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by: Virginia Kessinger  

 

If most young people are that unhealthy?  
 

If medical procedures or medications are wrecking 

everyone’s kidneys? 
 

Or— Is it just another advertising campaign? 

 

In our clinic, we strive to educate our patients to take 

control of their health issues. If someone tells them to 

take a pill, undergo surgery, or accept an invasive 

procedure that may have serious consequences, they 

need to do their own research. We encourage them to 

ask questions: 
 

What are long term side effects? 

Will the pill save you from osteoporosis, but have 

cancer as a side effect! 
 

What percentage of these procedures or surgeries are 

successful? 

If a procedure has 3% side effects (death), it is 100% if 

it is you or a loved one! 

 

Our older patients have been trained over the years to 

do as their doctor says and ask no questions. They fear 

making their doctor mad. If they dare to ask, they may 

be dismissed as a patient! My answer for that is, “If you 

went to a new doctor every day for the rest of your life, 

you would not run out of options. When you go to a 

doctor, you are hiring them to do a job for you. You are 

the boss and you are paying them for their expert 

advice. If you ask a question, they owe you an answer. 

This should not be a problem for a competent 

physician. After all, you have entrusted your most 

valuable possession to them... your life!” 

 

I believe alternative health care doctors are the answer.  

They approach their patient care conservatively. Most 

realize that, “patients are not born with a deficiency of 

drugs or too many parts” (a direct quote from Dr. Jack 

Kessinger). 

 

Medicine will save your life but it will never make you 

healthy. We owe that explanation to the patients we 

have the privilege to treat. When we have helped them 

accept this concept, we have served them well. 

 

What’s that phrase?   

First, do no harm! 

 

 

 

 

Healthcare is Evolving—For Better or Worse 
 

I’ve watched the ever changing healthcare approach for 

the past fifty-plus years. Many discoveries and 

advances are miraculous. But, somewhere along the 

line, some of our basic principles have been lost in the 

shuffle. 

 

I don’t ever remember having a school nurse in my 

days of elementary education, nor in my children’s 

school days.  Looking at group pictures of those times, 

there were no fat kids. Well, maybe one who actually 

had a legitimate  health condition. Type II Diabetes in 

children was unheard of. In our current healthcare, 

children are lined up twice daily down the halls outside 

the school nurse station to receive their medications. 

Kids didn’t used to require drugs!  When did it become 

the norm to dispense drugs to our children on a daily 

basis? When did the right for teachers to require 

children to be on Ritalin become acceptable? Who is in 

control? Certainly not the parents. 

 

I wonder when it became routine to accept a diagnosis 

of acid reflux disease. When did heartburn, from eating 

a poor diet, turn into a popular disease? Larry the Cable 

Guy advises everyone to take a pill before you eat junk 

food. The healthy concept of eating a healthy diet and 

exercising is “old school!” 

 

Television advertisements try my patience. I wonder 

how many viewers are taken in by the beautiful people 

in the commercials.  The ads use the first 15 seconds to  

brag about what a medication helps and the remainder 

of the ad time listing all the adverse side effects. This 

last portion of the ad is done in a monotone voice by 

the smiling actor/actress. Lately, I have been noticing 

the beautiful, young lady telling everyone how 

wonderful the tiny, convenient, disposable catheters 

are, which makes me wonder:  
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demand then your footing is good and you’re ready to 

move forward. In order to maintain good footing you 

must keep abreast in all aspects of the service you 

provide. Moving forward is the key to growth and 

growth is the key to a continued life-line of any 

business. 

 

As a professional natural health care physician, a 

provider of “alternative medicine,” it is important to 

help all those we have the privilege to serve to achieve 

the very best health care available. First, by diagnosing 

their level of health and presence/absence of disease, 

then by applying natural therapies; i.e., nutritional, 

energetic, etc., that have been shown through valid 

scientific research to be appropriate for each malady/

organ system weakness treated. The most important 

purpose of appropriate diagnostic testing is to assess 

the severity of each patients condition and to match the 

most beneficial treatment protocol to it. The most 

benefit to be derived from any abnormal diagnostic test 

is from the retest, after therapy has been prescribed and 

instituted to ascertain the effectiveness, or the lack 

thereof, for the therapy protocol prescribed. The 

decision is then made, whilst maintaining a firm 

footing, to maintain, add to, or switch therapies and/or 

doctors. 

 

Attaining and then maintaining optimal individual 

health is simple in theory and most often in application. 

Keeping a firm foundation of health is possible for near 

all, providing the patient has a good support group for 

understanding and applying the steps necessary for 

their life. It takes a strong vital capacity, which requires 

habitual exercise and non toxic food/water, to keep “the 

ship” upright and even keeled. Everyone has their 

Achilles heel; i.e., weakness; in their genes.  It has been 

shown on larger scaled studies of populations that 

genes can be altered within generations through 

seasons of feast and seasons of famine. There is no 

reason not to conceive that genetics can also be altered 

on a smaller, even individual scale with the normal-

ization of body chemistry and mobility within a 

lifetime.  Most importantly, as a third part of “the body 

human,” the keeping of a firm footing mentally helps 

us to stay clear of “the slippery slope.” For this reason 

when it comes to health and the pursuit of happiness, 

keep a firm footing as you move forward.   

 

About the Author 

Dr. Jay Kessinger has a local weekly radio program 

called “A Healthy Concept” every Tuesday morning 

from 9:30-10:00. The programs are available on the 

clinic website www.drkessinger.com or go directly to 

www.drkessinger.com/radio.html   

Keep a firm footing.  In my years of experiencing my 

experiences and gleaning wisdom from others 

experiences, this is an important part of any stance.  

The winds of turbulence are an ever present foe of 

accomplishment and positivity, forever pressing against 

organization, progress and continuity.  According to the 

natural law of thermodynamics, everything is moving 

toward an area of disorganization from an area of 

organization. It’s the ability to recuperate, remodel, and 

rejuvenate that separates the living from the non- 

living, the organized from the non-organized. 

Organization leads to unity, and unity leads to strength. 

It is a hostile world in which we live, and it takes 

strength to survive; whether that be from the onslaught 

of pathogenic microorganisms, hostile competitors, 

pirates on the open sea, or anywhere in between. 

 

When it comes to personal health, keeping a firm 

footing is obviously not  a “forever” possible state, but 

it is essential in order to stave off the ill effects of 

sickness and disease.  There is, in too many instances, a 

slippery slope that one can seemingly only temporarily 

trod upon before losing their footing and falling into 

the destructive pit of disease and despair.  It is wise to 

maintain a firm footing for as long as possible, even in 

the worse type of  tumultuous times.  My heart goes out 

to all, who give their all, in maintaining firm footing 

even, and especially when ,the battle is ultimately soon 

to be lost. 

 

In private practice, ones head must be well above water 

and both hands must be firmly on the helm. Health care 

is probably no different than any other entrepreneurial 

service enterprise. The decisions you make, the actions 

you take, and inactions you allow, culminate into your 

footing in the world of business. 

 

Supply and demand. If the supply of your service is in 

 

The  

Legacy  

Dr. Jay Kessinger 

 by: A. Jay Kessinger IV,  DC,  ND,  DABCI  

 jay@drkessinger.com 
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increase salivary IgA in children.3 Other glandular 

substances are used regularly by the medical 

community.  Additionally, reports have suggested that 

bovine glandulars may be helpful for myoclonic 

seizures,5 thyroid support,6 anti-inflammatory 

activities,7 Down syndrome,10 and immune response,5,7 

 

Evidence suggests that with oral consumption of 

glandular extracts, a small percentage (5-10%) of their 

peptides are not broken down into their constituent 

amino acids but are available for intact absorption in 

the small intestine.11-14 A small amount of these 

absorbed peptides then circulate and some of them 

appear to assist the human body (especially for ill 

persons) in performing various anabolic and catabolic 

processes,11-15  E. Howell and others have reported that 

the amount of enzymes that pass through the stomach is 

between 40-50%,16  Glandulars are considered to be 

“cell food” (cytotrophic). 

 

It has been specifically claimed that glandulars may 

work by having a protective ability against autoimmune 

reactions against the related organs, “Glandulars, said 

Lee, neutralize such attacks.”17-18 Autoimmune 

reactions are believed to be the major cause of primary 

hypothyroidism,19 as well as certain other disorders. 

  

This report includes the results of clinical trials 

involving people taking one or more of four selected 

glandular formulas, as well as some earlier trials.  The 

intention of these trials was to measure how often 

individualized recommendations using these glandular 

formulas could benefit people suffering from a variety 

of complaints within 90 days.  

 

SELECTION CRITERIA   
Subjects were eligible for inclusion in these trials if 

they agreed to follow the recommended intervention, 

provide (and did provide) feedback, sign a consent 

agreement, indicated they suffered from problems 

monitored in this study, and took these selected 

glandulars for a period of up to 3 months. It does not 

include those who failed to provide feedback (approx-

imately 15% of those who could have participated). In 

the United States of America, naturopaths tend to see 

females more often than males, hence most of the 

statistics will be broken down by gender. 

 

METHOD AND MATERIALS  
After completing the selection documentation, all 

subjects were interviewed for approximately 45 

minutes. All subjects were then assessed using Reflex 

Nutrition Assessment (RNA). RNA is a non-invasive 

technique used to assess nutrition status by observing 

EFFICACY OF 

GLANDULARS AND 

HERBS: THE 

RESULTS OF 945 

CASES 

 

by: Robert Thiel, PhD 

(Continued on next page) 

Abstract: Many people consume glandular-containing 

supplements to support or improve their health.  

