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clot that lodged in a left motor tract, resulted in his 

paralysis on the right side rendering him unable to 

legibly speak until that afternoon. He opted initially to 

be placed in the hyperbaric chamber followed by intra-

venous nutrition administration. By the afternoon he 

was able to, on his own volition and to apropos patient 

applause, climb into the hyperbaric chamber for his 

second dive of the day.  He took 6 weeks off work to 

recuperate then returned to his beloved practice of 

seeing old and new patients. 
 

Two years ago, the Monday before Memorial Day, Dad 

had a bicycle wreck resulting in fractured ribs and a 

concussion.  He was wearing a helmet; however, his 

glasses were broken and his brow was battered.  Again 

Dad was forced into recuperative retirement.  After his 

recovery this time, Dad was his regular energetic self, 

able to give everything in his wake full attention and 

appropriate care; however, this came to an abrupt end 

when his ability to maintain short term memory was 

lost. He continued to follow a natural treatment 

regimen, which proved to be most beneficial when he 

attained enough rest. 
 

June 1, on a Wednesday afternoon, Dad abruptly lost 

part of the peripheral vision in his left eye. It was 

determined by physical examination that he’d had a 

stroke in the occipital regimen.  The MRI confirmation 

also noted a suspicious tumor in the left upper parietal 

area of his brain. Further CT scans concluded the 

diagnosis of brain cancer metastasized from the lungs. 
 

Dad is choosing to not have the tumors biopsied, as this 

would just lead to further embarrassment of the 

afflicted tissues. He is receiving orthomolecular 

nutrition, both orally and intravenously, and hyperbaric 

oxygen therapies.  Ongoing, we are ever searching for 

additional answers. As my Grandad, Dr. A.J. 

Kessinger, said, “Find what works, make sure it works, 

then add to it.  Never take away. Always add to.” 
 

The direction that Dad is taking is a personal choice, 

and one that we should all champion. He continues to 

practice what he preaches. Freedom of making an 

informed decision needs to always remain one of our 

rights as Americans.   The ability to make an educated, 

scientific and referenced decision is on our shoulders to 

help provide those patients we have the privilege to 

serve.  Just as the saying goes, “there are no atheists in 

foxholes”, there is always hope. 
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The Legacy Continues, the prodigy carries on, the 

family tree branches; as the world turns we sleep, work, 

play, dream, plan, perform, and then eat, drink, and 

enjoy the fruit of our labors.  Every family dynamic is 

different, yet our individual needs are identical. We 

need shelter, nourishment, and fulfillment. Change is 

the only inevitable constant that we never have 

opportunity to become used to. 
 

I’ve always enjoyed penning the Legacy Continues 

because it comes a polished version of my heart strings.  

In the past, such articles dealing with Jane and John Q. 

Public versus the wiles of Big Pharma; i.e., the 

drugging of our children and duping of our elderly. All 

the while keeping in mind that though we live in the 

age of the information super-highway, yet “figures 

don’t lie, but then again liars figure”.  My audience has 

always been able to see where my treasures lie by 

hearing what’s on my heart. 
 

I’ve written about my late wife’s ultimate battle with 

lung cancer, and I’ve written about the hopelessness 

that one feel’s as the grips of a terminal disease comes 

in, then passes through your life.  We, as natural health 

care providers, are on the front line with so many of the 

people we have the privilege to serve to share insight 

and foresight facilitating them the knowledge necessary 

to make an informed decision.  Then provide whatever 

level or intensity of care they so desire from us. 
 

Now, another heart shuddering event has come into my 

life. Suffice it to say that we have a handle, through 

many of the best and brightest among the natural health 

care world, on this situation with my prodigy, Dr. Jack 

Kessinger.  This is an excerpt from a newsletter sent 

out from our office about a month ago. 
 

Three years ago this November, Veterans’ Day 2008, 

Dad had a stroke while readying for work.  This stroke, 

we soon after identified as being caused by a pen sized 

To Advertise in           

The Original Internist  
call  573-341-8448  or visit our website 

www.clintpublications.com 

 

The  

Legacy  

Dr. Jay Kessinger 

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

 jay@drkessinger.com 



rental agreement was for a weekend use, and after six 

months, he still had not returned the car. 

  

The final straw was his development of a business in 

which he was eventually convicted of swindling many 

clients out of $29,000,000.00 dollars.  He was then 

imprisoned. 

 

His actions paralleled the description of a sociopathic 

personality - not cognizant of doing something that was 

frowned on by society, to say the least. He still 

possessed a “likeable” personality, hardly suspicious of 

being a criminal. 

 

Early on, a hair mineral analysis was performed on 

him, as a patient, by the laboratory established by Dr. 

Paul Eck.  A shortened version of the mineral results is 

listed herein. 

A YOUNG MAN’S 

DECLINE INTO A 

CRIMINAL LIFESTYLE!  

WAS IT 

PSYCHOLOGICAL OR 

PSYCHOCHEMICAL? 
 

 

by: William Risley, Sr., DC  

(Continued on page 88) 

Dr. R. J. Williams, a scientist  noted for discovering 

pantothenic acid and participating in the discovery and 

subsequent naming of folic acid, was not so well 

known for two critical quotes prior to his death. In 

essence, one quote stated that the majority of mentally 

disturbed citizens in this country “were likely psycho-

chemically disturbed, rather than psychological 

disturbed.”  Evidence would suggest that quotation was 

very accurate! This article is supportive of his opinion. 

 

He also stated, in essence, that virtually all birth defects 

could be prevented with appropriate pre-natal  

nutrition...but that is another story.1 

 

The patient of mine that is the subject of this story, 

could only be described as a “nice kid,” when I knew 

him at 16 to 18 years of age.  There would have been 

no suspicion on my part that he would commit several 

felonies and misdemeanors before his 18th birthday.  

Such an opinion probably parallels the consensus that 

there are no guilty people in prison. Virtually all 

convicts seem to deny that they have indeed broken the 

law, for which they are being punished. 

 

This youngster, in a period of 18 months, forged a 

check to purchase a $25,000 motorcycle, got picked up 

for shoplifting, sold final exams at a local university- 

for which he was expelled- then presented his mother 

with $4,000 worth of stereo equipment, that he 

allegedly “won” upon entry in a restaurant contest.  Six 

months later, a call from the stereo store inquired as to 

when he was going to pay for the stereo equipment that 

he claimed to have “won.”  One night, his stepfather 

was approached by two official appearing men, 

inquiring where he was and when he was going to 

return a rental car that he had previously rented. His 

This shortened version of the hair sample, at 17 years 

of age, reveals an extremely elevated calcium level, and 

a higher than normal copper reading. Not shown are a 

mercury of 2.0mg% (very high) and a cadmium of .06 

mg%, which is high also! 

 

Calcium is considered normal at 40mg%, and 696mg%, 

while not a world record, is in fact, disastrously 

elevated. 

 

Dr. Paul Eck had determined several concepts when 

dealing with these wildly elevated calcium levels, the 

first of which he referred to as a “calcium shell 

phenomenon.”2  He had noticed very high levels of 

calcium in patients exhibiting evidence of emotional 

instability.  Further study led him to conclude that this 

high level of calcium was clearly biologically 

unavailable in a salt form, and he further noticed that 
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(Continued on page 91) 

these people reacted somewhat in the style of 

agoraphobia, withdrawing from society’s contact. 

 

Endocrine deterioration, especially adrenal gland in-

sufficiency, resulted in this patient being unable to cope 

with the stresses of everyday life.  His Na:K and Na:Mg 

ratios  clearly show this adrenal gland weakness.3  This 

resultant calcium build-up not only shielded him from 

these stresses, it seemed to cause an attitude of “I don’t 

care about rules and regulations” and “if I violate them, 

nothing will happen to me as a result.” This is not unlike 

an attitude of a known sociopath, i.e., “someone who is 

antisocial and who lacks a sense of moral responsibility 

or social conscience.” 

 

The manifestation of emotional disturbances in similar 

patients, increased in severity, in a manner proportionate 

to an increase of calcium levels in their hair. Dr. Eck 

had settled on a level of 300mg% of calcium as the 

amount consistent with sociopathic personalities, and 

500mg% or above were in the range of possible 

psychoses.  Biochemical individuality  was, and is,  a 

major determining factor for sure, but there were other 

considerations in our 17 year old patient as well. 

 

The Eck Institute had long since determined that a major 

cause of excessive calcium buildup in the hair of the 

tested patient, was a shortage of biologically available 

copper. It has been well established that calcium use and 

transport in the system is dependent upon available and 

usable  copper. Copper is “chelated” with a protein 

molecule to be safely transported through the blood 

stream, and this mode of transport is revealed by a  

blood chemistry level of ceruloplasmin. It has been 

stated that carrying copper through the blood stream 

safely, is akin to carrying money to a bank in an 

armored car! This armored car is called ceruloplasmin! 

 

Critically important herein, is that strong adrenal gland 

function is necessary in mandating the chelating process 

in the liver. Failing to provide this chelated and safe 

transport of biologically available copper, results in a 

failure to store and transport calcium in the body.  Two 

studies have conclusively shown that the copper bracelet  

is very effective in dealing with arthritis, and the 

connection of calcium and this ailment is well 

established. 

 

The noted adrenal gland insufficiency markedly impairs 

general metabolism, or “oxidation rate” as it is more 

specifically known, resulting in an increase in blood 

plasma alkalinity, and therefore calcium becomes 

unavailable as a salt, and stone formation is common. 
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As noted by Eck, adrenal gland/endocrine weakness, 

common today, fails to handle copper in an effective 

manner in the body, impairing use of calcium, and 

resulting in a major buildup in intracellular calcium as 

evidenced in a hair analysis. This unusable copper 

polluting the blood stream, affects many neurological 

processes in the brain and nervous system.  In fact, 

Pfeiffer, in one of his texts  states that “copper can now 

be listed as causative of mental illness, along with lead 

and mercury.”4  The copper he describes, is found free-

floating in the bloodstream, uncombined into cerulo-

plasmin, quite commonly causing various states of 

emotional impairment. It may also result in obsessive/

compulsive disorders, insomnia, and a positive and 

significant increase in mental acuity. Controlling the 

high level of copper is the key, but stress and the 

passing of time frequently mandate the negative side of 

copper excess. 

