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You'll Be Better, Why You'll Be Better - The Story of Applied Kinesiology
by George Goodheart

Chapter 1 : TIlE BEGINNING
I graduated from the National College of
Chiropractic in Chicago, Illinois in 1939, and
previously attended pre-chiropractic at the
University of Detroit. I began practice in asso-
ciation with my father late in 1939. However,
the advent of World War II didn't give me
much time to practice. I went through the
Air Corps Cadet Program in 1941, during
the early war years, but through a happy se-
ries of fortunate events became involved in

innovative air operations research, so my active practice really be-
gan in 1946 following my release as a Major from the United States
Air Force. Having left the Air Force in 1946, I resumed active prac-
tice in association with my father until his death in the early '60s.

Because of my father's background in general practice, ours was a
general practice, and we saw many patients with many problems. As
is usually the case, the further along I got in practice the more intel-
ligent my father seemed to become-the obvious fact being that I
became more aware of my inadequacies and his excellent qualities;
and I grew in stature and development because of my association
with his very, very practical and superb diagnostic and clinical work.

My time in the Air Force had given me a taste for innovative op-
portunities, and also had taught me a practical method of dealing
with problems, and this was to stand me in good stead later on.

Not long after my father's passing, a young man presented him-
self at the office complaining of a relatively common problem, al-
though at a very early age. He was losing his hair. He had a rapidly
receding widow's peak, and at the age of 24 seemed quite con-
cerned. He was a stocky young man who was quite well built, and
had recently been discharged from the paratroopers, but despite
apparent good health he was suffering from a rapid hair loss.

Examination revealed a hyperthyroid problem, and at that time
we were measuring the thyroid function as we still do, by mea-
suring the speed of the achilles tendon reflex. The achilles ten-
don is put on a stretch and tapped with a testing hammer; then
the speed of the achilles as it moves, just as your knee would
jerk under the knee jerk test, is measured by its path through
a photo-electric beam. This impulse is transferred electrical-
ly to an EKG, which then gives a printout to the degree of func-
tional capacity of the achilles tendon to respond to the tap.

The normal time is 330 milliseconds, and his was abnormally fast,
approximately 220 ms. 220 milliseconds was quite fast, and nutri-
tionally I had learned that natural amounts of Vitamin A and a
source of Thymus, a small gland around the windpipe which is as-
sociated with auto immunity, were practically specific for hyper-
thyroid problems, along with regular chiropractic care. Upon ad-
ministering this nutritional support and the proper treatment
mechanically, he showed a tremendous response in about two
weeks. His hairline stopped receding, for which he was very grate-
ful and pleased, and he asked me advice about another problem.

He mentioned that he couldn't get ajob in any of the factories in
our town because he was unable to pass the physical-and the rea-
son he was unable to pass the physical was his inability to press
in a forward direction with one of his arms. One of his shoul-
der blades stuck out in a rather unusual fashion, protruding from
the chest wall. He asked me if I could do anything about it. I said,
"Well, probably it's some type of anomaly, a variation in a prob-
ably normal function." We did some x-rays to prove this poten-
tial which revealed no abnormality, and I could offer him no fur-
ther advice as to why this particular condition was present.

Either fortunately or unfortunately, depending upon your point
of view,I was able to procure ajob for him with one of the compa-
nies in the building where we had our offices, a nutritional compa-
nywith whom we did a lot of business. He would come into our of-
fice, and quite often in a crowded waiting room would ask me in a
loud voice, "When are you going to fix my shoulder?" This embar-
rassed me somewhat, and I motioned him to come into the inner of-
fice quickly, away from the sight and scene of my embarrassment,
and I would tell him that there wasn't much I could do about it.

Having been embarrassed for the last time by his frequent inqui-
ry, I resurrected a book that had been given me by a colleague of
mine, Dr. Raymond Koshay, a very fine chiropractor in Port Huron,
Michigan whom I had been able to help with a knee problem;
and for Christmas he had given me a copy of the book. I remem-
bered that there was a muscle that pulled the shoulder blade for-
ward so that it would lie flat on the chest wall, but something like
the old adage-what you don't use you lose-I knew the muscle ex-
isted but I wasn't sure of its actual origin and insertion. When I ap-
plied myself to the book he had given me, "MUSCLE TESTING'
by Kendall & Kendall, I soon found the muscle that pulled the
shoulder blade forward on the chest wall was the anterior serra-
tus. There was a method for testing it which involved placing the
patient's hand on the wall, and then pressing on the spine in a for-
ward direction, and the shoulder blade immediately stuck out.

