lower for DBP (p=0.03 and p=0.04, re-
spectively).70  In this same study total Mg intake was 
also noted as the “nutrient with the strongest inverse 
association with BP”. 
 
Users of supplemental Mg typically have higher levels 
of Mg as compared to food alone, noted in one study as 
1.31 times greater in men and 1.14 times greater in 
women71 (350 mg in men, 267 mg in women in the 
supplemental group; 268 mg in men, 234 mg in women 
in the non-supplemented group).  A consumption of 
Mg lower than the estimated average requirement 
(EAR), estimated in approximately 60% of the adult 
population, has also been associated with a 
“significantly higher BMI and plasma C-reactive pro-
tein concentration”.72  The association of low Mg status 
with an increased level of “chronic inflammatory 
stress” has also been suggested.65  This association 
could be improved with increased Mg intake.  A nega-
tive effect on Mg status has been observed with the use 
of thiazide diuretics,73,74 demonstrated to correlate with 
premature ventricular contractions.  When combined 
with other synergistic nutritional components, a dose of 
87 mg, as Mg ascorbate, was observed to have a sig-
nificant effect in normalizing BP.75 
 

(Continued on next page) 

Grape Seed Extract (GSE) is a complex mixture of 
highly concentrated polyphenols,76 including trans-
resveratrol, oligomeric proanthocyanidins (OPCs), and 
flavonoid compounds.  Extensive antioxidant activity 
has been demonstrated in human studies with grape or 
grape constituents.  These antioxidant activities include 
an increase in total antioxidant capacity, reduced levels 
of oxidation products, and increased levels of erythro-
cyte glutathione reductase and plasma ascorbate.77  It is 
primarily due to these antioxidant properties that prod-
ucts containing these extracts are candidate therapies 
for a wide range of human diseases.  Although the me-
dicinal value of grapes has been recognized since the 
days of the ancient Egyptians, renewed interest in these 
compounds has recently occurred, principally due to 
the health-promoting benefits of resveratrol.78  Conse-
quentially, GSE is recognized as being therapeutically 
beneficial for a broad range of human conditions, but 
particularly for cardiovascular health. 
 
Late in the 20th Century, an inconsistency termed the 
“French Paradox”, was recognized in French men.  
This paradox noted the apparent cardioprotective ef-
fects of red wine in this population, even with the con-
sumption of a high fat diet, thus spurring an interest in 
the possible association of wine and grape constituents, 
and the reduction in cardiovascular health complica-
tions.  A number of studies have demonstrated the nu-
merous benefits of these grape-derived compounds, 
including reduced oxidative stress and inflammation, 
inhibition of platelet aggregation, resultant blood vessel 
dilation and improvement in endothelial dysfunc-
tion.79,80,81  In a meta-analysis of nine randomized, con-
trolled trials (N=390), Feringa HH, et al. noted a sig-
nificant lowering of SBP, and heart rate with grape 
seed extract (150-2,000 mg).82 
 
Grapes have been demonstrated to possess antioxidant 
and lipid-lowering benefits, both in vivo and in vitro.  
Grape seed also possesses anticoagulant83,84 and anti-
platelet85,86 properties.  Of the polyphenolic compounds 
in grapes, greater than 70% is concentrated in the 
seed.87  Grape seed extract (GSE) has been used by in-
tegrative practitioners in Europe to treat venous insuffi-
ciency, promote wound healing, to alleviate inflamma-
tory conditions, and as a "cardioprotective" therapy.  In 
Ayurvedic medicine grape is the primary ingredient in 
the herbal preparation “Darakchasava”, which is typi-
cally used as a cardiotonic.88  Overall, grape OPCs ap-
pear to be well tolerated, with few side effects reported 
in the literature. 
 
Another beneficial property of GSE is its function in 
the regulation of nitric oxide release.  Nitric oxide plays 
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a physiological role in cardiovascular function as a 
“modulator of vascular relaxation”.89  Shao ZH, et al. 
demonstrated that grape seed proanthocyanidin extract 
(GSPE), attenuated ischemia/reperfusion-induced cell 
death (p<0.001), increased the release of nitric oxide, 
and restored cardiac contractility in an animal model.  
Specifically, GSE protected cardiomyocytes from 
ischemia/reperfusion (I/R) injury, via an increased pro-
duction of NO during reperfusion.90  NO also functions 
to modulate an excess generation of reactive oxygen 
species (ROS).  GSE has also been demonstrated to 
exhibit radical-scavenging activity, to prevent oxidative 
damage, and to increase both erythrocyte glutathione 
reductase and antioxidant enzymes.91,92,93 

 
Taurine is an inhibitory neurotransmitter, and a condi-
tionally essential amino acid that participates in various 
metabolic processes, including bile acid conjugation, 
xenobiotic detoxification, membrane stabilization, os-
moregulation, neuromodulation, and in the modulation 
of cellular calcium levels.94  Taurine has also been 
demonstrated to have protective benefits in hyperten-
sion,95 and metabolic syndrome,96 as well as provide 
benefits for stroke, and atherosclerotic diseases.,97,98,99  
In fact, in animal studies utilizing the stroke-prone 
spontaneously hypertensive rat (SHRSP), taurine intake 
was demonstrated to decrease the incidence of stroke 
from eighty percent (80%) to ten percent (10%).,100,101  
In data evaluated from the Cardiovascular Disease and 
Alimentary Comparison Study (CARDIAC), taurine 
and magnesium were demonstrated to be negatively 
associated with mortality from ischemic heart disease 
in a Japanese population.102  Taurine was also demon-
strated to reduce cardiovascular disease (CVD) risks, 
and contribute to longevity. (Continued on next page ) 