 

As an interesting aside, Pfeiffer additionally states that 

the water in his home state of New Jersey is so much 

more acidic than the usual, that copper water pipes 

have to be replaced in the whole household, every ten 

years. It does not take much of a stretch to guess where 

that copper goes as these pipes disintegrate! 

 

From a clinical standpoint, observing the elevated 

copper in this patient’s hair sample, and the extremely 

high level of calcium, places at least two indicators 

suggestive of emotional instability, with possible 

sociopathic or actual psychotic results. The criminal 

history as delineated is supportive of that contention. 

 

Unfortunately, the birth control pill causes an abnormal 

elevation of copper in the blood stream, throughout the 

women’s monthly cycle, and evidence substantially 

suggests that significant  pathologies are emerging as a 

likely result. In a small study of fibromyalgia patients, 

by this author, 41 patients demonstrated copper toxicity 

in their hair tests, 39 of which were women. Once again 

the copper/estrogen/female connection. Our laboratory 

experience of late, demonstrates more common 

abnormally elevated levels of copper in the newborn.   

ADD-H is an increasingly more common affliction in 

children and is likely related.  Mercury toxicity is also 

noted with these elevated copper findings. The birth 

control pill is obviously not innocuous in terms of 

human health!  

 

Clinically, the author has found remarkable positive 

changes in the personalities of the type of patient as 

described. Cooperation and appropriate nutritional 

therapy has proven very effective. Hair mineral 

analysis has proven the most effective diagnostic route.  

Assessment of a hair sample that has not been 

subjected to significant wash procedures at the 

laboratory, is generally more revealing in the ratios that 

are found. 

 
1) (Williams, R. J., Nutrition Against Disease, 

Environmental Protection, Pitman Publishing, 1971) 

2) Eck Institute of Applied Nutrition and Bio-energetics, 

Ltd.  1989 

3) 3See Original Internist, March 2011, “ Mineral Ratios in 

Assays of Human Hair...An Invaluable Concept in 

Clinical Practice.” 

4) Mental and Elemental Nutrients (Keats Publishing, 

1975) 

 

William Risley, Sr., D.C. is a current consultant and 

educator for Analytical Research Laboratories, in Phoenix, 

Arizona. He is the author of 12 textbooks utilized throughout 

chiropractic and medical groups, some of which are 

available at Chirobooks.com. He has obtained post faculty 

status at two major chiropractic colleges, lectures world 

wide on Doppler and Plethysmography, and was one of the 

first D.C.s in this country to obtain hospital privileges. He is 

an accredited examiner for the Arizona State Board of 

Chiropractic Examiners. He has previous board 

qualification in Chiropractic Orthopedics from the Los 

Angeles College of Chiropractic and 150 post graduate 

hours  toward Nutritional  Certification.  
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ABSTRACT 

A gradual elevation of systolic blood pressure (SBP) is 

commonly associated with aging and is generally 

recognized as being unhealthful.  Accordingly, it would 

be most important if the major cause(s) behind this 

deleterious, age-related phenomenon were elucidated in 

order to develop sound regimens for prevention and 

treatment.  As a first approximation, we examined SBP 

and many other parameters over a wide spectrum of 

age in 107 healthy females volunteering for a weight 

loss study. Since several observers have previously 

associated age-related SBP elevations to a 

corresponding fat accumulation, this report was also 

prompted by initial data showing that in older subjects 

when compared to the younger, fat mass did not seem 

relatively increased despite higher SBP readings.  

Therefore, we correlated much of our data via linear 

regression analysis to determine which of the other 

measured parameters could be responsible for the age-

related augmentation in SBP.   Body weight, BMI, fat 

mass, percent body fat, free fatty mass, cardiac rate, 

fasting blood sugar, insulin concentrations and HbA1C 

correlated positively with SBP.  In contrast, circulating 

levels of Vitamin D3 correlated negatively with SBP.  

Of the various parameters scrutinized, only FBS and 

HbA1C showed a significant positive rise with age and 

could be responsible, at least in part, with the age-

related increase in SBP in the present study. 

 

INTRODUCTION 

It is generally accepted that a prolonged elevation of 

systolic blood pressure (SBP) is deleterious to 

cardiovascular health.1-4  This is unfortunate, because 

the common trend is for a gradual rise in SBP with 

aging in the United States and many other Western 

nations.5,6  A popular theory is that increased body mass 

(especially fat mass) that occurs frequently during 

aging is largely responsible.7,12   Recently, we carried 

out a clinical  “weight-loss” study using 107 healthy 

female volunteers.  In this group, we noted by initial 

observation a significant elevation of SBP with aging 

despite no increased fat mass and/or body weight.  

Because at baseline each of the subjects had received a 

number of other evaluations, we believed, as a first 

approximation, it would be valuable to determine 

which of these additional parameters correlated with 

the age-related SBP elevations -- if not excess fat 

accumulation. 

 

MATERIAL AND METHODS 

Study Design 

To carry out the original “weight loss study,” all 

participants gave written informed consent that was in 

compliance with the Helsinki Declaration as approved 

by the researchers’ ethics committee.  Most volunteers 

were overweight or obese with a group average BMI of 

28.7 kg/m2 +1.1 (SEM) (range 16.9 kg/m2 to 50.6 kg/

m2).  The average age was 56.0 years + 1.2 (SEM)

(range 29 years to 80 years). 

 

After reviewing the study with a research technician, 

subjects were provided with a copy of the study’s 

informed consent (IC) and were asked to review it with 

their personal physicians to ensure they had no medical 

conditions that would preclude their participation.  

After fasting for at least 12 hours, subjects returned to 

the research center and completed the test battery 

described below.  All 107 subjects completed a base-

line test battery that included:  total-body DXA 

measures of body composition, blood pressure and 

resting heart-rate, and a 43-blood chemistry blood test 

panel.   Blood chemistries were drawn at a Lab Corps 

Service Center of the subject’s choice 

(www.labcorp.com).  

 

Specific Testing 

Body Composition.  In contrast to scale weight readings, 

which reflect how much not what kind of weight is lost, 

DEXA measurements provide for assessment of the 

kind of weight lost—fat, fat-free mass (FFM) and bone 

mineral density (BMD). The DEXA test provides a 

three-compartment model of body composition:  fat, fat 

free mass (FFM), and bone mineral density (BMD).  

Measurements were made using a constant potential 

energy source at 78 kVp and a K-edge filter (cerium) to 

achieve a congruent, stable, dual-energy beam with 

EXAMINING POSSIBLE 

CAUSES FOR AGE-

RELATED BLOOD 

PRESSURE ELEVATIONS 

IN 107 FEMALES 

VOLUNTEERING FOR A 

WEIGHT LOSS STUDY 
 

by: Harry G. Preuss MD1 & Gilbert Kaats PhD2 

 

1.  Georgetown University Medical Center  Department of 

Biochemistry/Physiology  Washington, D.C. 20057 

2.  Health and Research Foundation  San Antonio, Texas 78209 
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effective energies of 40 and 70 keV.  The unit performs 

a series of transverse scans moving from head to toe at 

one mm intervals; the scan area was approximately 60 

cm x 200 cm.  Data were collected for about 120 pixel 

elements (5 X 10 mm) per transverse.  Total body 

measurements were typically completed in ~10 minutes 

with a scan speed of 16 cm/sec or in ~20 minutes with 

a scan speed of eight cm/sec.  The R-value (ratio of low 

to high-energy attenuation in soft tissue) ranged from 

1.20 to 1.47.   

  

Blood Chemistries. After fasting for 12 hours, subjects 

had venous blood samples drawn at a local drawing 

station of their choice.  Blood samples were collected 

in EDTA (one mg per milliliter) and were centrifuged 

within four hours, the plasma was separated, and the 

plasma sample shipped at 4°C to a central laboratory.  

Analyses were made by routine clinical procedures. 

 

Statistical Analyses 

All linear regression statistical analyses were carried 

out with KaleidaGraph graphing and data analysis, 

Version 3.6, Synergy Software, Reading PA.  A p<0.05 

determined by using a table of correlation coefficients 

(r value) was considered to be statistically significant. 

 

RESULTS 

Correlations of SBP and DBP with Age (Fig. 1) 

When SBP and diastolic blood pressure (DBP) were 

correlated with age as depicted in Fig. 1, a significant 

linear correlation was found for SBP (r=0.33; p<0.01).   

At 30 years of age, the average SBP of our volunteers 

was around 112 mm Hg and climbed gradually to 

around 128 mm Hg by age 80.  Five of the subjects had 

an initial SBP reading at or above 140 mm Hg with the 

highest reading being 155 mm Hg in a 79 year old.  In 

contrast, the overall DBP readings did not fit a linear 

regression curve well, so a polynomial plot was used as 

depicted in Fig. 1. In our volunteers, DBP seemed to 

rise gradually in the younger age group but somewhere 

around age 45-60 leveled off and then began to decline 

after that. 

 

Correlation of Structural Parameters  

There was a statistically significant correlation of body 

weight to body mass index (BMI) derived from 

consideration of both weight and height (r=0.93, 

p<0.01).  Examining the relation of BMI to other 

“structural” parameters, the following statistically 

significant correlations could be found: Fat Mass 

r=0.92, Per Cent Fat r= 0.78, Free Fatty Mass (FFM) r 

= 0.66, Bone Mineral Density (BMD) r = 0.47.  When 

these same structural parameters were compared to age, 

no significant positive correlations were found. 

Correlations of SBP With Varied Measured 

Parameters (Table 1) 

SBP correlated significantly with many of the structural 

parameters as depicted in Table 1 – scale weight, BMI, 

Fat Mass, % Fat, and FFM.   No correlation existed 

with BMD, although there was a significant negative 

correlation of SBP with circulating levels of vitamin 

D3.  Examining the glucose-insulin system showed a 

significant positive correlation of SBP with FBS, 

HbA1C, and insulin levels in the circulation.  Blood 

urea nitrogen (BUN) and circulating creatinine levels 

had no significant correlations with SBP. 

 

Correlations of Age with Varied Measured 

Parameters (Table 2) 

Of all the significant correlations with SBP noted 

above, when it came to age, only a correlation of FBS 

and HbA1C was found in these volunteers (Table 2). 