In an effort to identify the cause of the problem I palpated the
muscle. He said he had the condition as long as he could remem-
ber-15 or 20 years-yet when I palpated the muscle left and
right, on the side of involvement, I found no atrophy of disuse-
the usual pattern of inactivity that occurs, for example, if you keep
your arm in a cast and the muscles wither from lack of activity.

Upon palpating the muscle I felt an unusual nodulation at the at-
tachment of the muscle to the anterior and lateral aspects of the
rib cage, which I didn't feel on the other side. The small nodu-
lations were quite apparent to the palpating finger, and in an ef-
fort to identify their nature I pressed on them. They were not
painful other than minimally so, and they seemed to disap-
pear as I pressed on them with my palpating pressing finger.

Encouraged by the apparent disappearance of the first one or
two, I continued to press on all of the small areas which we lat-
er learned to be avulsive in character, a tearing away of the mus-
cle from the periosteum. The attachment of the muscle to the
covering of the bone, the periosteum, was producing a nodula-
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tion which is characteristic in these cases of micro avulsion. They
are small tearings away of muscles from their attachment.

Having palpated and pressed on all the small nodula-
tions which coincided with the attachments of the muscle
to the rib cage, I then surveyed the muscle. It felt the same,
but this time I noticed his scapula (shoulder blade) was ly-
ing in a normal position on the posterior chest wall.

Surprised but pleased, I repeated the test, having him place his
hands in front of him against a plywood panel that separated one
section of the office from another, and I pressed hard on his spine.
The shoulder blade did not pop out, and he looked at me with an in-
quiring glance and said, 'Why did you not do that before?" I looked
back at him, serious of face and direct of eye, and said, 'Well, you
have to build up to a thing like this. You didn't get sick over night."
It was an automatic response, but all I could think of at the time.

He was pleased, I was delighted. It was an unusual thing to see
this quick a response. In an effort to identify this unusual reac-
tion, yet not reveal my surprise, I requested him to return to the
office the next day so I could check his hair loss. He advised, sur-
prised, that he hadn't lost any hair in six months. I mentioned that
he could never be too sure, so he showed up the next day. I looked
at his hair and said it looked fine. Then I said "By the way,let's test
that muscle." I tested the muscle, and it remained strong-and
it has remained strong ever since! I have seen this patient from
time to time since that first incident, which occurred in 1964.

Emboldened by this unusual success, I began to test mus-
cles by the method of Kendall & Kendall, a method which is
used by military, civil and government agencies to rate disabil-
ity and is a standard method of diagnosis. I found many pa-
tients showed muscle weakness. Many patients also denied a his-
tory of trauma, but many patients responded to the hard heavy
pressure at the origin insertion, although many did not.

Fundamentally, my rate of success with patients was rising and I
had communicated this method of testing along with the rather
primitive method of treatment to my colleagues. One of those col-
leagues, Dr. Pat Finucan, sent me a patient who had an unusual
type of sciatic neuritis, a painful problem involving the lower limb
that would cause severe pain ifhe were to stand, sit or lie down,
but would disappear when he would walk. Dr. Finucan had found
a weakness of the fascia lata, the muscle covering the lateral por-
tion of the thigh associated with movement outward of the leg.

Despite efforts to correct it mechanically at the spine and locally, us-
ing the origin insertion technic, he had been unsuccessful in re-
lieving the patient's pain or changing the disability which was di-
agnosed by the pattern of muscle testing. The muscle would test
consistently weak on the side of involvement: tested by requesting
the patient to abduct, moving the leg sideways, and then request-
ing the patient to resist the pressure to take it medially. This was ac-
complished while the patient was in the supine, back lying position.