Myeloperoxidase (MPO) is a highly prevalent phago-
cytic enzyme, which has been implicated in the patho-
genesis of various inflammatory diseases including 
atherosclerosis.  As a result of its phagocytic action, 
MPO produces the oxidant product hypochlorous acid 
(HOCl).  As an oxidant, HOCl has the ability to modify 
a great variety of biomolecules via the process of 
chlorination and/or oxidation.103  Taurine was demon-
strated to offer cellular protection against HOCl by 
readily reacting with this molecule and forming taurine 
chloramine, which in turn participates in neutralizing 
the radical’s adverse affect.104  Consequently, taurine is 
speculated to aide in vascular cell survival, or in the 
regeneration to repair the vascular wall.105,106   By con-
trolling inflammation, taurine is speculated to be an 
important factor in stroke prevention. 
 
Taurine functions as a major osmolyte in the renal me-
dulla,107,108,109  which was evident in a study utilizing 
the salt-sensitive hypertensive rat strain.  In this study 
taurine was associated with the suppression of elevated 
levels of plasma epinephrine and norepinephrine, pre-
sumed to be linked with its anti-hypertensive action.  
Taurine was also demonstrated to influence renal vas-
cular resistance.111,112,113   
 

In addition to the functions noted above, taurine also 
participates in the activity of NO synthase,114 and is 
involved in the generation of nitric oxide, as evidenced 
by an increase in serum nitric oxide (NO) levels with 
supplementation.  In hypertensive-prone Kyoto rats 
taurine administration was demonstrated to ameliorate 
hypertension.115   Additionally, taurine has an influence 
on blood flow within capillaries, vesicles and arterioles, 
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via multiple mechanisms, including the NO synthase 
activity, the renin-angiotensin system, and vascular 
tone.  It also plays a role in the rheology (flow) of 
erythrocytes.116,117,118 
 
The tailored combination of vitamins, minerals and 
botanicals, as discussed above, offers a comprehensive 
and beneficial approach in the management of hyper-
tension.  Since the vascular epithelium is considered a 
metabolically active organ, possessing endocrine, 
paracrine, autocrine and intracrine functions,119 opti-
mizing these functions can assist in optimizing blood 
pressure.  The synergistic effect of these nutrients as-
sists in improving both prehypertension and hyperten-
sion, thus aids in improving overall health. 
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*Every attempt is made to offer these seminars as publicized; however, we reserve the right to adjust seminar locations, dates, times, etc. due to circumstances beyond our        
control. Program continuation is contingent upon adequate attendance. No audio or video tape recorders are allowed, and no portion of the seminar may be reproduced in any man-
ner without expressed written consent. Pre-registration is required. Pro Health Seminars shall not be held responsible for any expenses incurred by registrar if a program must be 
altered and/or cancelled. Seminar fee is non-refundable. Credit cards will not be billed until we have the minimum number of attendees (20). If the Doctor is unable to attend after 
pre-registering and payment has been received, the seminar fee will be transferred to another Seminar (attended within 12 months of the original seminar) for an administration fee 
of $25. Any seminar fee not transferred and used within 12 months will be forfeited. 

  Dates ID #     Sessions and Topics Instructor 

Session 1 June 15-16, 2013 1001 - Introduction to Internal Disorders  Dr. Richard Davis 

Session 2 July 27-28, 2013 1002 - Evaluating the Internal Disorder Patient & Creating Care Plans Dr. Delilah Anderson 

Session 3 August 17-18, 2013 1003 - Comprehensive Exam Procedures for Internal Medicine Dr. Ben Bowers 

Session 4 September 28-29,13 1024-25 - GI Upper & Lower (Previously Sessions 24-25) Dr. Delilah Anderson 

Session 5 October 19-20, 2013 1006 - Blood Multi Chemistries (Previously Session 6) Dr. Ben Bowers 

Session 6 November 16-17, 13 1007 - Additional Blood Tests/Tumor Markers (Previously Session 7) Dr. Jeremy Thornton 

Session 7 December 14-15, 13 1008 - Blood Interpretation Workshop (Previously Session 8) Dr. Delilah Anderson 

Session 8 January 18-19, 2014 1017-18 - Immune Function and Autoimmune Disease (Previously 17-18) Dr Cindy Howard 

Session 9 February 22-23, 2014 1027A - Endocrinology I Dr. Brandon Lundell 

Session 11 April 26-27, 2014 1029  - Infectious Diseases, Emergency Disorders & Advanced Diagnostics *New * Dr. Ben Bowers 

Session 12 June 21-22, 2014 1009  - Cardiovascular Disease - Advanced Mgmt & Prevention (Previously Session  9) Dr. Bill Kleber 

Session 13 July 19-20, 2014  1010 -  EKG & Phonocardiograph (Previously Session 10)   Dr. Delilah Anderson 