Glandulars are normally dried glands of animals such 

as cows, sheep, and goats.  Glands commonly used in-

clude parts of the brain, thyroid, thymus, kidney, heart, 

pancreas, adrenal, liver, etc. Some take them to assist 

with problems such as anxiety, panic attacks, fatigue, 

fibromyalgia, headaches, attention disorders, loss of 

memory, inability to focus, mood complaints, and a 

host of other ailments.  The purpose of this paper was 

to evaluate the efficacy of individualized glandular and 

herbal-based interventions based upon reflex nutrition 

assessment. This paper contains a summary report of 

four pre-test, post-test trials, plus eight previously 

published trials. Of the 945  participants, 928 ( 98.2%) 

reported improvement; p< 0.001. 

 

INTRODUCTION   

Glandular therapy has been used in countries such as 

the United States of America since at least the 

nineteenth century.1  Since World War II, mainstream 

medical practitioners have been less inclined to 

recommend them, while holistic practitioners, such as 

chiropractors and naturopaths, have tended to be more 

inclined to use them. Several papers published in 

MEDline journals have indicated that glandular 

therapies are being looked at by practitioners with a 

variety of clinical backgrounds.2-6 

 

Although the use of glandulars has its critics,7-9 there 

has been no serious and credible study that shows that 

they are not effective.  Furthermore, a study in the 

Journal of Surgery showed that oral pancreatic 

supplementation resulted in improved enzyme and 

growth levels for children who had a 

pancreaticoduodenectomy.2 Oral consumption of a 

bovine thymus extract has been shown to reduce the 

frequency of recurrent respiratory infections and 
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(Continued on  page 11) 

the response of muscles under externally provided 

human-force (it is similar to other forms of muscle 

testing15). RNA was also used to determine quantities of 

supplements. 

 

Participants who appeared to have problems (through 

the interview process combined with reflex assessment) 

that could benefit from the herbal-glandular formulas 

were advised to take them. The herbal-glandular 

products were from Food Research International (note: 

because of FDA practices, no product names are listed 

in this paper). These products are in the “herbal-

glandular” category in that they contain bovine 

glandular cytotrophin extracts as well as various plants 

and herbs.  (While in traditional Chinese medicine, the 

term “herbs” can include any substance that might be 

used to promote better health, in the West, the term 

“herbs” is limited to substances that come from plants 

and does not include animal products.) 

 

Subjects were interviewed at approximately 30 day 

intervals to determine any change in their complaints. 

 

RESULTS: Brain and Herbs 

Participants were given capsules that contained Acerola 

Cherry, Alpha Lipoic Acid (flax extract), B vitamins 

(food source), Bovine Brain, Bovine Medulla, Bovine 

Pancreas, Bovine Pituitary, Bovine Trachea, Corn Silk, 

Deoxyribonucleic Acid (wild salmon extract), Eleuthero 

Root, Flaxseeds, Grape Seed Extract (92% pro-

anthocyanidins), L-Carnosine (fermented grain extract-

gluten free), L-Methionine (fermented grain extract-

gluten free), L-Tyrosine (fermented bean source), 

Lecithin (bean source), and Ribonucleic Acid (Sac-

charomyces cerevisae extract). 

 

Participants took 2 to 6 capsules per day of the above 

formula, with three the most common amount. 

 

During the period of this trial, 38 cases involved the 

above formula—the results are shown in Table 1 on 

page 12. 

 

The “overall well being” category included all 

participants (38) and those who improved stated that 

they felt better, experienced less sadness, were happier, 

less angry, etc. Brain glandulars have historically been 

used for those with “slowness of thought” and  “inability 

to concentrate,” but have long been believed to work 

better with synergists such as B vitamins.20  

 

RESULTS: Heart and Herbs  

Participants were given capsules that contained Acerola 

Cherry, Bovine Aorta, Bovine Heart, Bovine B vitamins 
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(food source), Liver, Garlic, Hawthorn Berry, selenium 

yeast, and vitamin E (food source). 

  

People normally take 1-6 per day, no later than 

lunchtime as it definitely can affect sleep if taken late 

in the day.  It also helps many who feel cold.  It helps 

athletes recover quicker from events so that they can 

participate in multiple events. Its predecessor (which 

this investigator developed) was also used by one or 

more members of the 1996 US Olympic team.   

 

During the period of this trial, 11 cases involved the 

above formula with 7 being female and 4 being male—

the results are shown in Table 2 on page 12. 

 

Note: This study did not involve serious athletes.  

Serious athletes (mainly long distance runners) have 

reported better performance, increased energy, and/or 

faster recovery times on this and similar formulas. 

 

RESULTS: Hypothalamus and Herbs 

Participants were given capsules that contained  

Acerola Cherry, Alfalfa Sprouts, B vitamins (food 

source), Bovine/ovine Hypothalamus, Bovine Parotid, 

Bovine Thymus, Collinsonia Root, Ginkgo Bark, Kelp, 

L-Tyrosine (fermented grain extract-gluten free), 

Passion Flower, and Rice Bran. 

 

The typical person in this trial took 2-9 capsules per 

day, with three capsules being the most common 

amount. 

 

During the period of this trial, 39 cases involved the 

above formula with 28 being female and 11 being 

male—the results are shown in Table 3 on page 12. 

 

The “overall well being” category included all 

participants (39) and those who improved stated that 

they felt better, were less nervous, were happier, etc.  

The other two categories only included those who 

previously said that they had nervousness/anxiety (22) 

and/or panic episodes (9), respectively. 

 

RESULTS: Thyroid and Herbs 

Participants were given tablets that contained Alfalfa, 

Bovine Adrenal, Bovine Liver, Bovine Pituitary, 

Bovine Thyroid,  Burdock Root, Chromium GTF (food 

source), Guar Gum Seed, Kelp, L-Tyrosine (fermented 

bean source), Plant Polysaccharides, and Scullcap 

Herb. 

 

Thyroid problems are more common in the world than 

many realize.  During the period of this trial, 152 cases 





P inc. 

Nationwide Services 

Discounted Rates for Professionals 

 

Laboratory, Drug & DNA Testing,  

Supplies & Equipment 
www.pincnationwideservices.com 

 
 

Nationwide Drug and Paternity Testing Services 
We provide the clients, we pay you. 

It’s easy and convenient.  
Pinc provides nationwide coverage for employers who 
utilize drug and DOT  required testing.  Collection types 
may include, but are not limited to urine, hair, breath     
alcohol or blood.  Pinc handles all marketing, contracting 
and  invoicing. 

www.pinctesting.com 

 

800-264-5233 
Fax: 775-878-0020 



and reflex nutrition assessment) should be considered 

by more practitioners. (Various holistic practitioners 

have supported muscle-testing, however.30-32) This 

researcher does not believe that indiscriminately 

recommending the glandulars and herbs used in these 

studies (without proper training and without reflex 

nutrition assessment) will result anywhere near the 

reported success rates this paper shows. 

 

Because the consumption of meat is discouraged in 

some circles and the fear of Bovine Spongiform 

Encephalophy (B.S.E., also known as “mad cow 

disease”) in many circles, some prefer not to consume 

glandular products. However, it should be noted no one 

so far has ever been proven to have contracted B.S.E. 

from glandulars. In addition, B.S.E. is not considered to 

be a threat in cattle/sheep that come from B.S.E./

scrapie free countries such as Argentina and New 

Zealand (the glandulars in the four products mentioned 

all came from Argentina and/or New Zealand and/or 

wild fish).
33-35

 Thus, B.S.E. should not be a concern for 

those that consume glandulars from B.S.E.-free parts of 

the world. 

 

Properly prepared bovine, ovine, and goat glandulars 

from healthy animals are a generally safe way to feed 

human organs. They are not known to have any 

significant long-term, negative side effects. Humans 

have been consuming them for thousands of years.36 

 

Glandulars became less utilized by mainstream medical 

doctors in the United States as the use of penicillin and 

pharmaceutical medicines increased. Because of this, 

many doctors are unaware of the potential benefits for 

their patients—benefits that are still available today. 

 

More studies researching the effectiveness and 

usefulness of glandulars should be encouraged. 

 

About the Author 
Dr. Thiel was an Idaho naturopathic physician and is an 

Alabama licensed naturopathic scientist. He received his 

M.S. from the University of Southern California, Ph.D. 

(Nutrition Science) from the Union Institute & University, 

and his Doctorate in Natural Health from The United States 

School of Naturopathy and Allied Sciences.  Dr. Thiel is the 

author of several books, including Combining Old and New: 

Naturopathy for the 21st Century, and Serious Nutrition: 

Incorporating Clinically Effective Nutrition into Your 

Practice.  He has written many papers on nutrition and the 

use of glandulars. Dr. Thiel also sees many people with 

health concerns at the Doctors’ Research clinic in Arroyo 

Grande, California. www.doctorsresearch.com. 

 

 

involved the above formula with 100 being female and 

52 being male—results shown in Table 4 on page 12. 

 

The “overall well being” category included all 

participants (152) and those who improved stated that 

they felt better, and/or also sometimes included 

reduction of negative mood swings, improved female 

libido,  reduction of cold extremities, less lethargy, less 

dizziness, reduction of menstrual cramping, and better 

skin, etc.  The other four categories only included those 

who previously said that they had energy concerns 

(83), fat issues (51), suffered from headaches (31), or 

had attention concerns (15), respectively. An earlier 

study that this investigator performed using other 

thyroid support products found that 217 of 220 who 

followed the supplement recommendations reported 

improvement.20 

 

MULTI-FORMULA HEALTH CONCERN 

STUDIES 

While previous studies involving glandulars and herbs 

were not restricted to specific products, they do provide 

some information which helps demonstrate the efficacy 

of individualized nutritional interventions based upon 

reflex nutrition assessment could benefit people. 