Because of the unusual history, I felt that this was an involvement
of the lymphatic system, which is the sewer or drainage system of
the body. It is drained by a variety of modes, but fundamentally it
is drained by the squeezing action of the muscles on the lymph sys-
tem. Because walking relieved it, indicating this possibility, I pal-
pated the lymph glands on the lateral aspect of the thigh and
felt nothing unusual in comparison to the uninvolved left side.

I palpated also for the potential of any sacroiliac disturbance, be-
cause occasionally we get lymph nodulation in the region of the sac-
roiliac joint if there is a sacroiliac disturbance. I found none of these,
and the patient was in a great deal of distress while lying on his back.
After palpating for diagnostic information, which I did not find, the
patient looked up at me and said, "That's the first reliefI've ever got-
ten." I looked at him and said, very bravely, "That's what you came
here for," indicating that it was not the surprise to me that it was.

Astonished by this rather quick success and yet not under-
standing the basis, I continued to initiate the palpation which
I had accidentally used to relieve his pain. He remarked
that the pain which he had experienced for many, many
months was now completely absent, and subsequent investiga-
tion and diagnosis revealed a complete disappearance of the
long-standing and chronic irritation of the sciatic nerve.

My secretary, who had been with me for many years and who was
a very fine German woman, had quite a bit of sinus trouble and
would consistently show a head tilt when she would have a sinus dis-
turbance; and despite the fact that I could find a weakened muscle
which I associated with the head tilt, the original technic that had
been used on the young man with the hair loss did not produce
any muscle strengthening, nor did it affect the sinus involvement.

Thinking that one had to simple palpate and treat the muscle,
such as had been done to the sciatic patient earlier that afternoon,
I tested her neck flexors by having her raise her head and turn it
slightly to one side, and they showed immediate weakening on test-
ing, I attempted to repeat the procedure that had helped the sci-
atic patient, running my hand along the lateral aspect of the mus-
cle, the sternocleidomastoid muscle that runs from the back of
the head bone to the collarbone. I felt nothing different on pal-
pating and testing the muscle, using the technic that I had palpat-
ed and tested earlier on the gentleman with the sciatic neuritis.

I tried triumphantly to test her neck muscles again, and to my
chagrin her neck muscles were possibly even weaker than be-
fore, and I almost injured her head by the sudden collapse of
her neck to the testing direction of my hand. I said rather de-
spairingly, "It sure seemed to work on that fellow this morn-
ing. I can't understand why it doesn't work on you now."

Then I thought, perhaps what I pressed on was something unas-
sociated with the muscle itself, but associated with, possibly, some
lymphatic circuit breakers which had been postulated by an osteo-
path named Chapman. This had later on been discussed in a text,
"AN ENDOCRINE INTERPRETATION OF CHAPMAN'S REFLEXES,"
the second edition, which had been reprinted by the Academy of
Applied Osteopathy, copyrighted May 6,1946. It had originally been
copyrighted in 1937 by Charles Owens, D.O., and was a book on the
diagnostic and therapeutic application of neurological reflexes that
had been the work of Frank Chapman. Both Dr. Chapman and Dr.
Owens had postulated the existence of a reflex called the neuro-
lymphatic reflex-a cutaneous visceral reflex that had been under
investigation at the Kirksville College of Osteopathy and Surgery.

"The surface changes that are present in a Chapman's reflex are
palpable." Dr. Owens spoke of the changes found in the deep fas-
cia as well as the superficial tissues located at specific points (loci)
and consistently associated with the same viscera. These little tis-
sue changes, which began in the form of contractions, are located
anteriorly in the intercostal spaces between the ribs near the ster-
num. They may vary in size from a half of a BB shot to that of a
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small shot gun pellet, and are generally multiple. This type of tis-
sue change is apparent in some of the reflexes found in the pel-
vis;but the ones found in the lower extremity, associated with
the colon, broad ligament and prostate, vary in character.

By trial and error, testing muscles and then comparing areas that
Chapman had originally talked about, we found which circuits af-
fected which muscles. Then, by trial and error and also by exami-
nation of a particular patient who had Hodgkin's Disease, and who
exhibited nodulations and lymphatic gland characteristics inher-
ent as characteristic of Hodgkin's Disease, we found that many of
the nodulations corresponded precisely to the areas that Chapman
had originally postulated; and by trial and error, and also by the dis-
covery of nodulations in areas that Chapman had not discussed, we
were able to find the neurolymphatic reflexes for most muscles.