Session 14 August 16-17, 2014 1019-20 - Common Diseases Affecting the Arterial System (Previously Session 19-20)   Dr. Ben Bowers 

Session 15 September 20-21, 14 1014 - Pulmonary Disease & Lung Function (Previously Session 14) Dr. Ben Bowers 

Session 16 October 25-26, 2014 1021 - Diagnostic Training for Cardio-Respiratory Disorders (Previously Session 21) Dr. Delilah Anderson 

Session 17 November 15-16, 14 1016 - Diagnosis & Detoxification of Hepatic & Renal Systems (Previously Session 16) Dr. Ben Bowers 

Session 18 December 13-14, 14 1011 - Pharmacognosy (Previously Session 11)  Dr. Dan Richardson 

Session 19 January 23-24, 15 1028 - Pharma Reactions  *New * Dr. Dan Richardson 

Session 20-21 February 21-22, 2015 1004-5 - Pelvic Classroom & Workshop (Previously Session 4-5) *NUHS 18-Hours* Dr. Cindy Howard 

Session 22 March 14-15, 2015 1015 - Geriatrics & Mental Health (Previously Session 15)  Dr. Rick Davis 

Session 23 April 18-19, 2015 1013 - Pediatrics (Previously Session 13) Dr. Cindy Howard 

Session 24 June 6-7, 2015 1030 - Dermatology *New*  Dr. Jonathan Williams 

Session 25 July 18-19, 2015 1022 - Neoplastic Disease & Cancer I (Previously Sessions 22)  Dr. Jeremy Thornton 

Session 10 March 15-16, 2014 1027B - Endocrinology II Dr. Brandon Lundell 

Session 26 August 22-23, 2015 1023 - Neoplastic Disease & Cancer II (Previously Sessions 23)  Dr. Ben Bowers 

Location: 
 

Marriott STL Airport 
10700 Pear Tree Lane 
St. Louis, MO 63134 
314-423-9700 
 
 
Special Room Rates  
Available:  
 

Ask for Chiropractic  
Family Practice 

Hours: 
 

12 Hour Sessions  
Saturday  9:00 am to 6:00 pm 
Sunday 9:00 am to 1:00 pm 
 

18 Hour Sessions* 
Friday  3:00 pm to 7:00 pm 
Saturday 9:00 am to 6:00 pm 
Sunday 8:00 am to 2:00pm 
 
 

Times may be adjusted upon 
discretion of instructor 

Send Registration to: 
 

ProHealth Seminars 
720 Oak Knoll Road 
Rolla, MO 65401 
 

Phone:  (573) 341-8448 
FAx:  (573) 341-8494 
virginia@drkessinger.com or 
annette@drkessinger.com 
 
 
Checks payable to: 
ProHealth Seminars 
 

Check Memo Should Note: 
ACA CDID Diplomate Program 

Registration Information: 
 

$300 per 12 Hours*  
if received 10 days prior to seminar 
 
$325 per 12 Hours*  
Less than 10 days out, or at the door 
 
Chiropractic Students* 
$175 per 12 Hours 
 
SACA Members* 
$150 per 12 Hours 

 
* Special Pricing for NUHS Campus 
sessions, contact Dr. Cindy Howard.   
708-479-0020 

 
 

FUNCTIONAL MEDICINE DIPLOMATE PROGRAM 

SAINT LOUIS, MO      2013-2015*  Course Continuing Education 



I sat by the window on a rainy, cloudy day in the first 
Charlotte DABCI class, when Dr. Cessna told us, 
“Guys, if you want to be successful you must make 
yourself indispensible and irreplaceable to your pa-
tients. When you do, you will be a valuable part of your 
patient’s lives. To accomplish that you have to be smart 
and you have to deliver the goods. So, you need to get 
smarter and produce results. The DABCI course is the 
place to learn how to do this.”  
 
Dr. Cessna was a big guy who was a genius and critical 
in the development of the DABCI system of chiroprac-
tic medicine. The nutritional therapies he taught us 
worked then and still do. We would ask him how they 
worked and he would tell us, “Look, I’m teaching you 
to diagnose. The therapy works. If you want to know 
how it works, learn that on your own time. Just do the 
follow-up test to see if it was effective. Maybe you’ll 
find a better way.” He was right; perform or order the 
tests to diagnose, then again to see if the treatment you 
prescribed worked. The DABCI course is about diagno-
sis.  
 
If you want to be a chiropractic internist what is the 
best way to proceed?  
 
1. Start the DABCI course with lesson #1. Don’t stop 

until you finish the course. Then take the test and 
obtain your Diplomate. Don’t use that sorry old 
excuse I have heard dozens times of, “I can do this 
work without a Diplomate; I’m not going to take 
those exams.”  The exams gauge your progress. 
Chiropractic boards in every state recognize the 
DABCI as a specialty and the DABCI means some-
thing very important to your patients. It demon-
strates to your patients that you have gone above 
and beyond and that you are not just another chiro-
practor. It plays an important part of patient refer-
rals. 

2. Get the schedule and block off the class dates on 

the calendar. Plan your life around the course and 
study time. Block out at least 10 hours of study 
time every week outside the clinic. In your clinic, 
do not do anything but chiropractic, no personal 
stuff, if you have a few minutes, break out the 
DABCI notes and books and get to work. Study in 
the bathroom, in the car, or at the pool. You are 
returning to a medical school with this course so 
every moment you have needs to be learning. Don’t 
waste time on unrelated stuff. 