 

Each of the previous studies were published in various 

publications,21-28 but have been combined in Table 5 on 

page 12. p < .001, using a binomial distribution test. 

 

*Note: The Infections study was not limited to 

glandular and herbal supplements, but also included bio

-electrical stimulation.26 However, since all the 

participants did take glandular and/or herbal 

supplements, this study was included in table 5 on page 

12. 

 

DISCUSSION   
This investigator has used glandular formulas clinically 

for decades and has advocated the proper use for them 

in medical and alternative journals.4,6, 21-29 

 

Properly advised glandular formulas clearly have been 

shown to be clinically effective. By combining the 

results of all twelve of the trials shown in this paper, 

they show that 98.2% of cases reported at least some 

improvement (though most reported major 

improvement) taking such formulas.   

 

These trials thus confirm that glandular products can 

help with a variety of human health complaints.  They 

also confirm that individualized recommendations can 

be remarkably effective.  Thus this researcher believes 

that these two “out-of-favor approaches” (glandulars 
(Continued on  next page) 

THE ORIGINAL INTERNIST     MARCH 2012 11 



Table 3.  Hypothalamus and  Herbs  % Reporting Improvement   

  Females Males Total 

        

Nervousness/Anxiety/Stress 94.1% 85.7% 91.7% 

Panic Episodes 100.0% 100.0% 100.0% 

Overall Well Being 100.0% 90.9% 97.4% 

        

TOTAL 100.0% 90.9% 97.4% 

Table 1.  Brain and Herbs % Reporting Improvement   

  Females Males Total 

        

Recall/Brain Function 100.0% 93.3% 95.0% 

Overall Well Being 100.0% 91.3% 94.7% 

        

TOTAL 100.0% 91.3% 94.7% 

Table 2.  Heart and Herbs % Reporting Improvement   

  Females Males Total 

        

More Energy/Stamina 85.7% 75.0% 81.8% 

        

TOTAL 85.7% 75.0% 81.8% 

Table 4.  Thyroid and Herbs % Reporting Improvement   

  Females Males Total 

        

Energy 95.0% 95.7% 95.2% 

Body Fat 66.7% 58.3% 64.7% 

Headaches 88.5% 100.0% 90.3% 

Attention Complaints 100.0% 100.0% 100.0% 

Overall Well Being 99.0% 100.0% 99.3% 

        

TOTAL 99.0% 100.0% 99.3% 

Table 5.   All Studies Total Number Percent 

  Participants Improved Improved 

Health Concern Studies:       

Allergies 42 40 95.2% 

Arthritis/Muscle Discomfort 81 80 98.8% 

Attention Concerns 33 33 100.0% 

Chronic Fatigue 101 100 99.0% 

Fibromyalgia 40 40 100.0% 

Infections* 143 140 97.9% 

Migraines 45 44 97.8% 

Thyroid 220 217 98.6% 

Single Formula Studies:       

Brain and Herbs 38 36 94.7% 

Heart and Herbs 11 9 81.8% 

Hypothalamus and Herbs 39 38 97.4% 

Thyroid and Herbs 152 151 99.3% 

        

TOTAL 945 928 98.2% 
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CHIROPRACTIC’S HISTORY 

RELATING TO WELLNESS AND 

CHRONIC DEGENERATIVE 

DISEASES 
 

STATEMENT:  LACK OF WELLNESS LEADS TO 

CHRONIC AND DEGENERATIVE DISEASE  

 

Being a third generation doctor of chiropractic provides 

personal experience for close to one half of 

chiropractic’s history. Two of our sons are fourth 

generation chiropractic doctors. While growing up in a 

chiropractic home, I witnessed my father successfully 

treat a variety of health problems, beyond neck and 

back pain, by utilizing the natural therapies that have 

historically been pioneered by chiropractic, and now 

often promoted for health and wellness. While still in 

high school I often performed physical-therapy on 

patients in my Dad’s clinic. During that time, I saw 

many chronic and degenerative conditions dramatically 

improve. This was in addition to the accelerated 

improvement evidenced in the everyday sprain/strain 

conditions commonly seen in a chiropractic clinic.  I 

watched, and learned, as my Dad counseled patients on 

lifestyle steps necessary for “wellness.” Many of the 

dietary and lifestyles that are now well documented to 

be essential for optimum health have long been 

endorsed by the chiropractic profession.    

 

I often attended post graduate seminars with my father 

and his chiropractic colleagues. These seminars were 

focused on prevention, as well as diagnosing and 

treatment therapies for managing most common 

chronic and degenerative diseases. In 1954 I 

accompanied my father to a week of post graduate 

training at Spears Chiropractic Hospital in Denver, 

Colorado.  In addition to chiropractic adjustments, the 

therapies emphasized at Spears included diet, 

nutritional support, exercise, and the necessity for a 

following a healthy lifestyle. 

  

I remember tagging along with Dad on the nightly 

house call rounds he made during a particularly heavy 

flu epidemic in the 1950’s.  He would take his portable 

adjusting table, a “duty bag” filled with stethoscope, 

otoscope, tongue depressors, ophthalmoscope, etc, 

along with an always present variety of specific vitamin 

and mineral supplements.  Today, the history I take, the 

tests that I order, and the therapies that I utilize often 

remind me of observations witnessed in a progressive 

chiropractic clinic over fifty years ago.           

 

The art and science of chiropractic reportedly had its 

beginning on September 18, 1895, in Davenport Iowa.  

History tells us, chiropractic was discovered after 

hearing was restored by some sort of manipulative 

adjustment procedure by Dr. David Palmer.   

 

Harvey Lillard was a janitor who reportedly told Dr. 

Palmer that he had lost most of his hearing seventeen 

years prior, after lifting a heavy box.  While lifting the 

box he stated he heard something in his back “pop,” 

and the next day his hearing was greatly diminished.   

 

Nine years prior to the first chiropractic adjustment, Dr. 

Palmer had been a magnetic healer, a type of hands on 

therapy which was also practiced by many medical 

practitioners of the era.  It is reported that Palmer was 

also a keen student of anatomy and physiology.  

Following the improvement in Harvey Lillard’s 

hearing, Palmer reasoned that since the body is 

controlled through the brain and nervous system, and 

that nervous system sends thousands of messages every 

second to control and regulate every structure and 

function within the body.  He reasoned that interference 

to the nerve supply could distort and block messages to 

the organs, and parts of the body. Palmer felt that 

Lillard’s hearing loss obviously resulted from blockage 

of the spinal nerves that controlled the inner ear.  When 

the nerve pathways were relieved by his chiropractic 

adjustment, Lillard’s hearing was greatly improved.  

Experimenting with this new method of health care, Dr. 

Palmer found many health conditions were, likewise, 

relieved.  

 

Interest in this new science grew and two years later, in 

1897, Dr. Palmer established the first school of 

chiropractic in Davenport, Iowa.  It’s present location is 

only blocks away from the first chiropractic adjustment 

performed by D.D. Palmer. 

 
(Continued on next page) 
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(Continued on  page 24) 

Chiropractic is a science firmly grounded in anatomy, 

physiology, neurology, biomechanics, and nutrition, 

which provides a natural approach to health care. 

 

By maximizing the inherent recuperative powers of the 

human body, broad scope chiropractic provides a 

natural approach to health and wellness care. It is an 

essential alternative approach to health, and often a 

complementary component of the modern health care 

delivery system. It offers the consumer an effective, 

drug free, non-surgical intervention for a wide range of 

health problems. Chiropractic is very much in tune with 

the values and priorities of individuals who are seeking 

to take control of their own personal health and health 

care decisions. 

 

Chiropractic now boasts several colleges in the U.S. 

These colleges are fully accredited by the Council on 

Chiropractic Education (CCE). The CCE accreditations 

are approved by the U.S. Department of Education.  

Many other countries, including Canada, Japan, etc., 

also boast chiropractic colleges.   

 

The 2003 CCE Standards for Doctor of Chiropractic 

Programs state: "Doctors of chiropractic must be able 

to provide wellness care and to promote health 

maintenance to perform common screening procedures 

and wellness assessments in different age groups." 

 

This was expanded in the 2004 CCE Standards: "A 

doctor of chiropractic is a primary care physician 

whose purpose is to help meet the health needs of 

individuals and of the public. The doctor of chiro-

practic's responsibilities as a primary care physician 

include wellness promotion (promote wellness by 

assessing health risk and providing problem-related, 

general health information and lifestyle counseling). 

 

The 2007 “CCE Standards” reiterate that “a doctor of 

chiropractic is a primary care physician whose purpose, 

as a practitioner of the healing arts, is to meet the health 

needs of individual patients and the public, giving 

particular attention to the structural and neurological 

aspects of the body (CCE Standards for Doctor of 

Chiropractic Programs and Requirements for 

Institutional Status).   

 

Chiropractic health promotion and wellness is patient-

centered and promotes patient satisfaction. The 

characteristics of patient-centered chiropractic care 

were noted when searching for the optimal paradigm 

for chiropractic education and research. These 

characteristics emerged from studies by sociologists, 

psychologists and medical anthropologists that 

described what doctors of chiropractic do in practice 

(Gatterman MI. A patient-centered paradigm: a model 

for chiropractic education and research. J Alternative 

and Complementary Medicine 1995;1:371-386). 