By now I was becoming convinced that there was a relationship be-
tween muscles and particular viscera or organs. A moderately weak
muscle on testing appeared to be associated with a weak viscera or
organ, but every time I could see evidence of a weak pancreas, or
a weak stomach, or a weak liver or a weak kidney dysfunction-of
those organs which would be measured by x-ray or by biochemis-
try or by some other accepted biological test-I would find a cor-
responding weakened muscle. This relationship, although rather
tenuous at first, became more and more evident as time went on.

This began to explain, at least somehow, the visceral response
that occurred from muscular skeletal corrections and made
a little more sense out of the observations that patients used
to make following treatment for a muscular skeletal prob-
lem, and with the spontaneous resolution of the visceral or or-
gan problem. I found a strong relationship to exist between
the spinal level of neurolymphatic activity and structural ab-
errations of the spine, but this was not always the case.

It wasjust as if there might have been an original subluxation or le-
sion of the spine, a functional disturbance of the spine that some-
how was either self corrected spontaneously or corrected by ma-
nipulation; but the long term effects of that disturbance continued
to remain. For example: if you have a home washer-dryer and per-
haps place a heavy object such as a rug in it, as it starts to spin it
dry, the rug's eccentric position in the spinning washer causes a vi-
bration, then the vibration sensor in the washer turns the wash-
er off to prevent damage from the eccentric rotation. This usu-
ally sets an alarm going as well as turning the washer off, and the
housewife then attends to the problem by opening the panel on
the washer, and seeing the rug in an eccentric position rearranges
the rug. Then she closes the panel on the washer and many times
must then reset a circuit breaker if closing the panel did not already
do so. In other words, she would have to do two things: rearrange
the rug structure, so to speak, and then also set a circuit breaker.

We postulated that the lymphatic centers were circuit break-
ers in this sort of analogous context. This proved to be a valu-
able system of analysis and the response rate continued to
rise in patients, and we started to see more and more pa-
tients upon whom we did more and more muscle testing.

An Italian woman came to see me and complained of a headache
for 30 of her 49 years, and on testing the muscles I observed some
muscles to be weakened on both the right and left sides of her
body. I noticed that in an effort to maintain a response to testing
of certain muscles, if she took a deep breath some muscles, for ex-
ample on her right side, strengthened; but the same deep breath

seemed to weaken the muscles on her left side. But instead of tak-
ing a deep breath and producing strengthening on her left side, let-
ting the air OUT seemed to strengthen the muscles on her left side.

She also exhibited a rather unusual configuration in terms of analy-
sis of the level of her head. Looking at the position of her ears in re-
lationship to her head, her ear was lower on the right than it was on
the left, as was her occiput, the bones of her skull. Looking at her
from the rear confirmed this position, lower on the right, but look-
ing at her on a face view,head on, an anterior look showed her eye-
brow and eye to be higher on the right and lower on the left, just the
opposite of what I had observed looking at her from the posterior
view.Thinking perhaps that her ears were in an altered position, I
compared her ear position by measuring down from the vertex and I
found that the ears were equally spaced on her head measuring from
the top down, yet there was an obvious discrepancy between the lev-
el of her ears and the level of her eyes, instead of making a paral-
lel pattern they made a wedge pattern, which was very confusing.

I had been aware of the work of William Garner Sutherland, an os-
teopath who had postulated the concept that the bones of the skull
move as you breathe like the gills of a fish. He developed the con-
cept that there was a vestigial gill mechanism in the skull, and by
long experimentation with himself, using many ingenious devic-
es, had attempted to limit the motion. He observed his own re-
sponse, and published an original text based on his observations en-
titled, "THE CRANIAL BOWL," by William Garner Sutherland. His
work had later been documented and revised by Harold Magoun,
D.O., entitled "OSTEOPATHYINTHECRANIALFIElD." Both the
first and second editions of Dr. Magoun's books are available.