3. Book your airline tickets and the hotel one year at a 
time not a month at a time. Pay for it up front if 
possible to seal the deal to yourself that you are 
serious and you mean business. If you have spent 
the money you will follow through. 

4. Attend a course away from your home town.  

5. Stay in the hotel where the course is or where your 
fellow DABCI students are staying. Eat dinner, 
meet in the bar, in their rooms, but get together and 
discuss the course work and patients. Don’t treat 
the course like a CE credit. It is important stuff you 
have to know and master. Treat it like life and 
death, because it will be to your patients. 

6. Introduce yourself to every student in class and get 
the student’s email and cell phone numbers, so you 
can contact them anytime. Call them and discuss 
patient, bloodwork, testing, etc. Out of town col-
leagues will share more freely.  

7. What ever is taught in that module, go home and 
set that up in your clinic and perform that particular 
series of exams on every patient in your clinic the 
following month. If you feel guilty charging be-
cause you don’t know what you are doing, do it for 
free, but do what you are taught in that module on 
every patient. Master the work by practicing. Pa-
tients love new exams and testing that you are 
learning to benefit them. Remember, patients don’t 
care about you they care about themselves. The 
more valuable you become to them the happier 
they are. It would be nice to think they love us but 
the reality is that they love us to the amount we 
help them get what they want.  

8. Take the patients clothes off. Do the exams exactly 
like we teach in the course. Don’t skip steps. Physi-
cians don’t examine through blue jeans and shirts. 
Inspection can only be performed with clothes off. 
Have a second person in the room with you for ex-
aminations.  

(Continued on  page 173) 
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by: Tim McCullough, BC, Med, DC, DABCI, APC 
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Location: 
 

Holiday Inn KCI Airport 
& KCI Expo Center 
11728 NW Ambassador Dr 
Kansas City, MO 64153 
816-801-8400 
 
 
Special Room Rates  
Available:  
 

Ask for Chiropractic  
Family Practice 

Hours: 
 

12 Hour Sessions  
Saturday  9:00 am to 6:00 pm 
Sunday 8:00 am to Noon 
 

18 Hour Sessions* 
Friday  3:00 pm to 7:00 pm 
Saturday 9:00 am to 6:00 pm 
Sunday 8:00 am to 2:00pm 
 
 
 

Times may be adjusted upon 
discretion of instructor 

Send Registration to: 
 

ProHealth Seminars 
720 Oak Knoll Road 
Rolla, MO 65401 
 

Phone:  (573) 341-8448 
FAx:  (573) 341-8494 
virginia@drkessinger.com or 
annette@drkessinger.com 
 
 
Checks payable to: 
ProHealth Seminars 
 

Check Memo Should Note: 
ACA CDID Diplomate Program 

Registration Information: 
 

$300 per 12 Hours*  
if received 10 days prior to seminar 
 
$325 per 12 Hours*  
Less than 10 days out, or at the door 
 
Chiropractic Students* 
$175 per 12 Hours 
 
SACA Members* 
$150 per 12 Hours 

 
* Special Pricing for NUHS Campus 
sessions, contact Dr. Cindy Howard.   
708-479-0020 

 
 

FUNCTIONAL MEDICINE DIPLOMATE PROGRAM 

KANSAS CITY, MO    2012-2014*  Course Continuing Education 

*Every attempt is made to offer these seminars as publicized; however, we reserve the right to adjust seminar locations, dates, times, etc. due to circumstances beyond our        
control. Program continuation is contingent upon adequate attendance. No audio or video tape recorders are allowed, and no portion of the seminar may be reproduced in any man-
ner without expressed written consent. Pre-registration is required. ProHealth Seminars shall not be held responsible for any expenses incurred by registrar if a program must be 
altered and/or cancelled. Seminar fee is non-refundable. Credit cards will not be billed until we have the minimum number of attendees (20). If the Doctor is unable to attend after 
pre-registering and payment has been received, the seminar fee will be transferred to another Seminar (attended within 12 months of the original seminar) for an administration fee 
of $25. Any seminar fee not transferred and used within 12 months will be forfeited. 

  Dates Sessions and Topics Instructor 

Weekend 1  June 30-July 1, 2012 Session 1 - Introduction to Internal Disorders  Dr. Richard Davis 

Weekend 2 August 18-19, 2012 Session 2 - Evaluating the Internal Disorder Patient & Creating Care Plans Dr. Delilah Anderson 

Weekend 3 September 22-23, 2012 Session 3 - Comprehensive Exam Procedures for Internal Medicine Dr. Ben Bowers 

Weekend 4 October 6-7, 2012 Session 4 - GI Upper & Lower (Previously Sessions 24-25) Dr. Delilah Anderson 

Weekend 5 November 3-4, 2012 Session 5 - Blood Multi Chemistries (Previously Session 6) Dr. Ben Bowers 

Weekend 6 December 1-2, 2012 Session 6 - Additional Blood Tests/Tumor Markers (Previously Session 7) Dr. Bill Kleber 