Unexpectedly, when structural parameters were com-

pared to age, no significant correlations, with a single 

exception, were found. FFM that had correlated 

positively with SBP showed a significant but negative 

correlation with aging.  The circulating levels of BUN 

and creatinine displayed a positive correlation with 

aging but did not show any correlation with SBP. 

 

DISCUSSION 

Certain important health parameters change adversely 

with age. Concerning structure, body weight on 

average increases because of an excess accumulation of 

fat that exceeds loss of muscle mass and decreased 

bone mineral density.12  Since SBP has also been 

reported to increase with age,5,6  many believe that 

increased fat mass directly or indirectly plays an 

important role in SBP elevations that progress during 

aging.10,11   

 

Recently, we recruited 107 relatively healthy female 

subjects for a “weight loss study” and noted initially 

among the volunteers a significant linear correlation of 

augmented systolic (SBP) with increased age, but no 

similar correlation between fat accumulation and aging.  

This suggested to us that something other than excess 

fat accumulation was largely responsible for the 

increasing pressure over time in our subjects.  Since 

baseline measurements for our study included DXA 

examinations as well as certain important blood 

chemistries, we were able to examine correlations 

among many parameters to determine the potential 

mechanisms behind the age-related changes in SBP in 

our study group. 

 

The data in Table 1 show the following significant 

positive correlations with SBP elevations: body weight, 
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extensive analysis on DBP correlations.  Over the years, 

it has become obvious that SBP is the sounder 

prognosticator of cardiovascular disorders, i.e., SBP is a 

more severe perturbation that elevated DBP.1-3  Also, the 

usual scenario is for DBP to increase early on in life but 

decrease in later periods of the life span, whereas SBP 

continues to increase throughout the life span5,6  (Fig.1). 
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BMI, fat mass, % fat, fat free mass (FFM), cardiac rate, 

fasting blood sugar, insulin, and glycosylated 

hemoglobin (HbA1C).  It is not surprising that each of 

the first five parameters listed in table 1 (structural) all 

correlated positively with SBP, since all of them 

correlated with each other.  Because SBP shows a 

significant positive correlation with age, our premise 

was that the factors involved with this age-associated 

rise in SBP should correlate positively with age – just as 

SBP did.  However, when examining structure with age, 

none of the parameters showed a positive correlation – 

FFM actually showed a negative correlation.  Thus, the 

previously mention correlation between FFM and SBP 

depicted in Table 1 like the other structural parameters 

could not be a principle factor in the rising SBP seen 

here.   

 

It is a well-recognized fact that fat accumulation 

generally occurs during aging.12 What happened in this 

study?  We rationalized that the major thrust for 

recruitment was to obtain overweight people.  Accord-

ingly, for the most part, only fat-ladened younger 

individuals enrolled to mollify the difference seen 

normally in the aging process. Under usual circum-

stances, fat accumulation in the elderly may be in part 

responsible for age-related high blood pressure, but not 

here.  Were we indeed examining a “fat group”?  Over 

the entire range of age in the volunteers, the average 

percentage fat was about 42-44%.  Much higher than the 

desired female value of 20-25%. 

 

Even though fat accumulation did not appear to play a 

role in the higher pressure among the older individuals, 

still SBP rose significantly with advancing age. This 

emphasized the need to look elsewhere.  Among our 

examined parameters, this left the correlation of fasting 

blood sugar and HbA1C, both of which rose with age, as 

potential major causes for age-associated SBP 

elevations.  It has long been noted that insulin resistance 

can be involved in hypertension.  We found that FBS, 

HbA1C, and circulating insulin levels significantly 

correlated with the SBP and that FBS and HbA1C 

concentrations rose significantly during aging.  Our data 

suggest that preventing insulin resistance with the rise in 

circulating glucose levels might prevent, or at least 

ameliorate some portion of age-related hypertension.13,14  

In summary, our data indicate that factors other than fat 

accumulation could have a prominent role in SBP 

elevations with aging. The latter conclusion may be very 

important, because a number of safe, natural dietary 

supplements that can overcome the high levels of 

circulating glucose and insulin that exist with aging.15-19 

 

In closing, we should mention that we did not perform 
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Table 1  CORRELATIONS WITH SBP (108 Females) 

 

Parameter    r  Correlation Coefficient P value 

 

Weight   .397  <0.01 

BMI   .457  <0.01 

Fat Mass  .410  <0.01 

Fat %   .388  <0.01 

FFM   .253  <.05 

BMD   .155    NS 

D3   .214 (neg) <0.05 

Card Rate  .362  <0.01 

FBS   .345  <.01 

Insulin   .359  <0.01 

A1C   .329  <.01 

BUN   .094    NS 

Cr   .023    NS 

BUN/Cr   .089    NS 

 

For n=100,  .195 is p <.05,  .254 is p<.01 

Table 2   CORRELATIONS WITH AGE (108 Females) 

 

Parameter r  Correlation Coefficient      P value 

 

Weight   .155            NS 

BMI   .100            NS 

Fat Mass  .038            NS 

Fat %   .072               NS 

FFM   .245  (neg)          <.05 

BMD   .325  (neg)               <.01 

D3   .082              NS 

SBP   .332               <.01 

DBP   .094               NS 

Card Rate  .074             NS 

FBS   .267           <.01 

Insulin   .022             NS 

A1C   .256          <.01 

BUN   .425            <.01 

Cr   .206          <.05 

BUN/Cr   .279           <.01 

 

For n=100,  .195 is p <.05,  .254 is p<.01 

 

Fig. 1.   Correlation between systolic (SBP) and diastolic 

(DBP) blood pressures with age in years.  
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I - Introduction 

 

Electrolysis of water is the decomposition of water 

(H2O) into oxygen (O2) and hydrogen (H2) by passing an 

electrical current through the water using two electrodes 

connected to D.C regulated power supply. The 

electrodes inserted into the water consist of an anode and 

a cathode, usually made of platinum-coated titanium 

plates on both sides. The equation for the overall 

decomposition of water is: 2 H2O → 2H2 (gaz) + O2 

(gaz). Twice as many moles of hydrogen (H2) are 

produced at the cathode than the amount of oxygen (O2) 

at the anode. Further, the water collected on the anode 

side is acidic whereas on the cathode side, it is 

alkaline1,2. The pH changes of electrolyzed water at the 

electrodes are due to the fact that when water is 

dissociated at the cathode, hydrogen (H2) and OHˉ ions 

are generated, with the OHˉ ions increasing the pH. At 

the anode, oxygen (O2) and H+ ions are produced, with 

the H+ ions decreasing the pH.  

 

Because of the low solubility of O2 and H2 in water at 

room temperature, the concentration of O2 and H2 in 

electrolyzed water are in the PPM range. Saturated 

solution of H2 and O2 contains a concentration of 

1.5PPM for H2 and 300PPM for O2. A non-charged 

membrane is used to separate the two electrodes, if one 

wishes to collect cathodic water and anodic water 

separately1. The degree of electrolysis depends on the 

current, not the voltage. Water electrolysis requires a 

voltage of only 1.23 volts. The more conductive the 

water due to presence of electrolytes, the lower the 

voltage required to achieve the same current.  

 

When a non-charged membrane is used between the 

electrodes, it is possible to collect and test electrolyzed 

water generated at the anode (oxidized acidic water) and 

the cathode (reduced alkaline water)1. The 

antibactericidal activity of electrolyzed acidic water has 

been widely demonstrated, (2 and wide infra). Alkaline 

reduced water containing H2 produced by electrolysis 

has been reported to have powerful antioxidant effects3. 

Natural reduced water from Germany4 and Japan5 were 

reported to have similar effects, improving diabetes. The 

concentration of H2 required for these benefits is very 

low, that is 0.08 PPM H2, water becoming saturated with 

1.5ppm H2 
6. 

 

One of us (GEA) has experimented with electrolyzed 

water for the past 20 years. However, the electrolysis 

apparatus used in our experiments is very simple: Both 

electrodes are placed in the same water container 

without separation. The positive output of the regulated 

power supply is connected to the anode (platinum) and 

the negative output to the cathode (titanium). Because of 

the high cost of platinum, for larger batches of 5 gallons 

of water or more, the platinum plate is replaced with a 

platinum coated titanium plate. The value of separating 

the two sides of the reaction with a non-charged 

membrane for generating alkaline water is questionable 

since the pH measured following our present procedure 

without separation of the electrodes results in alkaline 

water, with the pH increasing up to 3 units, for example 

from a pH =7.4 before to 10.4 after 12-16 hours of 

electrolysis using 0.5 to 1 of ampere of current. The 

Redox Potential before electrolysis is usually between 

+250 to +300 mV and after electrolysis for 12-16 hours,  

-250 to-350 mV (unpublished observation). The voltage 

of the power supply is adjusted to generate 0.5 to 1 amp 

of current. Obviously, the purer the water the higher 

voltage required to achieve this current. Distilled water, 

reverse osmosis water and tap water below 100 

microSiemens (uS) conductivity were used successfully 

to achieve the above pH and Redox Potential. 

 

Preliminary results using electrolyzed water by our 

procedure for drinking and cooking suggest that it 

possesses a powerful diuretic effect in normal subjects 

with normal body weight. Some subjects reported weight 

loss over a period of 3-6 months on this regimen, which 

could be due to the diuretic effect. We have observed 

increased urinary excretion of calcium in the subjects 
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electrodes as close as possible for best flow of current. 

This combined electrodes apparatus was inserted in a 5 

gallon Lexan bottle containing tap water, with 

conductivities from 60 to 80 micro Siemens. Some 20” 

of the electrode were immersed in the water when 5 

gallons of water was used. So, the effective surface of 

the electrodes was 20 square inches. The electrodes were 

connected to a regulated D.C power supply (Elenco 

Model XP-752-A) and the voltage adjusted to achieve a 

current of 0.5 to 1 ampere. The purpose of limiting the 

current to 1 ampere was to prevent overheating the water 

during the procedure. In principle, the higher the current, 

the greater the rate of electrolysis, but for practical 

purposes, an overnight treatment schedule was best 

suited for our experiment. The pH and Redox potential 

of the electrolyzed water reached a plateau at 12 to 16 

hrs of electrolysis. The pH of the treated water increased 

to 3 pH units, usually from 7.2 to 7.6 before, and 10.2 to 

10.6 after electrolysis. The redox potential from a 

baseline of 250 to 300 mV decreased to reach 250 to 

350mV. 