 

The Office of Alternative Medicine (OAM) was 

established in 1991, with the appropriation of $2 

million for an office “to more adequately explore 

unconventional medical practices.” “While the 

dominant system of health care in the United States— 

often called “conventional medicine,” or bio-

medicine—is extremely effective for treating infectious 

diseases and traumatic injuries, it is often ill equipped 

to handle complex, multifaceted chronic conditions. 

One reason is that, over the years, conventional 

medicine has increasingly emphasized finding a single 

“magic bullet” solution for each condition or disease it 

confronts.  The reality is that many chronic conditions 

are not amenable to such one-dimensional sol-

utions.” (Alternative Medicine, Expanding Medical 

Horizons 1992) 

 

The study goes on to report, “heart disease is almost 

entirely attributed to poor diet, (i.e., high fat intake) and 

unhealthy lifestyle decisions (alcohol consumption and 

smoking), and thus can be avoided.  For those who 

already have heart disease, an extremely low-fat diet 

combined with exercise and other therapies may 

actually start unclogging blocked arteries and 

significantly extend life.” 

 

Thus, for health care reform truly to succeed at 

reducing costs and increasing access, disease pre-

vention must be the ultimate focus of the primary care 

system rather than disease treatment. 

 

Healthy People had its beginning by the U.S. Surgeon 

General, and is now led by the U.S. Department of 

Health and Human Services. The 1979 Surgeon 

General's Report, Healthy People, and Healthy People 

2000: National Health Promotion and Disease 

Prevention Objectives both established national health 

objectives and served as the basis for the development 

of State and community plans.  

 

Like its predecessors, Healthy People 2010 was 

developed through a broad consultation process, built 

on the best scientific knowledge and designed to 

measure programs over time. Nearly all upgraded 

Healthy People 2010 wellness guidelines have long 

been promoted by the chiropractic profession. 

 

A 1986 Harris Poll reported that “The health consumer 
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The following excerpt from “Integrative Chiropractic 

Management of High Blood Pressure and Chronic 

Hypertension: Updated and Expanded Second Edition” 

is provided by Dr. Alex Vasquez for the chiropractic 

community, exclusively, via The Original Internist. No 

other use is permitted.  

 

Chronic high blood pressure—The silent disease and 

tremendous opportunity: High blood pressure (chronic 

hypertension) is the most common disease diagnosis 

encountered in clinical practice worldwide. As such, 

the diagnosis and successful integrative management of 

chronic hypertension represents an opportunity for 

clinicians to achieve higher levels of practice success 

and for patients to receive the healthcare that they need. 

In America, 30% of adults have hypertension. For those 

of us specializing in adult healthcare, these hyper-

tensive adults in the population can be thought of as 

belonging to two categories: 1) patients receiving 

comprehensive integrative functional medicine care 

(very small minority), and 2) patients who are either 

undiagnosed, untreated, or treated only with drugs and 

therefore in need of comprehensive integrative 

functional medicine care for optimal hypertension 

management, disease prevention, and wellness 

promotion (the vast majority of hypertensive patients).  

Most hypertensive patients have no symptoms of their 

disorder and are therefore reliant upon a competent 

clinician to reveal the problem and to provide the 

appropriate education and the motivation to initiate and 

maintain compliance with treatment. Clinicians have 

the responsibility to detect and effectively manage high 

blood pressure. High blood pressure accelerates the 

development of cardiovascular disease and additional 

complications including stroke, heart attack 

(myocardial infarction), heart failure, renal failure, 

blindness, peripheral vascular disease and endothelial 

dysfunction which can contribute to (for example) 

lower leg amputation and sexual dysfunction1  in both 

men and women.  

 

Clinicians have three core responsibilities related to 

hypertension management. First, the condition must be 

diagnosed by the clinician; this is a simple physical 

exam procedure. Second, the patient must be assessed 

for underlying causes and disease complications. Third, 

the patient must be enrolled in a treatment program to 

ensure proper lowering of elevated pressures; this is 

best accomplished with diet optimization, nutritional 

supplementation, therapeutic lifestyle changes, spinal 

manipulation, and—rarely—use of medications.  

 

Correction of vitamin D deficiency: Vitamin D3 

(cholecalciferol)—with or without calcium 

supplementation—can reduce blood pressure in 

cholecalciferol-deficient hypertensive patients as 

effectively as the use of antihypertensive medication. 

As I have discussed in extensive detail elsewhere, a 

reasonable dose of vitamin D3 for adults is in the range 

of 4,000-10,000 IU per day, and doctors new to vitamin 

D therapy should read our clinical monograph 

published in 2004 and available on-line.2 The most 

important drug interaction with vitamin D3 is seen with 

hydrochlorothiazide (HCTZ), a commonly used anti-

hypertensive diuretic that promotes hypercalcemia. 

Vitamin D supplementation in patients taking HCTZ 

must be implemented slowly, with professional 

supervision, and with laboratory monitoring of serum 

calcium at days 10, 30, and 60 following the use of 

combined cholecalciferol-HCTZ treatment. The goal of 

vitamin D3 supplementation is for serum 25-OH-

vitamin D3 levels to reach the optimal range of 50-100 

ng/ml, as shown in the diagram on the next page. 

 

Interpretation of serum 25(OH) vitamin D levels. 

Image from Vasquez A., Integrative Chiropractic 

Management of High Blood Pressure and Chronic 

Hypertension: Updated and Expanded Second Edition 

(CreateSpace.com) 2011. 

(Continued on next page) 
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Controlled clinical trial—Effects of short-term calcium 

supplementation with or without vitamin D3 

supplementation on blood pressure and parathyroid 

hormone levels in elderly women. (Journal of Clinical 

Endocrinology and  Metabolism, Apr 2001): In an 8-

week study of 148 elderly women (average age 74 

years) with a 25-hydroxycholecalciferol (25OHD(3)) 

level <20 ng/ml (<50 nmol/l), daily administration of 

1200 mg calcium plus 800 IU vitamin D3 (note: very 

low dose of vitamin D) was superior to 1200 mg 

calcium without vitamin D. Vitamin D plus calcium 

resulted in an increase in serum 25OHD(3) of 72%, a 

decrease in serum PTH of 17%, a decrease in heart rate 

of 5.4%, and a decrease in blood pressure of 

approximately -13/-7 mm Hg.3 These results are 

clinically important because of the significant 

alleviation of hypertension that is noted, even despite 

the low dose of vitamin D3 that was used. Collateral 

benefits in muscle strength, mood, cognition, balance 

(and reduced falling), and enhanced resistance to 

infection are commonly noted with vitamin D3 

supplementation; such benefits are not seen with 

antihypertensive drug use.  

  

Placebo-controlled clinical trial—Vitamin D improves 

endothelial function and reduces blood pressure in 

patients with Type 2 diabetes mellitus and low vitamin 

D levels (Diabetic Medicine, Mar 2008): In a double-

blind, parallel group, placebo-controlled randomized 

trial, a single dose of 100,000 IU vitamin D2 (note 

the use of ergocalciferol, the less effective form of 

vitamin D compared with cholecalciferol, vitamin 

D3) or placebo was administered to patients with Type-

2 diabetes mellitus (DM-2) who were vitamin D 

deficient with an average baseline 25-hydroxy vitamin 

D level <20 ng/ml (<50 nmol/l). Benefits of vitamin D 

supplementation included significantly improved flow 

mediated vasodilatation (FMD) of the brachial artery 

by 2.3% and significantly decreased systolic blood 

pressure by -14 mm Hg compared with placebo.4 

Total reduction in blood pressure for vitamin D 

compared to placebo (per Table 2 of the original 

article) was -13.9/-4.5 mm Hg.  

 

Coenzyme Q-10 (CoQ-10 or CoQ10) with doses 

ranging from 100-300 mg per day: Average dietary 

intake of CoQ-10 is 2-5 mg/d. CoQ-10 is made 

endogenously; however, some patients—particularly 

those with migraines, asthma, hypertension, allergies, 

heart failure and idiopathic dilated cardiomyopathy—

may have an inborn or acquired error of metabolism 

that prevents them from making sufficient amounts of 

this vitally important substance. Hypertensive patients 

generally have lower serum CoQ-10 levels than 

normotensive persons. Typical blood levels of CoQ-10 

range from 0.7-1 mcg/ml; however clinical benefit in 

CVD may require serum levels of 2-3 and up to 4 

mcg/ml to attain maximal clinical benefit.5 Testing of 

serum CoQ-10 levels is not necessary before starting 

treatment; however, patients who do not benefit as 

expected should have their CoQ-10 levels measured 

and supplementation increased to attain optimal serum 

levels before deciding that treatment is inefficacious. 