Weekend 7 January 5-6, 2013 Session 7 - Blood Interpretation Workshop (Previously Session 8) Dr. Bill Kleber 

Weekend 8 February 16-17, 2013 Session 8 - Immune Function and Autoimmune Disease (Previously 17-18) Dr Ben Bowers 

Weekend 9 March 1, 2, 3, 2013 Session 9 & 10 - Endocrinology *New 24-Hour Session* Dr. Brandon Lundell 

Weekend 10 April 26, 27, 28, 2013 Session 11 & 12 - Pelvic Classroom & Workshop (Previously Session 4-5) *NUHS 18-Hours* Dr. Cindy Howard 

Weekend 11 May 18-19, 2013 Session 13  - Cardiovascular Disease - Advanced Mgmt & Prevention (Previously 9) Dr. Richard Davis 

Weekend 12 June 29-30, 2013 Session 14 -  EKG & Phonocardiograph (Previously Session 10)   Dr. Delilah Anderson 

Weekend 13 August 3-4, 2013  Session 15 - Common Diseases Affecting the Arterial System (Previously Session 19-20)   Dr. Ben Bowers 

Weekend 14 September 7-8, 2013 Session 16 - Pulmonary Disease & Lung Function (Previously Session 14) Dr. Ben Bowers 

Weekend 15 October 12-13, 2013 Session 17 - Diagnostic Training for Cardio-Respiratory Disorders (Previously Session 21) Dr. Delilah Anderson 

Weekend 16 November 2-3, 2013 Session 18 - Diagnosis & Detoxification of Hepatic & Renal Systems (Previously Session 16) Dr. Ben Bowers 

Weekend 17 December 7-8, 2013 Session 19 - Pharmacognosy (Previously Session 11)  Dr. Dan Richardson 

Weekend 18 January 4-5, 2014 Session 20 - Pharma Reactions  *New * Dr. Dan Richardson 

Weekend 19 February 8-9, 2014 Session 21 - Infectious Diseases, Emergency Disorders & Advanced Diagnostics *New * Dr. Ben Bowers 

Weekend 20 March 8-9, 2014 Session 22 - Geriatrics & Mental Health (Previously Session 15)  Dr. Rick Davis 

Weekend 21 April 12-13, 2014 Session 23 - Pediatrics (Previously Session 13) Dr. Cindy Howard 

Weekend 22 May 3-4, 2014 Session 24 - Dermatology *New * Dr. Jonathan Williams 

Weekend 23 June 6, 7, 8, 2014 Session 25-26 - Neoplastic Disease & Cancer (Previously Sessions 22-23) *24-Hour Session* Dr. Ben Bowers 



crotchety old guy. Old timers love to see new guys 
dedicating themselves to the DABCI work.  

13. Think diagnosis. Find the medical diagnosis first 
then start thinking like a chiropractic physician and 
figure out the functional pathology. Always ask 
yourself why. You might find elevated liver en-
zymes but the viral tests are negative. Don’t stop 
there. Keep looking for toxic metals, bacteria, 
leaky gut, occupational issues, etc. Functional diag-
nosis is the basis for chiropractic medicine. It is the 
continual search for why natural function is mal-
functioning. This is the essence of the DABCI pro-
gram and what makes DABCIs different than any 
kind of doctor in our society.  

14. Don’t miss any classes. Don’t miss any tests and 
most of all don’t miss any symposiums. Become 
involved in the DABCI group and participate. You 
get out of program and the meetings what you put 
into it.  

If you proceed through the DABCI program the way I 
outlined above and incorporate it into your practice it 
will slowly evolve into a combination of chiropractic 
and internal diagnosis practice. If you keep the muscu-
loskeletal side going full steam it will propel your inter-
nal diagnosis side and vice-versa. The beauty of this 
type of practice is that if you heal your patient’s inter-
nal problems they will feel great and then go dig up the 
yard or ride a bicycle up a tree and they will return with 
a musculoskeletal complaint. You will not lose your 
patients because they are well. The most important 
thing is that you become a valuable part of the decision 
making process for your patients even if they need allo-
pathic intervention. You become an invaluable irre-
placeable asset to your patient as Dr. Cessna said. 

Finally, not only is the internal diagnosis practice pro-
fessionally rewarding it will be financially rewarding 
also. So, make the commitment and get to work. “If 
you want to leave footprints on the sands of time, wear 
work shoes.”� 

9. Practice taking the history until you become an ex-
pert at obtaining pertinent information.  Learn the 
art of using questions to control the interview. 
Don’t let them get off track telling you about 
grandma’s dog. You have to extract the correct  
information and that is done with questions. Ques-
tions are the most powerful tool we have at our  
disposal. You can practice this all day long. Ask 
questions to everyone you meet about stuff they 
know or themselves. A funny thing will begin to 
happen. People will start to really like you and 
think you are wonderful conservationist and you 
haven’t said one word only asking questions about 
them.  

10. Control the history with skilled questioning of the 
patient. Ask specific questions concerning their 
problems. What symptoms do you have? Can you 
point to the pain? Can you describe your pain? If 
they insist on grandma stories stand up and put 
your finger on where the pain or complaint is and 
ask them if this is the spot. Time is valuable. Don’t 
waste it talking about something that is not related 
to the task at hand; the history and exam.  