The concept that the bones of the skull had motion seemed con-
trary to my anatomical and osteological training, yet in an ef-
fort to understand the problems produced by the patient I was
examining, I attempted to move the mastoid process on one
side of her head in a forward direction while she took deep in-
spirations, and at the same time moved the mastoid process in
a backward direction while she took a deep expiration-in oth-
er words, using a counter-torque motion with the fleshy part
of my thumbs, the thenar portion of the palm of the hand-
and the forward motion and the backward motion were accom-
plished simultaneously on this 49-year-old Italian woman.

After 4 or 5 deep inspirations and expirations, despite the fact that
she had attempted these before, but not with the concomitant skull
pressure, she looked at me and her eyes widened, and she said,
"That's the first reliefI've ever gotten." I looked at her, again seri-
ous of face, and with true sincerity said, "Well, that's what you come
here for," to again disguise my surprise at her rapid response.

We then began to test muscles against phases of respiration, and
we found many muscles responded to inspiration, some responded
to expiration, and interestingly enough some responded to half a
breath taken out, some responded only to a breath taken only at the
nostrils and some responded to a breath taken only at the mouth.
Some responded to breathing through one nostril as opposed to
the other, and some responded in an opposite fashion. We soon
found fourteen basic cranial faults which will be discussed later, but
the primary investigation method was to find a weakened muscle.

We had the patient take a deep breath in or out. If the muscle
was found to be weak and responded to inspiration, the mastoid
process on the side of the skull that the muscle weakened was lo-
cated and pressed forward at the temporal bone mastoid pro-

110



30TH NATIONAL TOUCH FOR HEALTH KINESIOLOGY CONFERENCE

cess with the thenar eminence of the hand, with about 4 or 5
pounds of pressure coincident with 4 or 5 deep inspirations.

If the muscles found weak responded to expiration, the thenar
eminence of the hand was placed anterior to the mastoid pro-
cess of the temporal bone and the mastoid process of the tempo-
ral bone was pressed backward towards the occipital coincident
with 4 or 5 deep expirations using 4 or 5 pounds of pressure.

This resulted in many, many cases improving from many, many
conditions, and they postulated a concept of a cerebral spi-
nal fluid flow rate something like a dual irrigation ditch-
with someone turning the rheostat down on the pump, and
the tomato vines withering somewhat, and then when some-
one turned the rheostat up on one side or the other, the toma-
to vines thriving due to an increased flow of the irrigation fluid.

Investigation revealed that not only did the bones of the skull
move in a predetermined fashion, but so also did the vertebral
segments in which vertebrae went through a rocking type ofmo-
tion-the tip of the spinous process of a vertebra involved moving
in an inferior direction towards the feet with inspiration and a su-
perior direction with expiration. The spinous process moves infe-
rior, footward, with inspiration and headward with expiration.

We soon found there was also a sacral motion, the tip of the sa-
crum at the coccyx moving forward with inspiration, toward the
front of the body, and moving backward, toward the back of
the body, with expiration. We found a reverse movement to ex-
ist in the coccyx, a counter movement between the sacrum and
the coccyx. We also found a counter movement between the to-
tal pelvis, the pelvis moving backward as the sacrum moved for-
ward and the pelvis moving forward as the sacrum moved back-
ward, coincident each time with phases of respiration.

This new cranial finding coincident with a method of diagno-
sis aided greatly in the application of the cranial concept. The
original Sutherland concept, as well as those that followed,
used topographical, anatomical changes for cranial correc-
tions; but the addition of respiration added a measure of diag-
nostic certainty and also safety to this relatively new science.

Time has shown that a respiratory relationship exists in
the spinal fluid flow rates, and a critical factor in the pro-
duction of routine cranial correction was to correlate mus-
cle weakness to strengthen with respiration. More of this
will be discussed later on in chapters on cranial technic.

By now we had the original methods of muscle testing with
the concept of micro avulsion origin insertion technic; we
now had the possibility oflymphatic blockage-in other
words, the muscle couldn't flush its own lymphatic toilet; we
now had the concept of cranial technic, respiratory systems;
and we also had, prior to the development of cranial tech-
nic, the system which we call neurovascular response.