While clinical benefit may occur within the first week 

of supplementation, maximal improvement generally 

takes 4-8 weeks in order to obtain tissue saturation and 

beneficial changes in cell physiology. CoQ-10 is 

clearly one of the most powerful and broadly-beneficial 

nutritional supplements on the nutrition-healthcare 

market. Research literature shows a clinically 

meaningful benefit of CoQ-10 supplementation in 

patients with myocardial infarction, HTN, heart failure, 

renal failure, allergies, asthma, migraine, Parkinson’s 

disease, and chronic viral infections such as HIV. CoQ-

10 has generally been produced and studied in its 

oxidized form as “ubiquinone” however more current 

research and clinical trends suggest that the reduced 

form “ubiquinol” is better absorbed (perhaps 3x); a 

small clinical trial (n=7) showed impressive 

improvements in serum CoQ-10 and clinical status 

followed by ubiquinol treatment compared to 

ubiquinone treatment in CHF patients with 

malabsorption-inducing bowel wall edema.6 Whether 

or not ubiquinol has clinical advantage over ubiquinone 

to such an extent that the higher cost is justified in 

other clinical scenarios—especially those which are not 

associated with malabsorption and/or the bowel wall 

edema seen in severe heart failure—remains to be 

determined. In hypertensive patients, CoQ-10 doses 

of 60-120 mg/d can typically lower BP by about -15/-

9 mm Hg. CoQ-10 can be safely used with 

(Continued on page 21) 

Deficiency
< 20 ng/mL (50 nmol/L)

Excess vitamin D
> 100 ng/mL (250 nmol/L)
              with hypercalcemia

Optimal range
50 - 100 ng/mL (125 - 250 nmol/L)

Insufficiency range
< 20- 40 ng/mL (50 - 100 nmol/L)
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antihypertensive medications and is generally safer 

than all antihypertensive medications. CoQ-10 may 

rarely interfere with coumadin/warfarin action in some 

patients; a cross-over study of 24 patients on chronic 

warfarin showed that neither CoQ-10 nor Ginkgo 

biloba affected coagulation indices nor warfarin 

dosage.7 More frequent monitoring of INR is routinely 

advised following any change in diet or medication. 

CoQ-10 supplementation provides numerous collateral 

benefits; research literature shows clinically 

meaningful benefits of CoQ-10 supplementation in 

patients with myocardial infarction, HTN, heart failure, 

renal failure, allergies, asthma, migraine, gingivitis, 

male infertility/subfertility, Parkinson’s disease, and 

chronic viral infections.  

 

In a personal communication by email in which the 

current author corresponded with world-renowned CoQ

-10 researcher Peter Langsjoen, MD, FACC 

(citations,8,9) about CoQ-10’s mechanism of action in 

the treatment of hypertension, the following reply was 

received, quoted here with permission:  

 

Personal communication from Peter H. Langsjoen, 

MD, FACC 

 

January 25, 2011 

 

Dear Alex, 

 

In regards to the antihypertensive effect of coenzyme 

Q10, I do have a couple of thoughts. 

 

The first theory is that coenzyme Q10 (CoQ10) has 

some influence on endothelial function, which may 

thereby have some benefit in hypertension. There is one 

thing that is quite clear, and that is that CoQ10 cannot 

have any direct vasodilator function because we never 

see a decrease in blood pressure in patients who 

already have low-normal blood pressures. 

 

My own theory on this subject is that the decrease in 

blood pressure from CoQ10 supplementation is a 

secondary phenomenon. We have observed that 

patients with established hypertension quite frequently 

have underlying diastolic dysfunction and it is clear 

that CoQ10 supplementation improves diastolic 

function because this is in large part an active process 

requiring a large amount of ATP to re-establish 

calcium gradients such that the actin and myosin fibrils 

can uncouple. When diastolic function improves, there 

is a secondary gradual decrease in hypertension. The 

theory is that the diastolic dysfunction actually occurs 

first as a result of CoQ10 decrease, which occurs 

beginning in early-middle age and can certainly be 

aggravated by a variety of factors including stress and 

poor diet. One of the first adaptive responses that we 

have from impairment in the filling phase, or diastole 

phase, of the cardiac cycle is an increase in 

catecholamines, and these patients almost always have 

a tendency for an increase in both blood pressure and 

heart rate. It is my theory that when we improve the 

diastolic dysfunction, the adaptive high catecholamine 

state gradually subsides, and with this, there is 

frequently a decrease in blood pressure and a 

decreased need for antihypertensive medication. 

 

Additional correspondence February 17, 2011: “QH 

(ubiquinol) is 2-3x better absorbed than QX 

(ubiquinone). Some promotional materials have 

exaggerated this.  Also, since QX is promptly reduced 

to QH after absorption, there is no difference in 

antioxidant effect of supplemental QH vs QX.  The only 

difference is the improved absorption.” 

 

My very best regards, 

Peter 

Peter H. Langsjoen, MD, FACC 

 

CoQ-10’s safety and efficacy in the treatment of 

hypertension is very well established, and the 

mechanism(s) of action are manifold rather than 

singular. CoQ-10 has been shown to improve glycemic 

control, reduce serum insulin levels, promote beneficial 

redistribution of adipose, provide anti-inflammatory 

and anti-allergy benefits, and to improve mitochondrial 

bioenergetics. Peer-reviewed articles on the use of CoQ

-10 for cardiovascular health are reviewed and 

summarized in the sections that follow. 

 

Correlational study—CoQ-10 is an independent 

predictor of mortality in chronic heart failure 

(Journal of the American College of Cardiology, Oct 

2008): Plasma samples from 236 patients admitted to 

the hospital with heart failure were assayed for LDL 

and total cholesterol, and total CoQ-10. “CON-

CLUSIONS: Plasma CoQ-10 concentration was an 

independent predictor of mortality in this cohort. The 

CoQ-10 deficiency might be detrimental to the long-

term prognosis of CHF [chronic heart failure], and 

there is a rationale for controlled intervention studies 

with CoQ-10.”10 

 

Review—Role of coenzyme Q10 (CoQ10) in cardiac 

disease, hypertension and Meniere-like syndrome 

(Pharmacology and Therapeutics, Dec 2009): In this 

excellent review that covers the role of CoQ-10 in the 

treatment of cardiovascular diseases—heart failure, 
(Continued on next page) 
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HTN, myocardial infarction, arrhythmia—and Meniere 

syndrome and hearing loss, Kumar et al review the 

literature to conclude that CoQ-10 provides major 

clinical benefit in all of these conditions and without 

adverse effects. Cardioprotective properties of CoQ-10 

include its role as an antioxidant, vasodilator, and 

membrane stabilizer in addition to its ability to 

decrease blood viscosity, proinflammatory cytokines, 

endothelial dysfunction, insulin resistance, and to 

promote proper diastolic and systolic function of the 

myocardium. Additional functions of CoQ-10 specific 

to its benefit in HTN appear related to the ability of 

CoQ-10 to antagonize aldosterone and/or angiotensin; 

if confirmed, these functions would support the concept 

that CoQ10 functions in part like an aldosterone 

antagonist (such as spironolactone) and/or an 

angiotensin 2 receptor blocker (such as losartan). 

Typical blood pressure reduction with use of CoQ-

10 can be as high as -18/-11 mm Hg, depending on 

dose, attained serum levels; other common nutritional 

deficiencies such as magnesium, potassium, and 

vitamin D can also be addressed to improve efficacy. 

Maximal improvement might take 4-8 weeks; however, 

some patients will respond more quickly—within the 

first week—and this observation underscores the 

importance of frequent BP monitoring and the need to 

adjust doses of antihypertensive drugs as needed to 

avoid hypotension and its complications such as 

syncope.  

 

Randomized, double-blind, placebo-controlled trial of 

coenzyme Q10 in isolated systolic hypertension 

(Southern Medical Journal, Nov 2001): Twice daily 

administration of 60 mg of oral CoQ-10 was given to 

46 men and 37 women with isolated systolic 

hypertension in a 12-week randomized, double-blind, 

placebo-controlled trial. “RESULTS: The mean 

reduction in systolic blood pressure of the CoQ-10 

treated group was 17.8 mm Hg. None of the patients 

exhibited orthostatic blood pressure changes. 

CONCLUSIONS: Our results suggest CoQ-10 may be 

safely offered to hypertensive patients as an alternative 

treatment option.”12 

 

Open clinical trial—Coenzyme Q-10 in essential 

hypertension (Molecular Aspects of Medicine, 1994): 

In this open trial with no comparative placebo group, 

26 patients with essential hypertension received oral 

CoQ-10 50 mg twice daily for 10 weeks.13 Results of 

this study showed the following:  

 

 Systolic BP decreased from 164.5 to 146.7 mmHg 

(reduction of -17.8 mmHg). 

 Diastolic BP decreased from 98.1 to 86.1 mmHg 

(reduction of -12 mmHg).  

 Plasma CoQ-10 values increased from 0.64 mcg/ml 

to 1.61 mcg/ml. Of particular note is that eight of 26 

patients (30%) had baseline values of plasma CoQ-10 

that were subnormal before treatment and which 

normalized with supplementation. 

 Serum total cholesterol decreased from 222.9 mg/dl 

to 213.3 mg/dl. 

 Serum HDL cholesterol increased slightly from 41.1 

mg/dl to 43.1 mg/dl. 

 Plasma renin activity, urinary aldosterone, serum and 

urinary sodium and potassium, plasma endothelin, 

electrocardiographic and echocardiographic findings 

and did not change.  

 

In a subgroup of 5 patients tested, peripheral vascular 

resistances were 2,283 dyne·s·cm−5 before treatment 

and 1,627 dyne·s·cm−5 after treatment, thus indicating 

a clear reduction in peripheral resistance by CoQ-10. 

The authors concluded that the antihypertensive effect 

of CoQ-10 is probably mediated by reduction in 

peripheral resistance. 

 

These antihypertensive results, the collateral benefits, 

and the absence of adverse effects make CoQ-10 

appear superior to drug treatment for the treatment of 

chronic HTN. 