 

IV – Research Protocol  

 

This study was performed at the Flechas Family Practice 

(FFP) Clinic in Hendersonville, NC and supported by a 

grant from Optimox Corporation. After informed 

consent, the subjects underwent a complete history and 

physical examination prior to intervention and after 2 

months on electrolyzed water. After initial evaluation, 

each subject was supplied with a 5 gallon bottle with 

spigot of electrolyzed water and instructed to consume 2 

liters a day and to report any adverse effects. Every 

week, the subjects received a new 5 gallon container of 

electrolyzed water. The tests performed on these subjects 

are listed in Table II. Statistical analysis was performed 

with paired data comparison 8. There was no change in 

the diet and medications during the study period. 

 

 The Bio Impedance Analyzer, Model BIA-450 from 

Biodynamics, Seattle, WA was purchased by 

Optimox Corporation and made available to the FFP 

clinic for measurement of Basal Metabolic Rate 

(BMR) and body composition. 

 Thyroid ultrasonometry was computed by a 

registered sonographer using a portable Biosound 

Esaote Megas System unit with a frequency of 

7.5MHz. 

 Complete blood count (CBC), the metabolic panel, 

blood lipid profile, serum osteo calcium and urine N

-telopeptide crosslinks, thyroid profile, were all 

performed by Lab Corp. 

tested with our electrolyzed water.  The source of this 

increased urinary calcium following consumption of our 

electrolyzed water is unknown. Since some subjects 

reported increased flexibility and joint mobility 

following ingestion of this treated water, we assume that 

it was due to extrasqueletal mobilization of calcium. In 

the present study, we included some parameters of bone 

metabolism in order to investigate the source of this 

increased urinary calcium. 

 

Because of the increased incidence of obesity in our 

population, we decided to test the effects of our 

electrolyzed water at 2 liters/day for 2 months on several 

physiological parameters in four obese subjects. If 

electrolyzed water has a lypolytic effect resulting in 

weight loss, this would be a safe procedure to add in a 

weight loss program. Statistical evaluation of the results 

of the present study suggests that electrolyzed water 

prepared by our procedure resulted in near significant 

weight loss and a significant loss of body fat in obese 

subjects. It also has a sparing effect on antioxidants, and 

possesses detoxifying effects against some heavy metals 

by increasing their urinary excretion. These changes 

were statistically significant for some parameters; and, 

near significant for others.  

 

II – Research Subjects 

 

Four obese adult volunteers (2 men and 2 women) in 

overall good health, ambulatory were recruited by one of 

us (J.D.F) from friends. They ate an omnivorous diet 

without any restrictions and they were not on dietary 

supplements. All four subjects were on beta blockers for 

high blood pressure and anti-inflammatory drugs for 

arthritis. The subjects did not alter their dietary habits 

and medication during the study period. The 

anthropometric data, medical problems and therapy on 

these four subjects are displayed in Table I. The mean 

age was 52.5 years with a range of 42 to 64 years. The 

body mass index (BMI) is the ratio of body weight 

divided by height squared, using metric units of 

kilogram (kg) for weigh and meter (m) for height. The 

normal range is 18.5-24.9 kg/m2, with less 18.5 as 

underweight; between 25-29.9 as overweight and 30 and 

above as obese. Based on this classification, all four 

subjects were obese, with BMI ranging from 33 to 50 

with a mean of 39.8.   

 

III – Preparation of the electrolyzed water 

 

A titanium plate 1”X24” was used as the cathode. A 

platinum coated titanium plate 1”X24” served as the 

anode. Nylon spacers, screws and nuts were used to keep 

the two electrodes from shorting out, while keeping the 
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 Red Blood Cells (RBC) elemental analysis was 

performed at Doctor’s Data, which supplied the kits 

for sample collection. Heparinized blood was 

collected before intervention; after one month and 2 

months post-electrolyzed water. After centrifugation, 

packed red blood cells (RBC) were separated from 

the plasma and mailed to Doctor’s Data, St. Charles, 

IL. The analysis of essential and toxic metals in a 24 

hour urine collection were also performed at 

Doctor’s Data using ICP Mass Spec.  

 

V – Results 

 

Bioimpedance Analysis 

 

There was a near significant decrease in the mean body 

weight with values of 255±20lbs pre intervention; 

249±13lbs after one month (p=0.09) and 243±12lbs post 

two months of intervention (p=0.05) (Table III). Fat 

mass decreased significantly following electrolyzed 

water with mean values ± SD of 108±26lbs before 

intervention; 102±25 post 1 month (p=0.02) and 

101.8±23 post two months (p=0.02) on electrolyzed 

water. Intracellular water increased from 29.5±4.5 liters 

pre; to 33±5.4 (p=0.01) liters post 1 month of 

intervention, but by two months, mean value decreased 

to 28.9±5.2 liters. Extracellular water decreased to reach 

near significance (p=0.07) following 1 month; but by 

two months of intervention, the mean value became non-

significant. The mean ± SD for extracellular water were: 

pre=19±3.6 Liters; post 1 month 14.5±6 liters and post 2 

months 16.9±6 liters. 

 

Thyroid ultrasound and thyroid function tests 

 

Consumption of electrolyzed water showed no 

significant effect thyroid ultrasonometery, and TPO 

antibody Titer (results not shown). All thyroid function 

tests, that is serum TSH, total T4, Free T4, total T3 and 

free T3 were all within the reference range (Table IV). 

The only significant effect of electrolyzed water was on 

free T3 with a decrease from 3.5±0.36 pg/ml to 

3.15±10.24pg/ml after 1 month of intervention (p=0.02) 

and increased to reach 3.28±0.24 pg/ml after 2 months 

(p=0.1). 

 

Hematology  

 

All values pre and post intervention for hematology were 

remained within the reference range and the differences 

between the mean values pre and post electrolyzed water 

were not significant at p <0.05 (Table V). 

 

Blood Chemistry 

 

Table VI displays the mean ± SD of several blood 

chemistry measurements. Although none of the four 

subjects were treated for diabetes, the mean serum 

glucose values pre and post intervention were slightly 

above the new reference range from Lab Corp, that is 65 

to 99 mg/L compared to the previous range of 65 to 109 

mg/L. Although not statistically significant there is a 

trend of decreasing mean glucose values: 

pre=102.25±109; post 1 month=101.25±10.1; and post 2 

month =100.75±10.9 mg/L. There was a near significant 

increase in serum creatinine levels from a mean ± SD of 

1.015±0.11 pre to 1.14mg/L post 2 months intervention 

(p=0.05). However, serum BUN levels did not change 

significantly during the 2 month follow up, suggesting 

the slight increase in serum creatinine levels were 

probably due to a slight increased lean body mass.  

Serum CO2 levels increased significantly after one 

month of electrolyzed water with mean values ± SD of: 

Pre=21.75±1.7 and post 1 month=24±1.6 in mM/L 

(p=0.01). Electrolyzed water consumption did not have 

a significant effect on the other parameters of blood 

chemistry.  

 

Urinary excretion of essential elements  

 

The elements phosphorus and calcium were affected 

significantly by the electrolyzed water, but in opposite 

direction (Table VII). Urinary excretion of phosphorus 

decreased significantly with mean ± SD values of 

1315±74 micrograms/24hr pre intervention; 933±324 

post 1 month (p=0.02) ; and 841±462 post 2 months 

(p=0.03). Urine calcium increased significantly with 

mean ± SD of 238±135 (pre); 308±170 post 1 month 

(p=0.02 and 266±154 micrograms/24hr post 2 months 

(p=.01). Urinary chromium showed a trend of 

decreasing excretion which was not significant. The 

mean ± SD was: pre=0.0028; post 1 month=0.002 

(p=0.1); and post 2 months=0.0019 (p=0.11). 

 

There was a significant decreased excretion of selenium 

in urine with mean values of 0.104 (pre); 0.096 post 1 

month (p=0.02); and 0.08 post 2 months (p=0.02).  

Urinary excretion of iron increased following inter-

vention to reach near significance. The mean values 

were=0.39 (pre); 0.63 (post 1 month) and 0.59 (post 2 

month) with p values of 0.07 and 0.06 respectively for 1 

month and 2 months of intervention. 

 

Urinary excretion of toxic metals 

 

Barium, lead, mercury, nickel, and tin increased in the 

24 hour urine collection following electrolyzed water, 

(Continued on next page)  
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but only barium and mercury reached significance below 

p0.05 (Table VIII). The mean values were: for barium 

4.4 pre and 5.1 post 1 month (p=0.02); for mercury: pre 

intervention values were below the detection limit; post 

1 month=0.88 (p=0.06) and post 2 months=1.18 

(p=0.04). Urinary excretion of nickel increased to reach 

near significance at 2 months of intervention with mean 

values of 7.1 (pre), 10.1 (post 1 month) and 10.65 (post 

2 months) with p value of 0.09 (Table VIII). 

 

Red blood cell elemental concentrations (Table IX) 

 

The only statistically significant effect of electrolyzed 

water on RBC elemental concentrations was observed 

for RBC selenium and iron. For selenium the mean 

values ± SD. Pre=0.218±0.05; post 1 month=0.228±0.15 

(p=.14); and post 2 months=0.232±0.04 (p=0.04). For 

iron, pre=0.824±38; post 1 month=804.5±72; and post 2 

months=884±52 (p=0.03). The values for all elements in 

RBC were within the reference range. 

 

Lipid profile (Table X) 

 

There was a trend of decreasing concentrations of total 

cholesterol, triglycerides and VLDC, reaching near 

significance after 2 months on electrolyzed water. For 

cholesterol pre=197± 33; post 1 month=191±30 (p=0.35) 

and post 2 months=180±34 (p=0.07). Serum tri-

glycerides dropped by 23mg/dl after 2 months with 

mean values of pre=110; 1 month post=103 and 2 

months post=87.2 (p=0.05). Mean values for VLDL-C 

were pre=22.20; post 1 month=20; and post 2 

months=17.5 (p=0.05). 

 

Bone metabolism (Table XI) 

 

There was a significant increase in urine calcium 

excretion, whereas urine phosphorus levels dropped 

significantly in the 24hr collection. For calcium, the 

mean values were 202 before intervention; 268 post 1 

month (p=0.01) and 241 post 2 months (p=0.01). Urine 

phosphorus levels dropped by almost 400ppm after 2 

months on electrolyzed water with mean concentrations 

of pre=1240; post 1 month=936 (p=0.03) and post 2 

months 858 (p=0.04). Urine N-Telopeptides decreased 

significantly after 2 months with mean values of 

pre=492 nMole BCE; 452 after 1 month; and 313 after 2 

months (p=0.03).  There was no significant change in 

serum osteocalcin levels following electrolyzed water.  