I was lecturing in Rochester, New York discussing the original
method of hard, heavy pressure at the origin insertion of the mus-
cle in case of weakness caused by micro avulsion, and also dem-
onstrating the lymphatic technic for finding the source of block-
age in the lymphatic range of muscles. I was asked to treat a young
boy with asthma who was having an acute attack and who did
not respond to the usual medications. He was having some re-

sponse to chiropractic technic by a young chiropractor attend-
ing the lecture, but he was suffering an acute asthmatic epi-
sode at the time of the lecture, during the lunch period.

By now we had found that the adrenal glands were responsible to
a great extent for failure to produce adequate adrenalin, agreeing
with the medical approach-the crisis care type of approach to asth-
ma seemed time honored, at least pharmaceutically. We would find
a weak sartorius gracilis muscle which time had shown to be related
to potential failure of the lymphatics of the adrenal gland to flush
its own toilet, so to speak-its lymphatic toilet. But investigation of
the neurolymphatic reflexes and treatment for them did not change
the weakness that we found on testing of the sartorius muscles.

The young boy was lying on his back, one foot pointing straight
up and the other foot lying loosely to one side. In an effort to cor-
rect the problem I had already used the neurolymphatic reflex
and had attempted an origin insertion technic without any suc-
cess. I knew that occasionally the lymph system was sluggish be-
cause of failure of the lymph system itself to drain, and I was us-
ing what was called a lymphatic pump. The operator's fist first was
placed on the sternum of the individual and moderate pressure
was exerted spineward while the patient attempted to lake a deep
breath. At the middle of the attempt to take a deep breath the fist
was suddenly removed, causing the succussion of the chest, chang-
ing the pressures within the chest, and literally shaking the tho-
racic duct, allowing better lymphatic drainage potential. This too
was unsuccessful, but at that time I was aware of a primitive crani-
al technic of simply spreading the cranial sutures as advocated by
Dr.James Alberts, Sr., a very fine chiropractor in the southwest.

In attempting to spread the cranial sutures in a very simplified fash-
ion, I did not see any change, and in an effort to evaluate the prob-
lem I sat down and re-attempted to spread the sagittal sutures.
From experience I had learned that this was of some value occa-
sionally in lymphatic blocks. My index fingers were resting on the
posterior fontanel area with the rest of my fingers spreading the
sagittal suture which runs vertically along the top of the skull, sep-
arating the two halves of the skull and joining the parietal bones
of the skull together. I felt that insistent pulsation, very faint at
first, at the posterior fontanel; and despite the fact that his carot-
id arteries were beating at the rate of about 120 and his respira-
tions were at least 40, I noticed that the pulsations that I experi-
enced with my fingertips were at the rate of 72 beats per minute.

Thinking the beating was perhaps in my own fingers; I removed
my fingers and placed them on a wall to identify if the 72 rate beat-
ing was in my own fingers. I noticed no change. I reapplied my fin-
gers to the posterior fontanel and felt the continued pulsation,
which became more insistent and more persistent and more evi-
dent in strength, until finally the young man gradually stopped
his labored breathing, took a deep breath, began to breathe eas-
ily,and simultaneously his foot rotated up into a parallel posi-
tion with its opposite member. The doctor attending the young-
ster, who had asked me to see the patient, looked at me and said,
"Good gracious, Doctor, that's marvelous." And I looked at the
doctor, very serious of face, and said, "That's what you come here
for. "We now had developed another method, called the neu-
rovascular technic, for the correction of muscle weakness.

In the embryo there is no heart, and for the first three or four
months the mother's placental circulation is augmented by
a network of vascular circuits which, as the tissues grow, ex-
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ert slight traction on the blood vessel which then causes the
blood vessel's muscles themselves to pulsate in an augment-
ed fashion, aiding the mother's placental circulation.

At about the fourth month the heart is formed, and many
times the mother is delighted to hear the heart beat that
her obstetrician allows her to listen to. At the advent of the
heart beat, the heart takes over part of the burden of supply-
ing circulation to the growing embryo, and the neurovascu-
lar circuit of supply and demand circuitry goes on a standby ba-
sis-something like a generator behind a hospital in case of
power failure, which can be turned on for emergency use.