 

Clinical trial with water-soluble CoQ-10—Effect of 

hydrosoluble coenzyme Q-10 on blood pressures and 

insulin resistance in hypertensive patients with 

coronary artery disease (Journal of Human 

Hypertension, Mar 1999): In this randomized double-

blind placebo-controlled trial among patients receiving 

antihypertensive medication and with coronary artery 

disease (n=59: 30 in treatment group, 29 in placebo 

group), patients received oral coenzyme Q-10 (60 mg 

twice daily) for 8 weeks. In the coenzyme Q-10 

group, beneficial reductions were noted in systolic 

and diastolic blood pressures (average 168/106 

reduced to 152/97 [-16/-9] mm Hg), heart rate, waist–

hip ratio, fasting and 2-h plasma insulin and glucose 

levels, triglyceride levels and angina; CoQ-10 

supplementation raised HDL-cholesterol. The authors 

concluded, “These findings indicate that treatment with 

coenzyme Q-10 decreases blood pressure possibly by 

decreasing oxidative stress and insulin response in 

patients with known hypertension receiving 

conventional antihypertensive drugs.”14 

 

Conclusions: 
In the chronic care setting, “treating hypertension” 
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simply by using drugs to lower blood pressure is like 

turning off a smoke alarm and then letting the fire 

continue to blaze. High blood pressure is a 

manifestation of dysfunction. Rather than directing 

treatment toward the manifestation (i.e., the blood 

pressure elevation), clinicians would be more wise to 

address the nature and cause of the imbalance that is 

causing the elevation in blood pressure. If the 

metabolic-physiologic fire is extinguished, then the 

smoke alarm will silence itself though autoregulation, 

and spending billions of dollars and work-hours on 

alarm silencers (i.e., drugs) and alarm specialists will 

thereby become largely unnecessary. The results will 

include enhanced health via collateral benefits of 

natural treatments, reductions in costly and dangerous 

adverse drug effects, patient liberation from drug 

dependency, authentic patient empowerment, and 

improved fulfillment of medicine’s purported tenets of 

beneficence, autonomy, and nonmalfesence.  

Supplementation with vitamin D and CoQ-10 facilitate 

the correction of nutritional deficiency and the 

restoration of homeodynamic mechanisms, thereby 

promoting the re-establishment of the foundation of 

health.  

 

About the Author 
"Dr. Vasquez’s is Director of the Medical Board of 

Advisors, researcher and speaker, for Biotics Research 

Corporation. His professional degrees include Doctor 

of  Chiropractic (Texas Chiropractic College; 

University of Western States, 1996), Doctor of 

Naturopathic Medicine (Bastyr University, 1999) and 

Doctor of Osteopathic Medicine (University of North 

Texas Health Science Center, 2010). Dr Vasquez's most 

recent book is "Integrative Chiropractic Management 

of High Blood Pressure and Chronic Hypertension: 

Updated and Expanded Second Edition" available from 

Amazon.com and OptimalHealthResearch.com.  
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is smart, educated, often successful in his or her career, 

an individual resolute, regardless of propaganda to the 

contrary, in getting the best health care available.  More 

to the point, the higher the education, the higher the 

income, the more likely they are to seek unorthodox, 

non-mainstream, “holistic” health care.” 
 

I have observed chiropractic coming full circle.  It was 

founded on treatment of the whole body through 

natural therapies.  In its attempt to satisfy insurance 

companies, several years ago, many in the chiropractic 

profession began narrowing its focus to neck and back 

pain.  The wellness revolution has revived the 

chiropractic profession to its rightful role in providing 

whole body health as it provided for several decades in 

its beginning.  
 

The American Chiropractic Association (ACA), based 

in Arlington, VA, is the largest professional association 

in the world representing doctors of chiropractic.  Its 

vision statement reports “the ACA seeks a 

transformation in health care, from a focus on disease 

to a focus on wellness.”   
 

Respectively submitted to the American Chiropractic 

Journal on August 30, 2009 for publication.  
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called a basement membrane that separates the blood 

from the artery wall. It is the endothelium that incurs the 

damage through chronic oxidative stress.  

 

Chronic oxidative stress comes from unchecked free 

radicals (atoms, molecules and ions with an unpaired 

electron). Free radicals originate from inside the body as 

well as outside the body. For the most part they are 

highly reactive due to their quest to balance or match 

their unpaired electron. The problem arises when there is 

not enough anti-oxidant protection to satisfy the free 

radical population in any given locality within the body. 

In the blood, unchecked free radicals begin by going  

after the epithelial lining to satisfy their needs and attack 

everything along the process. As we get the chronic oxi-

dative stress cycle under control we build good cardio-

vascular health and can even reverse a fairly advanced 

stage of heart disease. The key is arresting the inflamma-

tory cycle.  

 

The endothelial cells bathe in a gel like matrix that is 

water insoluble. This is what separates the endothelial 

cells from the artery wall. The gel matrix (basement 

membrane) consists of mostly collagen for support. Free 

radical damage destructs the endothelial cells and cracks 

develop in the endothelial lining. As solutes from the 

blood infiltrate the basement membrane, there is a break-

down of the collagen support and the basement mem-

brane becomes water soluble. Once contents from the 

blood enter the now water soluble matrix, they fall out of 

solution and begin developing deposits in the space   

between the endothelium and arterial wall and this is 

where cholesterol comes in.  

 

The innate mechanism for dealing with destruction of 

cells is to release cholesterol to help build and/or rebuild 

the cell membranes. In general, the liver produces low 

density lipoproteins (LDL’s) to transport cholesterol to 

damaged cells. There are different types of LDL. The 

smaller and denser LDL’s are atherogenic. High density 

lipoproteins (HDL’s) are anti-atherogenic and carry the 

cholesterol back to the liver. This process is happening 

all the time and as long as it is in balance we have no 

problems. It only becomes a problem when there is an 

imbalance between the oxidative stress and the body’s 

ability to process. This is driven by an inflammatory cy-

cle that gets out of control. Cholesterol levels can rise in 

order to satisfy the need of repair as destruction from the 

inflammatory cycle increase. However, increased levels 

of cholesterol can be evidence of a problem but not the 

cause.  

 

The smaller and denser LDL cholesterol is stickier and 

more easily gummed up with sugar. Because they are 

Cardiovascular disease is the #1 killer in the U.S. The 

effects are far and wide and the cultural importance of 

understanding this issue is beyond measure. The most 

detrimental effect of the Lipid Hypothesis has been the 

notion that somehow cholesterol is the enemy. Choles-

terol, in fact, does play a role in the pathogenesis of   

cardiovascular disease but it is not the cause.  

Ancel Keys popularized the Lipid Hypothesis (saturated 

fats cause high cholesterol and high cholesterol causes 

heart disease) in the 1950’s. This tradition has turned out 

to be incorrect. Never mind the fact Ancel Keys fudged 

the data to make research support his assumptions, our 

culture followed in lock step. We began eating more 

grains and vegetable oil and less eggs, etc. The statins 

followed. A war waged on cholesterol still rages today. 

It may be shocking to hear that many more people die of 

heart attacks from low-fat, low cholesterol, high carbo-

hydrate diets and that high cholesterol in and of itself 

does not cause heart disease.  

 

Cardiovascular disease is the result of chronic oxidative 

stress on the artery walls, and cholesterol is simply one 

part of the body’s innate mechanism of dealing with the 

damage. Cholesterol is essential for normal health and 

life. 70 to 80% of all cholesterol is made in the liver. It is 

a basic building block for many hormones, including 

testosterone, estrogen and progesterone. Cholesterol is 

integral in immune system function and is important in 

the synthesis of Vitamin D. It is important in the stress 

response. Cholesterol provides structural support for all 

cell membranes in the body and is essential in communi-

cation. The purpose and function of cholesterol is so far 

and wide in reach it is hard to comprehend its impor-

tance for overall life and health. Forcing levels down 

through medications has shown in some cases to have 

devastating results.   

 

Cardiovascular disease begins with an inflammatory 

process brought on by chronic oxidative stress. The en-

dothelium is a lining of cells sitting on a gel like matrix 

(Continued on next page) 
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smaller, it is easier for them to penetrate the cracked 

epithelial lining and enter the basement membrane. 

Once the small and dense LDL is gummed up anti-

atherogenic HDL can’t readily transport the cholesterol 

back to the liver. Free radicals go after the LDL and the 

LDL becomes oxidized (has unpaired electrons). The 

oxidized LDL’s are toxic to the surrounding tissues and 

trigger an immune response. Macrophages come in but 

can’t eradicate the oxidized LDL’s and the result is for-

mation of foam cells. The cholesterol plaque causes the 

muscle cells to enlarge and form a hard cover over the 

affected area. This hard cover is what causes a narrow-

ing of the artery which reduces the blood flow and in-

creases blood pressure.  

 

Looking at the above mechanism may bring us to the 

conclusion, “let’s get rid of cholesterol.” First, remem-

ber all the various functions of cholesterol, and        

secondly, remember none of this process would get out 

of control if the inflammatory process was in control. It 

is all about reducing free radical damage arising from 

oxidative stress. 

 

For a more clear understanding of the process let’s look 

at two major contributors of oxidative stress. They are 

Reactive Oxygen Species and the Angiotensin II nitric 

oxide balance.  

 

Through normal metabolism Reactive Oxygen Species 

(ROS) are created. Oxygen is used as part of a multi-

step process in the mitochondria (energy factories) 

within every cell in the body to produce energy. Highly 

reactive molecules are by-products of this process. 