11. Practice, practice, practice what you learn in class. 
Use it in the office again and again. Buy the equip-
ment and do the test on every patient the month 
you buy it even if you do the tests for free. Patients 
love free stuff and will agree to a free test without 
hesitation. Look at every eye, in every ear, palpate 
every abdomen, do pelvic exams if you can, look at 
their toes, their anus, hair, breast, fingers, every-
thing.  Do the exams, do the exams, and do the ex-
ams. You sell yourself with your history and exam. 
Your patient will decide whether to stay or not stay 
with you during the history and exam. You want 
him or her to go home and tell their spouse that no 
doctor in their life has ever been that thorough. Ask 
questions during the exam about what you find. 
Ask them about the scars, the tenderness, or any-
thing you find. They love talking about themselves 
and they will love you for asking. Today doctors 
are not doing quality physical exams on patients. 
Make sure you are and they will see you care.  Be 
the best.  

12. Study, study, study, and study some more. Break 
the back on the binding of your blood interpretation 
manual by using it in your office. You have to be-
come the best diagnostician in your town. Look it 
up. Think about it and call your fellow students. 
Contact a fellow DABCI and ask questions. If I’m 
in good mood, I’ll speak with students and I’m a 
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CLASSIFIED 

FOR SALE:  Original Lee Endocardiograph.   $500 
Contact James Bryden, DC   660-826-4226 
 

EQUIPMENT FOR SALE: 

Puritan Bennett Renaissance II Spriometer       $950 
 

CardioCare 2000 EKG                                   $1200 
Both items in excellent condition 
 

Contact Annette or Virginia at Pinc  800-264-5233 



toskeletal protein composition and hyperphosphoryla-
tion. These changes may lead to disorganization of the 
cytoskeletal framework, which is a potential mecha-
nism of As-induced neurotoxicity.1 
 
Arsenic exposure can easily be detected, especially in 
hair - even after many years. In the past, arsenic was 
ascribed miraculous properties, and it was prescribed to 
enhance absorption of nutrients and help gaining 
weight. It was also given to prevent skeletal problems 
and to treat anemia. Not too many years ago, it was 
suggested that small doses increase energy levels. In 
the Tyrolean region of Austria, the well known 
'arsenic-eaters' were reported to ingest small doses of 
arsenic at specific intervals to increase physical 
strength.  
 
Interestingly, the body can build up a resistance to the 
toxic effect after small doses are ingested over a long 
time. In fact, some of the arsenic-eaters were known to 
tolerate up to four times the lethal dose. History does 
not tell us much about those arsenic-eaters who had a 
lower tolerance and succumbed.  However, one of the 
documented manifestations included a decreased iodine 
absorption by the thyroid and reduced thyroid hormone 
production, which is known to cause cretinism. 
 
Common Sources 

 
In addition to arsenic from air, water and food, tobacco 
treated with arsenate sprays may also be a route of ex-
posure. Soil can be a source of exposure. Children love 
to play with dirt, and studies indicate that children liv-
ing near smelting areas showed signs of high cadmium, 
lead and arsenic exposure, all due to soil.2,3   Water can 
be a source of arsenic contamination, and while WHO 
(World Health Organisation) recommends setting na-
tional standards, not all are the same. In 2006, the EPA 
(US Environmental Protection Agency) has reduced its 
previous standard of 50mcg/L to a limit of 10mcg/l,4 
though the American Council on Science and Health 
(ACSH) reported in 2002 that there are no adverse 
health effects (in the United States) from arsenic in 
drinking water at or below the limit of 50µg/L. This is 
curious, because governments generally do not lower 
standards unless research indicates the need. (See chart 
on next page) 
 
The toxicity of arsenic to insects, bacteria and fungi led 
to its use as a wood preservative.6 Arsenic was found in 
herbicides and pesticides (and still is in some coun-
tries), and it was not uncommon for children to show 
symptoms of poisoning after touching Fly traps or 

Arsenic is a semi-metal element in the periodic table, 
and considered highly toxic to animals and man. It is 
one of the oldest poisons known to man. Its applica-
tions throughout history are wide and varied: murderers 
used it because it is odorless and tasteless. Only one 
tenth of one gram can lead to death.  
 
Chronic arsenic toxicity is a global environmental 
health problem, affecting millions of people worldwide. 
Arsenic is released into the environment by smelting of 
various metals, combustion of fossil fuels, as herbi-
cides, pesticides and fungicides in agricultural prod-
ucts. The drinking water in many countries, which is 
tapped from natural geological resources, is often con-
taminated as a result of the high level of arsenic in 
groundwater.  
 
Arsenic exists in both organic and inorganic form, and 
long-term health effects can be severe and highly vari-
able: skin and lung cancer, neurological effects, hyper-
tension and cardiovascular diseases.  
 
Neurological effects of arsenic may develop within a 
few hours after ingestion, but usually are seen in 2 - 8 
weeks after exposure. It is usually a symmetrical sen-
sorimotor neuropathy, often resembling the Guillain-
Barré syndrome where the predominant clinical fea-
tures of neuropathy are paresthesias, numbness and 
pain, particularly in the soles of the feet.  
 