 

VI. Discussion 

 

Although there is a lot of promotional material on 

alkalinized water, very little information is available on 

the validity of separating the two electrodes to collect 

water from the anode and cathode separately. Separation 

of anodic acidic oxidized water from cathodic alkaline 

reduced water in order to achieve anti-bacterial and 

antioxidant properties may not be necessary and both 

effects may be present in our non-separated electrolyzed 

water. For example, consumption of our electrolyzed 

reduced water for several years prevented the 

reoccurrence of urinary tract infections in women 

predisposed to this condition.   

 

Although our literature review on ERW is by no mean 

exhaustive we have been able to locate a few recent 

publications1-7 which contain useful in vivo and in vitro 

data on Electrolyzed Reduced Water (ERW), showing 

beneficial effects on some clinical conditions. Lee et al, 2 

in 2006 published extensive in vitro studies showing a 

protective effect of ERW against oxidative damage to 

DNA, RNA and proteins in human lymphocytes. There 

investigators demonstrated that this effect was not due to 

the alkalinity of the reduced water since water 

alkalinized with NaOH to achieve the same pH as the 

ERW had no significant protective effect on the 

parameters studied. The results of our pilot study are 

very encouraging and require further research on a larger 

group of normal and obese subjects to substantiate these 

beneficial effects. The most important findings in our 

pilot study are:  

 

A) Electrolyzed water resulted in weight loss and 

decreased body fat (Table III). In the four obese 

subjects consuming the treated water, mean body 

weight decreased by 12lbs, in 2 months, from 

255±20lbs pre to 243lbs post 2 months, reaching 

near significance (p=0.05). Fat mass decreased by 

some 6lbs over the same period of time from 

108±26lbs pre to 102 and 101.8lbs post 1 month and 

2 months on electrolyzed water. These differences 

were significant at p=0.02. Consumption of 

electrolyzed reduced water is a safe addendum to a 

weight loss program. 

B) Electrolyzed reduced water increases urinary 

excretion of extrasqueletal calcium. This is evidence 

by the combined hypercalciuria with a conservation 

of body phosphorous. This was further confirmed by 

the decreased levels of N-telopeptide cross links and 

NTX, combined with stable levels of osteocalcin. 

Bone density and strength depend on the balance 

between bone formation by osteoblasts and bone 

resorption by the osteoclasts.  In our short term 

study, bone density measurement was not 

considered. Instead, we use two markers of bone 

metabolism: serum osteocalcin, as index of bone 
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formation by osteoblasts; N-telopeptides and NTx 

as index as of bone resorption by osteoclasts9,10. 

There was no significant change in bone formation 

assessed by serum osteocalcin, but there was a 

significant suppression of bone resorption 

evidenced by the marked decrease in N-telopeptide 

levels, and to a lesser extent in the NTx levels. The 

mechanism of such effect of electrolyzed water on 

bone metabolism is unknown at present. 

C) Electrolyzed reduced water has a sparing effect on 

antioxidants. The significant increase in Red Blood 

cell selenium (Table IX) combined the significant 

decrease in urinary levels of selenium (Table VII) 

indicate a conserving effect on this naturally 

occurring antioxidant. 

D) Electrolyzed reduced water improves lipid profile. 

Consumption of electrolyzed reduced water in four 

obese subjects resulted in near significant trend of 

decreasing serum levels of cholesterol, triglycerides 

and VLDC (Table X). The small number of 

subjects prevented these trends to become 

significant at p<0.05. 

E) Electrolyzed reduced water increased urinary 

excretion of toxic metals. Two months of 

intervention with ERW resulted in increased 

urinary excretion of barium, mercury, lead and 

nickel with barium and mercury reaching 

significance (Table VIII). 

The mechanism of action of ERW to produce the above 

effects is currently being investigated by mainly 

Japanese scientists. The alkalinity of ERW has been 

over emphasized, since recent data suggest that the pH 

of the ERW does not play a significant role 2. The H2 

present in ERW plays a partial role 6,7 but does not 

explain some of the antioxidant effects, such the 

catalase effect on hydrogen peroxide1. The properties 

of water are complex and sometimes unpredictable11,12. 

Honaoka et al,1 used the expression “activated 

hydrogen” to identify the element responsible for the 

catalase effect of ERW. The identity of this elusive 

“activated hydrogen” may be a form of stabilized 

hydrides in micro clusters of water dimers, trimers in 

cooperative interaction as explained by F. Frank13. 

However, there is no need to wait for a full explanation 

of the mechanisms involved in order to benefit from the 

health enhancing effects of ERW. 

(Continued on next page) 
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SS# Sex Age 

(years) 

Height 

(inches) 

Weight 

(pounds) 

BMI* 

(Kg/

m2) 

Clinical conditions and medica-

tions 

1 F 42 67 270 42 Arthritis of the knee 

Rx – Advil 

High Blood Pressure 

RX – Beta Blocker 

2 F 53 62 274 50 Arthritis 

Rx – Mobic 

High Blood Pressure 

Rx – Beta Blocker 

3 M 64 71 233 33 Headache / Back Ache 

Rx – Mobic 

High Blood Pressure 

Rx – Beta Blocker 

4 M 51 71 243 34 Arthritis 

Rx – Mobic 

High Blood Pressure 

Rx – Beta Blocker 

Mean   52.50 67.75 255.00 39.75   

S.D 9.04 4.27 20.12 7.93 

*BMI = Body Mass Index.   Normal: 18.5-24.9; Overweight : 25-29.9; Obese = 30 and over. 

Table I  Anthropometric data and clinical conditions of the 4 obese subjects  
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Procedure & Tests Performed 
Facility Where Tests 

Were Performed 

Pre-

Intervention 
Post  1 Month Post  2 Month 

Physical Exam + Vital Signs FFP X   X 

Body Composition FFP X X X 

Basal Metabolic Rate FFP X X X 

Thyroid Ultrasonometry FFP X   X 

CBC Lab Corp X X X 

Blood Chemistry & Lipid Pro-

file 
Lab Corp X X X 

Serum Osteocalcin Lab Corp X X X 

Urine N-Telopytide cross links Lab Corp X X X 

Thyroid Function Tests + TPO 

Ab 
Lab Corp X X X 

Red Cell Elemental Analysis Doctor’s Data X X X 

Urine analysis of essential ele-

ments and toxic metals 
Doctor’s Data X X X 

Table II  Clinical Evaluation, and Laboratory tests Performed on the 4 obese subjects 

  
Pre 

mean ± SD 

Post 1 Mo. 

mean ± S.D. 

Post 2 Mo. 

mean ± S.D. 

p value 

1 Mo 

p value 

2 Mo 

Body Weight 

(lbs) 
255.00 ± 20 249 ± 13 243 ± 11.6 (p = 0.09) (p = 0.05) 

Basal Meta-

bolic Rate (cal/

day) 

2109 ± 94 2076.2 ± 199 2005 ± 998 (p = 0.33) (p = 0.17) 

Fat Mass 

(lbs) 
108 ± 26 102.00 ± 25 101.8 ± 23 (p = 0.02)* (p = 0.02)* 

Lean Mass 

(lbs) 
147.8 ± 9 146.8 ± 13.94 141.7 ± 16.99 (p = 0.41) (p = 0.41) 

Total Body 

Water 

(liters) 

48.8± 2.22 48 ± 6.22 45.8 ± 7.6 (p = 0.40) (p = 0.43) 

Intracellular 

Water (Liters) 
29.50 ± 4.51 33.00 ± 5.4 28.9 ± 5.2 (p = 0.01)* (p = 0.13) 

Extracellular 

Water (Liters) 
19.00 ± 3.6 14.5 ± 6 16.90 ± 6 (p = 0.07) (p = 0.48) 

Table III  Effects of Electrolyzed Water Consumed at 2 Liters/day  for 2 Months on Body Weight, Body  

Composition, and Basal Metabolic Rate (BMR) in 4 obese subjects.  

(Continued on next page) 



Units Ref Range 
Pre 

mean ± SD 

Post 1 Mo. 

mean ± S.D. 

Post 2 Mo. 

mean ± S.D. 

p value 

1 Mo 

p value 

2 Mo 

TSH 

u IU/L 
0.35-5.5 3.04 ± 3.1 3.47 ± 3.44 3.04 ± 2.08 (p =0.43) (p =0.50 ) 

Total T4 

(ug/dI) 
4.5-12 9.60 ± 0.87 7.50 ± 0.94 9.05 ± 0.41 (p =0.20) (p =0.32) 

Total T3 

(ng/dI) 
85-205 138.00 ± 21 119.25 ± 12.3 122.25 ± 13.96 (p =0.13 ) (p =0.2 ) 

Free T4 

(ng/dI) 
0.61-1.76 1.32 ± 0.19 1.47 ± 0.08 1.39 ± 0.19 (p =0.25) (p =0.49 ) 

Free T3(pg/

mI) 
2.3-4.2 3.50 ± 0.36 3.15 ± 0.24 3.28 ± 0.24 (p =0.02 )* (p =0.1 ) 

Table IV  Effects of Electrolyzed Water Consumed at 2 liters/day for 2 Months on Thyroid Function Tests in 4 

obese subjects  

*p< 0.05 

  Units 
Reference 

Range 

Pre- 

 mean ± SD 

Post- 1 Mo 

 mean ± SD 

Post- 2 Mo 

 mean ± SD 

pValue 

1 Mo pValue 

2 Mo 

WBC 10 3/uL 4.6-10.2 6.30±0.73 5.88±0.87 5.56±1.30 0.26 0.16 

                

RBC 10 6/uL 3.8-6.5 4.65±0.16 4.77±0.30 4.72±0.37 0.17 0.32 

                

Hb g/dl 11.5-18 13.90±1.53 14.28±1.72 14.25±1.60 0.15 0.21 

                

Hct % 37-54 41.73±3.75 42.60±3.94 42.23±3.70 0.13 0.33 

                