These ROS are highly reactive free radicals because of 

their unpaired electron. In the short term, ROS are    

important in signaling cell activity, immune function 

and homeostasis mediators. They, as well, have the 

ability to kill pathogens. ROS are great in the short 

term. There are a number of enzymes whose purpose is 

to nullify the effects of the ROS by satisfying the unsta-

ble molecule, keeping things in balance. Chronic oxida-

tive stress occurs when the body’s ability to detoxify 

the ROS is blunted or when the mitochondria break 

down to the point of creating an excess of ROS. In   

either case, the body loses its ability to handle the num-

ber of ROS and, with their unpaired electrons, they go 

after healthy tissue. In cardiovascular disease, it is    

initially the endothelial lining between the blood and 

the artery walls that take the brunt of the damage.    

 

A break-down of mitochondrial physiology is a com-

mon cause of chronic oxidative stress. It is a viscious 

cycle. More oxidative stress, or free radical damage, 

produces more mitochondrial breakdown and more mi-

tochondrial break-down produces more oxidative 

stress. Cardiovascular disease, with all its entities, is 

really about momentum. Once a person starts going the 

wrong direction, the cascade multiplies. The good news 

is that the process can be reversed, and momentum can 

work in our favor by making right choices based on a 

proper understanding of the process.    

  

The next common internal producer of chronic oxida-

tive stress has to do with the angiotensin II nitric oxide 

balance. In short, angiotensin II promotes the destruc-

tion of the endothelium while nitric oxide promotes its 

maintenance and repair. When one of them is turned 

on, the other is turned off. Angiotensin II causes      

destruction of the DNA in endothelial cells. This 

unleashes a cascade of events leading to further endo-

thelial dysfunction. This pathway kicks into a negative 

spiral only to worsen over time. Angiotensin II        

increases sympathetic activity and increases blood pres-

sure by causing the blood vessels to constrict. Both of 

these activities further the progression of atherosclero-

sis. Hypertension itself causes atherosclerosis as 

atherosclerosis causes hypertension; and angiotensin II 

is a player in both events.  

 

Even slightly elevated insulin levels, insulin resistance, 

and elevated blood sugar levels can all be a major 

source of promoting the angiotensin II pathway. Head/

neck misalignment, smoking, lack of exercise, dietary 

deficiencies, nutritional deficiencies, stress, not enough 

sleep, pollutants, medications, etc., can all drive the  

angiotensin II pathway. As it turns out, many of the 

things we know are bad for us, are the very things that 

support the angiotensin II pathway.    

 

Bradykinin facilitates the production of nitric oxide. 

Nitric oxide (NO) has just the opposite effect of angio-

tensin II. It promotes the healing and repair of endothe-

lial cells as well as vasodilation of the arteries. Angio-

tensin II activity and nitric oxide are not mutually ex-

clusive. If the angiotensin II pathway is in full swing it 

blunts the NO pathway and when the NO pathway is 

activated it blunts the angiotensin II pathway. Each 

pathway works on the principle of momentum. Once 

you get a little, you get a lot more.  

 

I have heard it said the age of a person depends on the 

age of their arteries. I believe this is generally a true 

statement. The secret of a long arterial life is doing 

things that promote the health of the endothelial lining 

and reduce the amount of free radicals. As it turns out, 

many of the things that we know are good for us like 
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proper diet and nutrition, exercise, plenty of sleep, stress 

maintenance, and a brain stem and nervous system func-

tioning at a high level through Upper Cervical Chiro-

practic care all promote the health of the endothelial lin-

ing. Free radicals promote the destruction of the endo-

thelium, and internal malfunctions in the mitochondria, 

as-well-as, things like cigarette smoke, pollutants, poor 

diets (which includes, but not limited to diets of empty 

calories, devoid of green leafy vegetables and good qual-

ity sources of cholesterol like free range antibiotic free 

hormone free eggs), poorly maintained stress, poor 

sleeping habits, lack of exercise, etc. Chronic degenera-

tive diseases will, as well, accelerate the deterioration of 

the endothelial lining. Keep in mind the momentum 

curve. Once the endothelial starts getting healthy you 

gain momentum and vice versa.   

 

As opposed to the Lipid Hypothesis assumption that 

saturated fat is the culprit; a high carbohydrate diet is 

more of a problem for cardiovascular disease. This is 

where the inflammation originates. The worst offenders 

of the carbohydrates are the junk foods, or empty calorie 

foods, but grains (even whole grains) also promote free 

radical development. A diet rich in whole grains will 

have a tendency to elevate insulin levels over time and 

become a source of chronic oxidative stress.    

 

Statins have not shown to be the answer to cardiovascu-

lar disease. Heart disease is still the number one cause of 

death and this is after years of statins being number one 

sellers. They are not working on the problem but simply 

manipulating a part of the process. There are, as well, 

many potential unintended consequences as cholesterol 

is forced down. I remember having one patient tell me 

their doctor wouldn’t be happy until their cholesterol 

was zero. I wondered what school this guy went to. I 

asked her if she knew what they call folks with choles-

terol lower than 100? Often times, ‘cadavers.’ I have 

personally had two patients develop ALS like disease 

(Lou Gehrigs like disease) in which they died as a result 

of statins, and a number of patients with mysterious 

muscle pain and weakness, fatigue, and even depression. 

In addition to everything else cholesterol has its hands 

in, it is important in maintaining serotonin levels. Any 

time I have a patient with unexplained health problem 

which started out of the blue, my first question is, “Have 

you started a statin lately?”  

 

It’s always better to correct the cause than to treat the 

effects. If cardiovascular disease is an inflammatory     
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Having provided nutritional counseling services for 

nearly 23 years, I’ve witnessed an ever-increasing 

controversy over the value of whole foods versus 

nutritional supplements. Many of my patients say they 

hope to get all the nutrition they need from their diet; 

others are willing to take vitamin supplements if I 

recommend them. Still, others insist that foods have all 

the nutrition they need, and that it’s never necessary to 

take whole-food concentrates, vitamins, or any other 

supplements, for that matter.   

 

Here’s my assessment:  

 

Always start with foods. Then, fill any dietary 

inadequacies with food concentrates and vitamin 

supplements. Preferably, use food history, health 

history and laboratory testing to individualize it all. 

 

Let’s start with some basic definitions:   

 

Vitamin supplements are vitamins, minerals, amino 

acids or herbs compounded into a capsule, tablet or 

liquid.  

 

Whole foods are unprocessed fruits, vegetables, grains 

or other foodstuffs, preferably organically grown.   

 

Whole-food concentrates are foodstuffs (again, 

preferably organic) that have been dehydrated without 

high heat or enzymes and made into a capsule, tablet or 

liquid. 

We all know that, ideally, our nutrition should come 

from our diets; that’s how we evolved. Unfortunately, 

our food supply has been adulterated by acid rain, soil 

erosion, over-farming, agricultural chemicals and many 

other factors. Even if our food supply were perfect, I 

submit that we now have problems even a “perfect 

diet” can’t fix: unnaturally high stress, several 

generations of compromised genetics, exercise 

deficiency, overmedication, and increases in virtually 

every major chronic degenerative disease.  

 

My practice is full of people with fantastic health 

habits. Unfortunately, even they can suffer from health 

issues that, based on my investigation, turn out to be 

from increased nutritional requirements beyond the 

scope of the diet (cancers); malabsorption disorders; 

hormonal issues; and other problems that even the best 

diet could not overcome. 

 

When my new patients tell me they eat a “healthy” diet, 

I answer, “How do you know?” What’s a healthy diet 

for their migraines, arthritis, multiple sclerosis, cancer, 

general health maintenance, or whatever concern they 

might have? Most of us learned all we know about 

nutrition from books, TV or the Internet.  

 

How do you know how many vegetables or fruits you 

need? How do you know whether you’re properly 

absorbing the nutrients in your food? How do you 

know whether age, disease or stress has increased your 

nutritional needs beyond what you can eat? Even if you 

could eat what it takes to meet your nutritional 

requirements, you might become obese in the process. 

That’s where food concentrates come in. 

 

Harvard Medical School now proposes that we take in 

10 to 12 servings of fruits and vegetables each day. 

While eating this much is completely unreasonable for 

the average person, food concentrates make it a simple 

matter.  

 

If a food is good for us, it stands to reason that it’s at 

least as healthy, if not more so, in concentrated form. I 

have developed many food concentrates, some 

containing dozens of fruits, and others—dozens of 

different plants, with literally hundreds of thousands of 

important healthful elements. I drink a juice mixture 

every morning, but I add in concentrated fruits and 

vegetables and something I developed for brainpower. I 

consume all that nutrition in less than three minutes. 

 

What about vitamin supplements? To some naturalists, 

they are heresy. When I prescribed a high dose of 

vitamin D to one of my patients, he retorted that “God 

didn’t put vitamins on trees” and therefore they are 

inherently unnatural. I respectfully disagreed. But even 

(Continued on next page) 
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if vitamin pills were unnatural, would that mean they 

serve no good purpose? 

 

I have painstakingly developed a large selection of all-

natural supplements and food concentrates, each with a 

tech sheet containing a substantial sampling of 

scientific validation for its use. They include vitamins, 

plant and animal-based fatty acids, probiotics and many 

other supplements in “unnatural” concentrated forms.   

 

Vitamin D is among the supplements I recommend 

most. Low levels of vitamin D (below 30 mg/dL) are 

associated with higher rates of death and disability 

from all causes. It might take months or years—or even 

be impossible—to get enough sunlight or dietary 

vitamin D3 to restore a low level to the optimal level of 

75 mg/dL. I know, because I test hundreds of vitamin D 

levels per year with patients trying all sorts of “fixes.” I 

start with the diet first, warning my patients that sun 

exposure is dangerous and cannot reliably restore 

vitamin D3 levels anyway (a scientific fact). Trying to 

fix the problem by eating fish creates yet another 

problem—mercury toxicity. And even oral 

supplementation with a vitamin D supplement warrants 

a blood test. 