Most of the adverse effects of arsenic are caused by 
inactivated enzymes in the cellular energy pathway, 
whereby arsenic reacts with the thiol groups of proteins 
and enzymes and inhibits their catalytic activity. Fur-
thermore, As-induced neurotoxicity, like many other 
neurodegenerative diseases, causes changes in cy-

Arsenic (As) 

Exposure - 

Diagnosis and 

Treatment 
 

by: E. Blaurock-Busch PhD 

(Continued on next page) 
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coils.   
Roxarsone – Arsenic supplement for animals 

 
Arsenic was added to animal food, as a method of dis-
ease prevention and growth stimulation.7,8 One example 
is Roxarsone, a controversial arsenic compound, which 
was approved in 1944 and has been largely used as a 
nutritional supplement for chicken. About 70% of the 
US chicken farmers have used it since 1995.9 In 2009, 
the Poison-Free Poultry Act proposed to ban the use of 
roxarsone in industrial swine and poultry production.10  

In 2011, Pfizer, the manufacturer of roxarsone volun-
tarily withdrew the product from the US market, but 
continues to sell it internationally.11 
 
The dietary arsenic intake of humans varies widely, and 
is estimated to range from less than 10 µg/day to 200 
µg/day.  In the UK and elsewhere, fish is the main con-
tributor of arsenic in the diet of humans. With the ex-
ception of fish, most foods contain less than 0.25 µg/g 
arsenic. Many species of fish contain between 1 and 10 
g/g. Arsenic levels at or above 100µg/g have been 
found in bottom feeders and shellfish.12 
 
Arsenic intakes by high fish consumers can reach sev-
eral thousand µg per day.13  The levels of inorganic 
arsenic are generally higher in shellfish. However, 
there are no reports of acute toxicities in man resulting 
from the consumption of organoarsenicals in seafood. 
 
Is there a safe Arsenic intake?  

 
One approach to determining safe levels of As in food 
is by comparing safety standards for drinking water. 

Standard Countries 

Countries whose standard is lower than 
10 mcg/L 

Australia (7 mcg/L, 1996) 

Countries whose standard is 10 mcg/L European Union (1998), Japan (1993), Jordan (1991), 
Laos (1999), Laos, Mongolia (1998), Namibia, Syria
(1994) U 

Countries whose standard is lower than 
50 mcg/l but higher than 10 mcg/l 

Canada (1999) 0.025 mg/l 

Countries considering to lower the standard from 
50 mcg/L 

Mexico(1994) 

Countries whose standard is 50 mcg/l Bahrain, Bangladesh (unknown), Bolivia (1997),  China  
(unknown),  Egypt(1995), India (unknown), Indonesia 
(1990), Oman, Philippines (1978), Saudi Arabia, 
Sri Lanka (1983), Viet Nam(1989), 

(Continued on next page) 

Table 1 Currently accepted national standards for arsenic in drinking water.5 

This comparison is made on the basis of inorganic As 
species as these are considerably more toxic than or-
ganic As species.  
 
Several countries, including the UK and Australia cur-
rently use a 1 ppm limit for arsenic in food. In 1989, 
the FAO and WHO jointly established a provisional 
tolerable dietary intake of 0.015 mg inorganic As/kg 
body weight/week, or 130 µg/day for a 60 kg adult. 
This level is already exceeded by the intake of 200 µg/
day from drinking 4 L of water containing 50ppb 
(=mcg/L) arsenic. 
 
Rice can be a source of arsenic overexposure, espe-
cially if it is grown in water containing more than 
10mcg/L of arsenic, as is the case in Bangladesh and 
other rice-growing countries.14    
 
Symptoms of Toxicity 

 
Patients exposed to arsenic will frequently have a garlic 
smell to their breath and to tissue fluids. In trivalent 
arsenic poisoning the clinical effects depend on the 
chronicity of the exposure. Acute exposures generally 
present with gastrointestinal symptoms that mimic y y 
cholera: vomiting and severe diarrhea (which may be 
rice-watery in character, often bloody). The acutely 
intoxicated patient will be in acute distress, often dehy-
drated and in hypovolemic shock.  
 
Chronic toxicity is more insidious and may present as a 
classical dermatitis: hyperkeratosis with a classical dew 
drops on a dusty road appearance or peripheral neu-
ropathy: classically a painful paresthesia which is sym-
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metrical and stocking-glove in distribution. Also, whit-
ish lines (Mees lines) which look very much like trau-
matic injuries are found on the fingernails.  
 
Arsenic intoxication is known to produce symptoms 
such as dark gray skin color, wart-like keratosis on 
palms and soles, Mees bands, acne-like skin eruptions, 
skin cancer, liver and kidney disease, and cerebral 
changes. Symptoms of a severe acute poisoning are 
nausea, vomiting, gastrointestinal inflammation with 
severe diarrhea, shock due to severe loss of fluid and 
electrolytes, kidney failure, respiratory failure, and 
coma. 
 
A chronic arsenic exposure or overload has been asso-
ciated with alopecia, dermatitis, myalgia, lethargy, ex-
haustion, mental confusion, diarrhea, headache, burn-
ing sensation of extremities, constipation, stomatitis, 
epilepsy and convulsions, slow wound healing, edema 
due to electrolyte imbalance, and neuropathy.   
 
Inorganic arsenic crosses the placenta and may cause 
neonatal death. 
 