These neurovascular receptors were first discovered by a chiroprac-
tor in California named Terrence Bennett, who developed a foun-
dation for teaching his material and who wrote extensively in the
early '30s and '40s of their use. Upon his departure from active prac-
tice, and upon his death, Dr. Floyd Slocum, one of the early pio-
neers in the American Chiropractic Association, took over his ac-
tivityand the Neurological Research Foundation continues to be
active under the auspices of Dr. Martin King from California.

When a light tugging touch was applied to the vascular cir-
cuits a pulsation was felt beneath the finger. The light tug-
ging touch is maintained for 20 or 30 seconds minimum time,
the muscle is tested before and after, and many times this co-
incides with the need for cranial fault correction. But in any
event, the light tugging touch is maintained for a variable pe-
riod of time, a minimum of 20 or 30 seconds, and the mus-
cle tested before and after to ascertain the return of strength.

It isjust as if the neurovascular receptor acts as a thermostat. If the
thermostat is set too low the muscle doesn't get its proper circulation
and the muscle's lactic acid and other products of mechanical con-
traction of the muscle are not flushed or washed out, and the muscle
therefore is clogged with its own waste products and shows weakness.

Roger Bannister, who ran the first four minute mile, became a veg-
etarian - not through embracing of the vegetarian concept, but be-
cause the vegetarianism put less of a load on his liver and he was
able to oxidize excess lactic acid produced by the increased ef-
fort to run the four minute mile. Lactic acid, as it is produced by
the muscle in function, causes the capillaries to dilate, and finally
there is a status quo reached by the lactic acid level producing the
greatest amount of capillary dilation. When the lactic acid reach-
es higher levels, there is no further capillary dilation until the liv-
er goes into "overdrive" and attempts to oxidize off the excess lac-
tic acid; and here, then, the muscle can resume a normal function.

We find that many muscles lack a "thermostatic" configura-
tion which allows them to function when under stress, and at-
tention to the neurovascular receptors by a light tugging touch
allows much better circulation to the muscle. We continue to ob-
serve the muscle-organ relationship and we were becoming in-
creasingly convinced of the reasonably frequent relationship be-
tween weak organ-weak muscles, although we were not convinced
of the contrary relationship of the weak muscle-weak organ.

We now had four options for strengthening weak muscles.
We had the hard heavy pressure described earlier, the ac-
tivation of the lymphatic reflexes, the application of cra-
nial technic, and the use of neurovascular receptors.

The subject of acupuncture has long been a point of interest,
but not much was known of this concept until the early work of
Bennett Cerf, who published in Random House publications the
book, "ACUPUNCTURE, ANCIENT CHINESE ART OF HEAliNG,"
by Felix Mann, an English physician. Some of the earlyJesuits
who had been missionaries in China had spoken of the unusu-
al responses that were obtained in many instances from the prac-
tice of acupuncture, the insertion of tiny needles of metal or bam-
boo into prescribed areas on the skin of the sick patient. To quote
Felix Mann in his acknowledgements at the beginning of his book,
"ACUPUNCTURE, ANCIENT CHINESE ART OF HEAliNG' now pub-
lished byJames Heineman Company, Medical Books Ltd., London,
"AllEuropean acupuncturists owe Soulie de Morant a debt for his
original translations of Chinese treatises. He developed much un-
derstanding of the subject and its practical application during the
time he associated with Dr. Ferey Rolles. Those who read Chinese
are few, but many may be greatly benefited by the French and
German books on acupuncture mentioned in the bibliography."

Acupuncture is an ancient Chinese system of medicine in the
practice of which a fine needle pierces the skin to a depth of a
few millimeters and is then withdrawn. The only thing of real
importance in the study of acupuncture is to know at what
point to pierce the skin in relationship to which disease.

The notion that a pin prick, often in a part of the body fur re-
moved from the seat of the disease, can cure ills is alien to con-
ventional thinking. It is unfortunately the case that many doc-
tors, even when faced with several former patients who
have been cured by acupuncture where other efforts have
proved fruitless, have refused to believe the evidence.