 

Vitamin K is an excellent synergist fat-soluble vitamin 

which I often recommend along with vitamin D. Blood 

tests can detect a vitamin K deficiency, which can be 

quickly corrected with a reliable supplement, while it 

may take months or even be impossible to correct the 

problem through diet. 

 

Natural enzymes found in fruits like papaya and 

pineapple can help reduce inflammation. Some arthritis 

sufferers will find relief when they eat these foods 

while eliminating acidic foods in the diet (like white 

flour and processed sugar), but most people will not 

respond to dietary change alone. However, they almost 

always respond to food concentrates of fruits, and those 

who still don’t improve, generally respond to high 

concentrations of certain vitamin supplements. 

 

If I’m working with a patient who apparently eats well 

but still has health issues, I look to personalize his or 

her food intake. If I’m working with someone who has 

a diet that even I can’t improve, I recommend food 

concentrates and/or vitamin supplements. Bottom line: 

I consider whatever healing options are available. 

That’s essential in a world that poses so many 

challenges to our health. 

 

About the Author 

Dr. Michael Wald is director of nutrition at Integrated 

Medicine of Mount Kisco, an author and radio show 

host, and president of the Integrated Medicine & 
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242-8844 or online at IntMedNY.com. 
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cycle brought on by chronic oxidative stress, then 

let’s deal with that. Eat a good quality protein 

(antibiotic and hormone free meat, fowl, eggs are 

excellent), omega 3 fats from cold water fish and 

other sources and eat plenty of fresh organic vege-

tables (for the more advanced cases of cardiovascu-

lar disease I recommend 7 bites of food out of 10 

be a raw organic vegetable). Avoid empty calorie 

food, reduce grains to a minimal and drink purified 

water (I prefer reverse osmosis although you may 

need to supplement minerals as it removes them). 

Limit your fruit intake. It is loaded with carbs and 

will cause insulin spikes. Nutrition is important. 

The depletion of soil we have faced over these past 

years necessitates a bare minimum supplementation 

of  ascorbic acid (Vitamin C), Omega 3 (krill oil or 

fish oil), and a good quality green product. When 

dealing with advanced stages of cardiovascular dis-

ease, nutrition needs to be more targeted and more 

intense.  

Exercise, Exercise, Exercise! Exercise helps EVE-

RYTHING. There are many good exercise programs 

out there. In my opinion, long-endurance, aerobic 

exercises are less effective than shorter, more intense 

workouts. Of course you have to temper your exer-

cise program with your health level and be cautious 

to avoid injury. The most important thing about exer-

cise is simply doing it.  

 

Everyone can have better cardiovascular health. It 

starts with knowledge, dedication and desire.  

 

About the Author  
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system's response to an infection.2 

 

Aspirin may relieve the discomfort of the symptoms, 

but by doing so, it slows down the healing process, 

which prolongs the problem rather than correcting it. 

Additionally, aspirin causes many adverse reactions 

and side effects. 

 

ASPIRIN’S SIDE EFFECTS 
 

Besides carrying a chemical message, prostaglandins 

also maintain a protective lining in the stomach. 

Destruction of prostaglandins by aspirin destroys the 

stomach lining and inhibits replacement of the mucous 

lining. The FDA estimates that NSAID’s, (which 

include aspirin, ibuprofen and acetaminophen) account 

for a reported 200,000 cases of gastrointestinal 

bleeding, 107,000 hospitalizations and as many as 

20,000 deaths each year. 3 

 

Non-fatal side-effects, such as internal bleeding and 

cataracts, are significant after years of aspirin use. 

 

ASPIRIN AND BLEEDING 
 

Every aspirin that is taken causes a small amount of 

bleeding. A microscope will show that the bowel 

movement of someone who takes one aspirin a day will 

contain blood. This is because aspirin thins the blood 

by destroying the platelets in the blood. These platelets 

are responsible for blood clotting that is an important 

part of the body’s natural healing process. In fact, 

patients who are scheduled for any type of surgery are 

warned not to take aspirin for several days prior to their 

surgery because the bleeding is almost uncontrollable. 

In normal individuals one dose of two regular strength 

aspirins will affect normal clotting for as long as seven 

days, UNITED STATES PHARMACOPEIAL 

CONVENTION, INC. 

 

ASPIRIN AND HEART ATTACKS 
 

A study by the Physicians Health Group concluded that 

an aspirin a day was an effective preventative treatment 

against heart attacks. The study was published and 

carried by leading magazines and newspapers all over 

the world. The drug industry launched an extensive 

media campaign promoting this important health 

discovery. 

 

What the study failed to mention was that it was 

conducted with buffered aspirin, which contains 

magnesium. Magnesium is a valuable mineral which 

has long been associated with the prevention of heart 

 

Aspirin is probably the most widely used drug in the 

world. Each year over 60 billion aspirin tablets are 

taken worldwide with Americans consuming 34 billion 

of those tablets. Presently, aspirin is most frequently 

prescribed for the prevention of heart disease. 

According to the CDC, over 50 million Americans take 

aspirin for the prevention of heart disease. Aspirin is 

made from the bark of the willow tree. It is found in 

such products as Ascription, Ecotrin, Bufferin, 

Aspergum, Alka-Seltzer, and many others. 

 

HOW ASPIRIN WORKS 
 

When a cell is damaged, it releases a substance called a 

prostaglandin, which carries a chemical message to the 

central nervous system that the cell is in need of repair. 

The central nervous system responds by initiating the 

healing process that is needed to repair the damage. 

Aspirin destroys the prostaglandins so that com-

munication is broken between the damaged cells and 

the nervous system,  and the healing process is 

interrupted. 

 

“Symptoms represent the body’s best efforts to heal 

itself. By treating symptoms, you are suppressing the 

body’s natural response and inhibiting the healing 

process. Instead of treating symptoms, doctors should 

stimulate the body’s defenses to allow for completion of 

the healing process.” 1   Dr. Stephen Cummings 

 

In a review of several studies, flu sufferers who took an 

anti-fever medication were sick an average of 3.5 days 

longer than people who did not take drugs. The drugs 

may make the flu more bearable by relieving aches and 

pains, but they may make it last longer. On average, flu 

symptoms lasted 5.3 days in participants who did not 

take aspirin or acetaminophen, compared with 8.8 days 

in people who took the anti-fever drugs. One possibility 

is that reducing fever may interfere with the immune 

(Continued on page 34) 
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aspirin may actually be due to a heart attack.” 10 

 

NON-ASPIRIN PAIN KILLERS 
 

Ibuprofen, which includes products such as Advil, 

Motrin and Nuprin, has been a leading cause of kidney 

damage. As many as 20% of the 125, 000 cases of end 

stage kidney damage are the direct result of 

Ibuprofen.11 Acetaminophen, sold under brand names 

such as Tylenol and Anacin 3, is used to relieve pain 

and fever. It’s use has been associated with digestive 

disorders & liver disease. 

 

CONCLUSION 
 

Effective Marketing has given consumers the 

perception that aspirin and other over-the-counter pain 

relievers are harmless drugs, but there is much 

evidence to suggest just the opposite. Medical research 

nearly always supports drug usage, which is not 

surprising, since the vast majority of medical research 

is funded by the drug industry. Many safe and natural 

alternatives that have proven to be effective rarely 

receive positive media exposure and are often 

downplayed by an industry that has no financial interest 

in a drug-less health care system. 

 

About the Author 

Keith Wassung has been a chiropractic patient of over 

24 years. His background is investment banking, but 

his passion is chiropractic. He has worked as a lay 

advocate for many years in addition to his professional 

field. He has authored and published  many healthcare 

informational papers. Mr. Wassung resides in Goose 

Creek, SC.  

attacks. Follow-up studies revealed that aspirin alone 

did nothing to prevent heart attacks. Sadly, the results 

of the follow-up studies received little media attention. 

A study in the International Journal of Epidemiology 

reported that serum magnesium levels are inversely 

related to the risk of death from ischemic heart disease. 

Serum magnesium concentration, independent of other 

risk factors, was inversely associated with death from 

all causes and from heart disease. 7 

 

A study in the Lancet reported that magnesium 

deficiency may also be implicated in coronary heart 

disease when it was revealed that injections of 

magnesium sulfate brought about dramatic clinical 

improvement in patients suffering from heart disease 

and in many cases the lipoprotein levels were brought 

back to normal levels.” 8 

 

“Some physicians contend that the evidence of aspirin's 

efficacy for prevention is overstated and that its risks 

are underestimated. One vocal critic, John Cleland, 

MD, said that his interpretation of the data shows that 

the therapy reduces only the number of diagnosed heart 

attacks, not attacks overall. In an editorial in the Jan. 

12, 2002, British Medical Journal (BMJ), he explained 

that aspirin merely masks heart attacks, producing a 

"cosmetic" blip in epidemiological statistics. How 

could aspirin hide a heart attack? Dr. Cleland, professor 

of cardiology at the University of Hull in Great Britain, 

said that 25% of people who have what later turns out 

to be a heart attack don't recognize the signs anyway. 

Because aspirin can be an analgesic, it may further 

mask those symptoms. In addition, he said, some of the 

symptoms patients think are dyspepsia caused by 
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