Diagnosing Arsenic Exposure 

 
BLOOD: Due to rapid excretion through the kidneys, 
serum and whole blood arsenic levels are often not 
helpful in diagnosing acute arsenic poisoning, unless 
samples are obtained soon after exposure. Moderately 
elevated blood levels may only be an indication of an 
excessive arsenic intake due to diet or other sources. 
Avoid arsenic-containing food such as fish and chlor-
ella, plus other potentially high arsenic sources for 
three days, before repeating the test. Repeat results 
should be within the expected range. If not, a serious 
and immediate exposure may be present. Evaluate po-
tential sources. 
 
URINE: Mildly to moderately elevated urinary arsenic 
excretion levels may be due to an increased intake of 
dietary arsenic. Evaluate potential sources and if you 
suspect a dietary involvement, avoid arsenic-containing 
food and other potentially high arsenic sources for three 
days, before repeating the test. Collect urine for 24hrs. 
If the urine concentration is above 50mcg/L, check 
with a physician trained in clinical metal toxicology 
(see www.ibcmt.com). Or compare morning urine re-
sults with those of a DMSA or DMPS provocation 
urine. Both of these chelators have a good arsenic bind-
ing ability. 
 
HAIR/NAILS: hair and nails are good diagnostic indi-
cators of a chronic arsenic exposure. Both of these tests 

(Continued on next page) 

are known to locate long term arsenic exposure long 
before symptoms of intoxication are obvious. This fact 
was known in forensic medicine for quite some time.  
Treatment of Arsenic Intoxication  
 
The chelating agent BAL (British Anti Lewisite) was 
been developed as an emergency treatment for chemi-
cal warfare-based arsenic poisoning during World War 
II. BAL (chemical name: dimercaprol; 2,3-
dimercaptopropanol) has been in use in the medical 
community for over 60 years, but since it causes seri-
ous side effects, it has now been replaced by equally 
effective chelating agents such as DMPS, which causes 
few side effects and DMSA, which is well tolerated 
even among children. 
 
(For more information about chelating agents, see the 
IBCMT Textbook on Clinical Metal Toxicology by P.J. 
Van der Schaar, or Toxic Metals and Antidotes by 
Blaurock-Busch) 
 
DMPS and DMSA 

 
DMPS is considered a stronger chelating agent than 
DMSA, but side effects may be more prominent. 
DMPS is administered intravenously and orally, but for 
children DMSA is considered a safer choice. 
 
DMPS has a strong affinity to bind copper and zinc, 
and continued administration can interfere with the 
copper and zinc metabolism. When DMPS is used for 
long term treatment, the copper and zinc status must be 
carefully observed and supplementation between treat-
ments is recommended. Treatments should be spaced 
carefully.  
 
Both medications have a strong odor, not unlike rotten 
eggs. To cover up some of the nasty odor, wrap the 
capsules into bread or other food and take as directed 
by a physician. It is best to take oral chelators on an 
empty stomach with 1-2 cups of water. The urine col-
lection should be 4 hours after intake. After the urine 
collection is completed, patients are advised to drink 
sufficient water for better renal clearance.  
 
Side Effects to DMSA or DMPS: Nausea, vomiting, 
diarrhea or loose stools, metallic taste in mouth, stom-
ach and abdominal cramps (these happen more likely 
when the digestive tract is highly toxic), flu like symp-
toms, headache and a temporarily impaired vision. The 
latter symptoms are often reported by patients suffering 
neurological problems, possibly due to heavy metal 
intoxication. If any of these symptoms appear, consult a 
physician. 
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in quick succession. More is not necessarily better, and 
it might be wise to allow the body to adjust and rear-
range its internal biochemistry. This redistribution of 
toxic and vital metals may, in fact, cause metals to be 
released from organs that are otherwise difficult to de-
toxify. 
 
Therapeutic consideration 

 
When a chronic arsenic overload has been diagnosed 
through hair or nail analysis, and when an immediate 
exposure has been ruled out, nutritional detoxification 
may be sufficient. Supplement the sulfur-containing 
amino acids (cysteine, methionine), along with B-
vitamins, increase the vitamin E intake (of all toco-
pherols), and check the selenium status.  Arsenic sup-
presses iodine and selenium, and adequate selenium 
intake can support the body’s natural elimination of 
arsenic.  
 
Check thyroid function (especially T3 and TSH) and 
the iodine status through blood, urine or hair testing. A 
low blood and/or urine level indicates an inadequate 
nutritional supply, whereas a low hair concentration 
reflects a chronically low intake. An excess iodine in-
take (through iodine-rich supplements such as chlorella 
and algae) may also disrupt the thyroid metabolism. 
Algae products can be high in arsenic.16 

 
Research 

 
The relationship between cognitive functions and hair 
mineral concentrations of lead, arsenic, cadmium, and 
aluminum was tested on a random selection of 69 chil-
dren.  The data obtained showed a significant correla-
tion between reading and writing skills and elevated 
arsenic levels, as well as the interaction between arse-
nic and Pb.  Children with reduced visual-motor skills 
had clearly elevated Al and Pb levels. 
 
Moon C.  et al: Main and interactive effects of metallic 
pollutants on cognitive function.  J. Learning  Disabili-
ties (18(4):217-21.  l985 
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