MCV ƒL 80-100 90.00±10.74 89.50±9.47 89.75±8.66 0.33 0.44 

                

MCH pg 27-32 30.00±3.95 30.00±3.86 30.28±3.53 0.50 0.19 

                

MCHC g/dL 31-36 33.28±1.05 33.45±1.10 
33.70±0.95 0.31 

0.12 

                

RWD % 11.5-14.5 14.20±0.89 14.10±1.22 13.93±1.13 0.34 0.15 

                

Plat 10 3/uL 150-400 231.75±64.88 232.00±52.39 237.50±42.21 0.49 0.33 

Table  V  Effect of Electrolyzed Water Consumer at 2 liters/day for 2 months on hematology in 4 obese subjects 

(Continued on  next page) 
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  Units 
Reference 

Range 

Pre- 

 mean ± SD 

Post- 1 Mo 

 mean ± SD 

Post- 2 Mo 

mean ± SD 

p Value 

1 Mo 

p Value 

2 Mo 

Glu mg/dL 65-99 102.25±10.90 101.25±10.08 
100.75±10.90 0.42 

0.26 

                

BUN mg/dL 5-26 13.5±2.69 14.25±3.30 12.75±1.26 0.11 0.36 

                

Creat mg/dL 0.5-1.5 1.015±0.11 1.17±0.19 1.14±0.17 0.10 0.05 

                

BUN/

Creat 
- - 13.5±3.87 12.50±1.91 

11.25±1.26 0.21 
0.20 

                

Na mMole/L 135-148 138.75±0.50 140.25±1.71 
139.00±1.63 0.11 

0.39 

                

K mMole/L 3.5-5.5 3.95±0.37 3.95±0.47 3.98±0.38 0.50 0.41 

                

CI mMole/L 96-109 103±2.45 102.50±1.29 
101.25±3.59 0.35 

0.07 

                

CO2 mMole/L 20-32 21.75±1.71 24.00±1.63 23.50±1.73 0.01* 0.15 

                

CA mg/dL 8.5-10.6 8.925±0.66 9.13±0.59 8.58±0.64 0.29 0.20 

                

Prot gm/L 6-8.5 6.625±0.59 6.83±0.45 6.60±0.34 0.24 0.45 

                

Alb gm/L 3.5-5.5 4.2±0.08 4.48±0.17 4.25±0.24 0.06 0.38 

                

Glob gm/L 1.5-4.5 2.425±0.60 2.35±0.37 2.35±0.37 0.33 0.29 

                

A/G  

ratio 
- 1.1-205 1.8±0.36 1.95±0.26 

1.83±0.31 0.05 
0.39 

                

Total Bil mg/dL 0.1-1.2 0.45±0.24 0.48±0.19 0.53±0.24 0.41 0.30 

                

Alk Phos I.U/L 25-165 69±18.90 69.00±15.34 
73.25±18.39 0.50 

0.06 

                

SGOT I.U/L 0-40 23.75±6.08 23.00±10.86 20.25±5.56 0.42 0.17 

                

SGPT I.U/L 0-40 28.25±7.76 28.75±15.02 23.75±9.43 0.48 0.26 

Table VI  Effect of Electrolyzed Water Consumed at 2 Liters/day for 2 months on blood chemistry in 4 obese 

subjects 

* = p < 0.05 
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Elements 
Reference 

Range 

Pre 

mean ± SD 

Post- 1 Mo 

mean ± SD 

Post- 2 Mo 

mean ± SD 

p Value 

1 Mo 

p Value 

2 Mo 

              

Sodium 39-217 208±27 170±85 145.85±80.94 0.28 0.27 

Potassium 19-77 58±27 71.5±21.6 55.18±30.82 0.17 0.41 

Phosphorus 200-1000 1315±274 933±324 841±462 0.02* 0.03* 

Calcium 30-250 238±135 308±170 265.74±154 0.02* 0.01* 

Magnesium 20-230 109.00±42 148±67 114.81±62.41 0.05 0.13 

Zinc 0.1-1.5 0.67±0.34 0.825±0.34 0.69±0.37 0.09 0.18 

Copper 0.007-0.07 0.02±0.01 0.0173±0.01 0.04±0.10 0.37 0.28 

Sulfur 275-1210 1033±309 1103±335 887±467 0.28 0.41 

Chromium 0.0005-0.01 0.0028±0.00 0.002±0.0003 0.0019±0.0003 0.10 0.11 

Selenium 0.03-0.26 0.104±0.07 0.096±11 0.08±0.05 0.02* 0.39 

Iron < 2 0.39±0.26 0.63±0.33 0.59±0.28 0.07 0.06 

Table VII   Effect of electrolyzed water consumed at 2 liters/day for 2 months on the urinary excretion of  

essential elements (expressed as micrograms/24hr collection)76 

*p < 0.05 

Elements 
Reference 

Range 

Pre 

mean ± SD 

Post- 1 Mo 

mean ± SD 

Post- 1 Mo 

mean ± SD 

p Value 

1 Mo 

p Value 

2 Mo 

              

Aluminum < 25 32.25±19.50 20±6.98 23.25±11.67 0.12 0.19 

Arsenic < 108 18.08±12.29 7.58±5.75 27.25±26.27 0.05 0.18 

Barium < 7 4.40±4.16 5.10±4.44 4.48±3.37 0.02* 0.44 

Cadmium < 0.8 0.73±0.40 0.73±0.38 1.10±0.92 0.50 0.20 

Cesium < 9 12.63±9.91 11.975±8.53 11.00±6.68 0.32 0.24 

Lead < 2 1.13±1.23 1.20±0.83 1.23±1.2 0.40 0.38 

Mercury < 3 ** < dl 0.88±0.83 1.18±0.90 0.06 0.04* 

Nickel < 10 7.10±2.09 10.1±7.60 10.65±4.54 0.20 0.09 

Thallium < 0.5 0.325±0.21 0.300±0.12 0.35±0.17 0.312 0.35 

Tin < 9 0.85±0.44 2.1±2.87 1.28±1.11 0.19 0.15 

Table VIII  Effect of electrolyzed water consumed at 2 liters/day for 2 months on the urinary excretion of toxic 

metals  expressed as micrograms/24hr collection) 

*=p < 0.05 

**<= below detection limit 



  

  

  

  

Reference 

Range 

(PPM) 

Pre 

Mean ± SD 

Post 1 Mo 

Mean ± SD 

(pValue) 

Post 2 Mo 

Mean ± SD 

(pValue) 

Calcium 8-31 24.17 ± 5.49 
23.33 ± 4.80 

(0.33) 

24.17 ± 4.07 

(0.50) 

Magnesium 36-64 45.5 ± 4.54 
45.5 ± 3.83 

(0.50) 

45.00 ± 3.90 

 (0.36) 

Potassium 65-95 81.17 ± 5.91 
79.5 ± 1.87 

(0.25) 

77.67 ± 2.66 

(0.12) 

Phosphate 480-745 561.67 ± 67.10 
582.5 ± 36.62 

(0.21) 

553.83 ± 40.74 

 (0.28) 

Copper 0.52-0.89 0.67 ± 0.08 
0.67 ± 0.08 

(0.45) 

0.69 ± 0.09 

(0.10) 

Zinc 8-14.5 10.15 ± 0.80 
10.45 ± 1.11 

(0.19) 

10.17 ± 1.02 

(0.47) 

Iron 745-1050 824.17 ± 38.08 
804 ± 72 

(0.28) 

884 ± 52* 

(0.03) 

Manganese 0.007-0.030 0.0173 ± 0.01 
0.0177 ± 0.01 

 (0.31) 

0.02 ± 0.01 

(0.40) 

Chromium 0.0003-0.0060 0.0005 ± 0.00 0.0005 ± 0.00 (0.37) 0.0006 ± 0.00 (0.41) 

Selenium 0.19-0.38 0.218 ± 0.05 
0.228 ± 0.15 

 (0.14) 

0.232 ± 0.04* 

(0.04) 

IX  Effect of Electrolyzed Water Consumed at 2 Liters/day for 2 months on red blood cell elemental  

concentrations in four obese subjects (expressed as PPM) 

* = p<0.05 

  

Unit 
Reference 

Range 

Pre 

Mean ± SD 

Post 1 Mo 

Mean ± SD 

(pValue) 

Post 2 Mo 

Mean ± SD 

(pValue) 

Total Cholesterol mg/dl 100-199 197 ± 33 
191 ± 30 

(0.35) 

180 ± 34 

(0.07) 

Triglycerides mg/dl 0-149 110 ± 27 
103 ± 38 

(0.34) 

87.2 ± 25 

(0.05) 

HDL-C mg/dl >39 60 ± 16 
61 ± 14 

(0.45) 

58 ± 15 

(0.33) 

VLDL-C mg/dl 5-40 22.2 ± 5.3 
20 ± 7.50 

(0.30) 

17.5 ± 5.1 

(0.05) 

LDL-C mg/dl 0-99 110 ± 35 
110± 32 

(0.50) 

104 ± 30 

(0.28) 

X  Effect of Electrolyzed Water Consumed at 2 Liters/day for 2 months on lipid profile in four obese subjects 
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XI  Effect of Electrolyzed Water Consumed at 2 Liters/day on parameters of Bone Metabolism in 4 obese  

subjects 

  
Pre 

Mean ± SD 
  

Post 1 Mo 

Mean ± SD 

(pValue) 

  

Post 2 Mo 

Mean ± SD 

(pValue) 

Urine Calcium 

(PPM) 
202.4 ± 140.5 

  268 ± 171* 

(0.01) 

  241 ± 150* 

(0.01) 

Urine Phos-

phorus (PPM) 
1240 ± 291 

  936 ± 281* 

(0.03) 

  858 ± 440* 

(0.04) 

Urine N-

Telopeptides 

(nMole BCE) 

492 ± 250 

  
452.17 ± 504.79 

(0.38) 

  
313 ± 310* 

(0.034) 

NTx** 26 ± 7.9 
  22 ± 5.8 

(0.08) 

  23.5 ± 7.8 

(0.24) 

Serum Osteo-

calcin (ng /ml) 
20.2 ± 12.53 

  19 ± 10.43 

(0.24) 

  20.30 ± 9.7 

(0.47) 

*p=<0.05 

**= Telopeptide/creatinine ratio 
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Study: 

 

A clinical study to test the effectiveness of a 

homeopathic product designed for assistance in appetite 

control and weight loss. This study was completed in 

the spring of 2011 at Kessinger Health and Wellness 

Diagnostic Centre, by Annette Copeland, CNHP.  

 

The products utilized for this study included a 

homeopathic product named Weight Off Plus which 

includes the following ingredients; Arginine 3x, 12x, 

30x, Carnitine 3x, 12x, 30x, Ornithine 3x, 12x, 30x, 

Human Chorionic Gonadotropin 6x, 12x, 30x, 60x, and   

another homeopathic product named Assist, which 

includes the following ingredients; Foeniculum 

Vulgare 2x, Ammonium Bromatum 3x, Antimonium 

Crudum 3x, Fucus Vesiculosus 3x, Lecithin 3x, 

Arginine 3x, 12x, 30x, Calcarea Carbonica, 6x, 

Carnitine 3x, 12x, 30x, Ornithine 3x, 12x, 30x, 

Argentium Metallicum 6x, Galium Aparine 6x, 

Hyphthalamus 6x, Adrenalinum 6x, Pituitary 6x, Lac 

Defloratum 6x, Phytolacca Decandra 6x,  Thyroidinium 

6x, Fat 6x, 12x, 30x, Phosphorus 12x. Inactive 

ingredients; purified water, USP alcohol 20%. 

 

Inclusion Criteria for volunteers 

 

 Generally in a healthy condition 

 18 years or older 

 Not currently on a weight loss program, and not on 

medications for weight loss 

 At least 6 weeks since last attempt at any diet 

 Not currently undergoing treatment for a major 

illness (cancer, etc) 

 Drugs to control hypertension or diabetes are 

allowed 

 Must be able to make weekly measurement 

appointments for 6 weeks (40 days) 

 A list of supplements and medications will be 

required from each patient 

 Regularly used supplements will be continued 

 Sporadic use of supplements is not allowed, and 

should be discontinued until end of study. 

 

Exclusion Criteria 

 

 Pregnant or breast feeding 

 Recent surgeries (last 6 months) 

 

Procedures 

 

A blood profile, the Kessinger Panel, was completed on 

the intake and exit appointments. The Kessinger Panel 

Abstract: 

 

In 2008 more than 30% of Americans were determined 

to be overweight. The Centers for Disease Control 

(CDC), along with state government agencies 

determined in 2011 that it was necessary to be more 

involved in encouraging the US population to consume 

more nutritious foods, and add exercise to their 

lifestyles.1  In 2011, the USDA unveiled its new food 

guide, which is now in the shape of a plate, to show 

that half of each meal should be fruits and vegetables.2  

Education on how to maintain a healthy body from 

these sources has been changed several times in the 

past decade, and it remains evident that change is 

necessary. Today’s health care providers are in a 

position to change the health of entire families by 

utilizing proper dietary advice, nutrition and education 

to empower their patients to take charge of their health, 

lose those additional pounds, and share their success 

with others.  

 

The key to successful weight loss is not only to lose 

weight, but to manage a healthy weight. Many dieters 

achieve weight loss, but regain weight once they return 

to their prior eating habits. The homeopathic product, 

Assist, which was designed to aid in weight loss, offers 

results which can produce rapid weight loss, with no 

health risk. It requires the dieter completely forgo the 

Standard American Diet (SAD) for 40 days. This 

process breaks addictions to processed foods, sugar and 

beverages which are only adding inches to the waistline 

of the common American. Once the desired weight has 

been achieved, it is then necessary to modify the 

standard diet in order to maintain a healthy weight.  
(Continued on next page) 

A STUDY TO 

DETERMINE THE 
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includes the following data; cholesterol, HDL, LDL, 

triglycerides, glucose, sodium, potassium, chloride, 

blood urea nitrogen (BUN), creatinine, BUN/creatinine 

ratio, uric acid, calcium, phosphorus, alkaline 

phosphatase, total protein, albumin, globulin, A/G 

ratio, calcium/albumin ratio, SGOT (AST), total 

bilirubin, SGPT (ALT), white blood count, red blood 

count, hemoglobin, hematocrit, MCV, MCH, MCHC, 

neutrophils (polys), lymphocytes, monocytes, 

eosinophils, basophils, platelets, T4, T3 resin, T7, 

magnesium (serum), usable calcium, calcium-

phosphorus index, ferritin, iron, c-reactive protein 

(CRP), cardiovascular risk factor.  

 

Each participant answered a questionnaire regarding 

general health and mood at the beginning of the study, 

and again at the end of the study.  

 

Each participant received weekly measurements of 

weight, body mass index (BMI), chest and waist 

measurements, blood pressure, temperature, pulse rate 

and oxygen levels, during the 6 week study. At that 

time a questionnaire about the previous week was 

completed along with nutritional counseling, if needed.  

 

Diet Protocol  

 

Homeopathic Dosage: 10 drops, q.i.d. (4 times a day) 

sublingual, hold for 3 minutes, and swallow. 15 

minutes before or  after consuming food or drink.  

 

Days 1-40: 

  

Breakfast: Tea or coffee in any quantity, no sugar, no 

cream, no artificial sweeteners. Stevia is allowed.  Only 

one tablespoon of milk or non-dairy creamer (if 

unsweetened) per day.  

 

Snack:  1 serving of fruit; apple, orange, one handful of 

strawberries, or ½ grapefruit. 

 

Lunch:  Lean meat, vegetables and melba toast (if 

desired). 

  

Snack:  1 serving of fruit; apple, orange, one handful of 

strawberries, or ½ grapefruit. 

 

Dinner: Lean meat, vegetables and melba toast (if 

desired). 

 

Lean Meat: 3.5 ounces of lean meet, veal, beef, 

chicken breast, white fish, lobster, crab, shrimp or 

venison. All visible fat should be removed prior to 

cooking. Meat should be weighed prior to cooking. 

Salmon, tuna, herring, dried or pickled fish are not 

allowed.  

 

Vegetables: 1-2 cups of vegetables, spinach, chard, 

chicory, beet-greens, tomatoes, celery, fennel, onions, 

red radishes, cucumbers, asparagus, and cabbage. 

These vegetables may be eaten alone or mixed in a 

salad.  Raw is best, but cooked is also acceptable.  

 

Melba Toast:  25 calories or 4 grams. These come in 

several flavors and can be used as a snack or broken up 

as croutons, or crushed and used for baking fish etc. 

 

Seasonings: Lemon, salt, pepper, vinegar, mustard 

powder, garlic, sweet basil, parsley, thyme, marjoram, 

etc. may be used for seasoning, but no oil, butter or fat/

sugar in dressings.  

 

Beverages:  Water, tea, coffee and mineral water are 

allowed in any qty. Avoid all flavored drinks, unless 

flavored with Stevia. Apple cider vinegar drink is also 

allowed. 

 

Supplements:  Supplements are allowed, if taken 

regularly. No new supplements should be added during 

the study. Each participant will list current supplements 

along with the quantity and frequency.  

 

Weekly Evaluations 

 

Height: Height will be measured at the intake 

appointment only. 

 

Weight: Weight will be measured and recorded each 

week; women in normal undergarments and a gown 

and men in normal undergarments and shorts. 

 

Measurements: Chest will be measured in inches at 

the nipple line and abdomen at the umbilical line. 

 

Questionnaire: Each participant will complete a 

weekly questionnaire regarding mood, and general 

health or side effects. 

 

After 40 days, six people completed the requirements 

and attended their weigh in. Participants are 

differentiated in charts by initials (RP, BM, RL, RH, 

DH, PC etc.), followed by sex and age.  

 

The average weight lost was 22.67; pounds, the least 

amount lost by a participant was 11 pounds and the 

most weight lost was 38.5 pounds.  
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Appetite  

 

During the diet portion of the study, most volunteers 

stated they had very little hunger, but when it was meal 

time they were ready to eat. Some also noted that they 

occasionally felt nauseous if they waited too long to 

eat. Several stated that it was satisfactory to consume 

smaller portions of food than they typically would. 

None of the participants complained about constant 

hunger, and most of them noted feeling better than they 

had in the past. 

 

Volunteers who had previously completed the HCG 

diet, commented that unlike the HCG diet where their 

appetite was absent, the Assist did not completely stop 

them from feeling hungry. It did however allow them to 

eat much smaller portions and be satisfied.  

Case Study 

 

The most exciting blood results were the one 

participant who’s blood sugar had been previously out 

of control and running from 250-300 with medication. 

RP had been monitoring her blood sugar daily and had 

been prescribed Metformin and Byetta by her MD. She 

claims that after a year on both of those prescriptions 

her blood sugar was still out of control and her MD 

refused to do the surgery she needed for a hernia, near 

her diaphragm, because of this imbalance. After the 

first week on this program her morning blood glucose, 

tested by finger stick, was consistently down by at least 

100 points.  After three weeks her blood glucose was 

steady at 113. After the 5th week in the study her MD 

determined that she was healthy enough to undergo 

(Continued on page 113) 

Table 1  Assist Study               

Markers RP-F41 BM-F71 RL-M37 RH-M64 DH-F57 PC-F33 Averages 

Lbs Lost 28 15.5 38.5 18 11 20 21.83 

Cholesterol -64 -36 -70 -27 18 -16 -32.50 

Triglycerides -36 1 -25 -28 -27 9 -17.67 

Glucose -137 -9 1 -1 -7 6 -24.50 

Uric Acid 5.3 0.2 3 0.1 0.7 0.4 1.62 

HDL Cholesterol -3 -13 -2 -3 3 -1 -3.17 

LDL Cholesterol -53 -23 -63 -19 20 -17 -25.83 

C - Reactive Protein -2.05 0.17 0.01 0 -0.1 -0.19 -0.36 

Risk Factor -1.4 0.2 -1.8 -0.3 0 -0.3 -0.60 

Table 2  HCG Study   
              

Markers 
CM-F62 JD-F21 TC-F37 TD-F53 

TH-

F54 MA-F47 KS-F47 Averages 

Lbs Lost 14.5 16.5 15 15 13.5 16.5 27 16.86 

Cholesterol -23 -37 -19 -14 -20 -32 -41 -26.57 

Triglycerides 0 -24 -131 -68 -186 18 -117 -72.57 

Glucose 7 -3 3 -6 -2 -7 -106 -16.29 

Uric Acid 2.3 0 0.6 1 0.7 1 3 1.23 

HDL Cholesterol -13 -4 -6 6 1 -4 7 -1.86 

LDL Cholesterol -10 -29 13 -6 16 -32 -10 -8.29 

C - Reactive Protein -0.02 -0.22 -0.45 -0.1 -0.14 -0.29 -0.72 -0.28 

Risk Factor 0.2 -0.5 0.1 -1 -0.58 -0.2 -0.3 -0.33 

Table 2 For comparison, shows the change in test scores on each individual in a similar HCG Homeopathic study, also 

performed at Kessinger Health and Wellness Diagnostic Centre.  

Table 1 shows the change in test scores in the homeopathic Assist study. Only blood tests which showed change in a 

majority of participants are included here.  
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surgery to repair her hernia, which was completed 

during week 6.  

 

RP was completely satisfied with the results of her diet 

protocol and plans to do it again once she has recovered 

from her surgery. She lost a total of 28 pounds in 5 

weeks, bringing her total weight from 254.5 to 226.5. 

In addition to gaining control of  her blood sugar RP 

also lowered her total cholesterol by 64 points (from 

200 to 136), HDL did drop slightly by 3 points (from 

37 to 34), her LDL was reduced by 53 points (from 126 

to 73), and triglycerides were lowered by 36 points 

(from 183 to 147). Due to the reduction in cholesterol, 

we did advise this participant to take a 3-6 week break 

from a low fat diet, and to include healthy fats and 

walking into her daily regimen to bring her HDL 

cholesterol number up to a more ideal range. 

 

Of the many benefits of this program is a reduction in 

C-reactive protein (CRP) and cardiovascular risk 

Factor.  CRP, as an inflammation marker, is preferred 

to be less than 1.0. Homeostatic ranges are less than 1.0 

for low, 1.0-3.0 for moderate and above 3 is considered 

high. RP’s CRP at the beginning of the study was 3.98, 

and reduced in 5 weeks to 1.93. Her cardiovascular risk 

began at 5.4 and after 5 weeks was reduced to 4. 

Clinical range projects a cardiovascular risk of 5 or less 

to be healthy, homeostatic range prefers a number less 

than 4. 

 

According to the tests performed, this participants 

health was improved in general, although her uric acid 

did rise from 4.8 to 10.1, which is above the 

homeostatic range of 4.0 to 6.0. 
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Test Results 

 

Most of the change in test results in these participants 

should be accredited to dietary changes over the course 

of 40 days where no sugar or starches were allowed. 

The important factor in this change though, is the 

ability to maintain a very limited diet without hunger or 

loss of energy.  

 

Uric acid: Some participants did show a rise in uric 

acid, but it was not accompanied by symptoms or 

complaints. Participants were notified of this change, 

and advised on how manage uric acid with proper 

nutrition and water consumption.  

 

Cholesterol levels were reduced in many of the 

participants, however not all of them experienced a 

drop in these values. All participants were counseled on 

how to balance lipid levels by consuming healthy fats 

and exercising regularly.  

 

Triglycerides were either greatly reduced or main-

tained normal levels during the study in all of the 

participants.   

 

Blood glucose levels in all participants either remained 

within normal range, or returned to near normal range 

during the study.  

 

Inflammation markers, such as CRP and 

cardiovascular risk factor were also reduced or 

normalized in most participants.  

 

Table 3 shows the percentage of change for each 

person from beginning blood test to end blood test in 

the Assist study.  

(Continued on page 115)  

          Table 3  Assist Study % of change   

Markers RP-F41 BM-F71 RL-M37 RH-M64 DH-F57 PC-F33 

Lbs Lost -11.00% -10.00% -13.00% -9.60% -6.10% -8.42% 

Cholesterol -32.00% 11.80% -38.04% -13.57% 7.89% -9.58% 

Triglycerides -19.67% 1.54% -22.32% -25.00% -24.32% 11.69% 

Glucose -54.58% 10.84% 1.22% -0.80% -7.14% 7.06% 

Uric Acid 110.42% 5.56% 41.10% -1.70% 17.95% 9.09% 

HDL Cholesterol -8.11% -16.25% -5.88% -6.97% 6.67% -2.27% 

LDL Cholesterol -42.06% -10.85% -49.22% -14.18% 12.42% -15.74% 

C - Reactive Protein -51.51% -45.00% 10.00% 0.00% 66.67% -31.67% 

Risk Factor -25.93% -5.30% -33.33% -6.50% 0.00% -7.89% 





Table 5 shows the changes in two patients who chose to do the homeopathic HCG diet and then immediately begin the 

Assist study.   

Table 6  shows beginning blood test numbers and homeostatic ranges 

(Continued on next page) 
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            Table 4  HCG Study % of change   

Markers CM-F62 JD-F21 TC-F37 TD-F53 TH-F54 MA-F47 KS-F47 

Lbs Lost -6.78% -8.35% -5.09% -8.50% -6.60% -7.60% -7.86% 

Cholesterol -10.60% -20.10% -9.41% -7.95% -8.80% -13.33% -20.60% 

Triglycerides 0.00% -18.90% -51.98% -55.28% -59.81% 14.29% -46.99% 

Glucose 9.09% -3.85% 3.90% -6.52% -2.22% -7.29% -46.90% 

Uric Acid 47.92% 0.00% 11.11% 19.23% -14.89% 23.81% 54.55% 

HDL Cholesterol -16.05% -7.40% -10.71% 17.14% 2.33% -9.52% -12.96% 

LDL Cholesterol -8.47% -27.62% 13.54% -5.17% 13.11% -18.50% -10.53% 

C - Reactive Protein -10.00% -0.68% -58.44% -2.00% -29.17% -4.09% -25.90% 

Risk Factor 7.41% -14.70% 2.78% -9.00% -10.99% -3.51% -8.11% 

Table 5  Assist  Study after Homeopathic HCG (Reference Table 2 for HCG info) 

Markers CM Start CM End % TH Start TH End % 

Lbs 199.5 189 -5.26% 191 182.5 -4.45% 

Cholesterol 194 212 9.28% 207 255 23.19% 

Triglycerides 90 89 -1.11% 125 179 43.20% 

Glucose 84 90 7.14% 88 81 -7.95% 

Uric Acid 7.1 6 -9.86% 5.4 7.5 38.89% 

HDL Cholesterol 68 71 4.41% 44 52 18.18% 

LDL Cholesterol 108 123 13.89% 138 167 21.01% 

C - Reactive Protein 0.18 0 16.67% 0.34 0.46 35.29% 

Risk Factor 2.9 3 3.45% 4.7 4.9 4.26% 

                      Table 6  Beginning Numbers     

  Range RP BM RL RH DH PC CM JD TC TD TH MA KS 

Weight   254.5 164 295.5 187.5 186 237.5 214 197.5 296.5 176 204 218.5 343.5 

Choles-

terol 150-180 200 305 184 199 228 167 194 184 202 176 227 240 199 

Triglyc-

erides 80-115 183 65 112 112 111 77 90 127 252 123 311 126 249 

Glucose 85-100 251 83 82 123 98 85 84 78 77 92 90 96 226 

Uric 

Acid 4.0-6.0 4.8 3.6 7.3 5.9 3.9 4.4 7.1 7.3 5.4 5.2 4.7 4.2 5.5 

HDL 55-120 37 80 34 43 45 44 68 54 56 35 43 42 54 

LDL 50-110 126 212 128 134 161 108 108 105 96 116 122 173 95 

CRP <1 3.98 0.21 0.1 0.1 0.12 0.60 0.18 0.32 0.77 0.11 0.58 0.71 2.78 

Risk 

Factor <4 5.4 3.8 5.4 4.6 5.1 3.8 2.9 3.4 3.6 5 5.28 5.7 3.7 

Blood 

Pressure 
120 
80 

124 
80 

122 
88 

124 
82 

132 
82 

126 
82 

120 
70 

122 
68 

122 
74 

130 
70 

120 
60 

108 
74 

110 
72 

130 
80 

Table 4 shows the percentage of change for each person from beginning blood test to end blood test of the homeopathic 

HCG study. 



Table 7 Shows final numbers and homeostatic ranges  

Conclusion: 

 

When utilized as a weight loss support product, Assist 

performed as well as or better than the homeopathic 

HCG product it was compared to. Volunteers who     

participated in the 6 week study experienced an average 

weight loss of about 4 lbs per week, were comfortable 

with the reduced calorie diet and were able to perform 

their daily duties with no difficulties. Based on lab     

results general health improved, blood pressure and   

cholesterol were lowered and inflammation markers 

were notably reduced. After completing a 40 day diet it 

has been recommended to take a 6 week break, which   

includes healthy fats and exercise, to allow cholesterol 

and uric acid levels to normalize before attempting    

another 40 day weight loss diet.  
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                      Table 7  Final Numbers 

  Range RP BM RL RH DH PC CM JD TC TD TH MA KS 

Weight 
  226.5 148.5 257 169.5 175 223.5 189 181 281.5 161.5 182.5 199 300 

Choles-

terol 
150-

180 136 269 114 172 246 151 212 147 183 162 255 208 167 

Triglyc-

erides 80-115 147 66 87 84 84 86 89 103 121 55 179 144 183 

Glucose 85-100 114 74 83 122 91 91 90 81 80 86 81 89 104 

Uric 

Acid 4.0-6.0 10.1 3.8 10.3 6 4.6 4.80 6.4 7.3 6 6.2 7.5 5.2 9.2 

HDL 55-120 34 67 32 40 48 43 71 50 50 41 52 38 45 

LDL 50-110 73 189 65 115 181 91 123 76 109 110 167 141 85 

CRP 
<1 1.93 0.38 0.11 0.1 0.2 0.41 0.21 0.1 0.32 0.1 0.46 0.42 0.65 

Risk  

Factor <4 4 4 3.6 4.3 5.1 3.50 3 2.9 3.7 4 4.9 5.5 3.7 

Blood  

Pressure 120 
80 

110 
80 

120 
80 

112 
96 

112 
70 

130 
80 

120 
70 

112 
72 

122 
78 

130 
70 

116 
72 

120 
70 

110 
70 

116 
70 

Inches 

lost at  

Umbili-

cal   -5 -3 -3.5 -1.5 -2 -3 -3.5 -4.5 -3.5 -3.5 -5.25 -2 -10 
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