Acupuncture is not the exclusive possession of the Chinese. The pa-
pyrus ebers ofl150 B.C., one of the most important of the ancient
Egyptian medical treatises, refers to a book on the subject of mus-
cles which would correspond to the 12 meridians of acupuncture.
The Bantu sometimes scratched certain parts of the body to cure
disease. In the treatment of sciatica some Arabs cauterize with a hot
metal probe a part of the ear. Some Eskimos practice simple acu-
puncture with sharp stones. An isolated cannibalistic tribe in Brazil
shoots tiny arrows with a blow pipe at certain parts of the body.

A patient, and a good friend, had returned from Hawaii and
brought me one of the first copies published by Random House
of Felix Mann's book. By now we have become pretty well con-
vinced of the relationship between viscera and muscle. In the chap-
ter of Fefix Mann's book entitled "The Five Elements" on page
92, he spoke about an organ relationship which included many of
the aspects of acupuncture, giving four points to tonify or stimu-
late the area and four points to sedate if the organ was overactive.

In an effort to relate these points to kinesiological parameters,
we attempted stimulating the points for tonification and found
occasional responses in muscles. We attempted to sedate oth-
er points and found occasional responses in muscles. Insertion
of a needle at the so-called "first point" invariably would pro-
duce a strengthening of a muscle if found weak on testing, and in-
sertion of a needle at the first point of sedation would invariably
cause weakness of the muscle if the muscle was strong. We soon
found that touching the first two points for tonification would re-
sult in strengthening of a weak muscle. The converse was also
true. Touching the first two points for sedation and simultaneous-
ly the second two points for sedation would weaken the muscle.
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We wrote the first book on acupuncture in 1966, showing its rela-
tionship kinesiologically, and this was the only research manual that
did not go through a second reprinting, because the concept was too
new at the time. However, since that time it has grown to be a stan-
dard portion of Applied Kinesiology and forms a basis of much of
the information we have been able to identify about acupuncture.

We now have five arrows, so to speak, in our quiver. We
could shoot the arrow along the origin insertion, the neu-
rolyrnphatic, the neurovascular, the cranial, and now the
acupuncture path. Each of these develops their own spe-
cial set of rules and special set of circumstances.

How The Body Heals Itself
Applied Kinesiology is based upon the fact that body language nev-
er lies. The opportunity of understanding the body language is en-
hanced by the ability to use the muscles as indicators for body lan-
guage. The original method for testing muscles and determining
function, by the methods of muscle testing first advocated by Kendall
and Kendall, is a prime diagnostic device. Once muscle weakness
has been ascertained, a variety of therapeutic actions are available
which are too numerous to enumerate here. The opportunity to use
the body as an instrument oflaboratory analysis is unparalleled in
modern therapeutics because the response of the body is unerring.
If one approaches the problem correctly, makes the proper and ac-
curate diagnosis and treatment, the response is adequate and satis-
factory both to the doctor and the patient. The name of the game,
to coin a phrase, is to get people better. The body heals itself in a
sure, sensible, practical, reasonable, observable, predictable man-
ner. "The healer within can be approached from without." Man
possesses a potential for recovery through innate intelligence or
the physiological homeostasis of the human structure. This recov-
ery potential with which he is endowed needs the hand, the heart,
and the mind of a trained individual to bring it to potential being,
and allow the recovery to take place which is man's natural heri-
tage. This benefits man. It benefits him both individually and col-
lectively, but it also benefits the doctor who has rendered the ser-
vice and allows the force that created the structure of the body to
operate unimpeded. This benefit to man can be compounded by
knowledge with physiological facts and with predictable certainty.

Chapter 2 : NUrRITION AND BODY LANGUAGE
Why nutrition is a hit and miss sort of thing
By now my practice was growing at a rate I found difficult to main-
tain, together with attempting to teach this new material, and I was
fortunate to have as my first associate Dr. Terry Franks, who was able
to "watch the store" while I was gone. It was also during these initial
lecture periods that my next door neighbor's son, now Dr. Walter
Schmitt, came to hear me lecture and observe me treating a rather
apprehensive female physician, and my making the particular cor-
rections aided in stimulating him to enter chiropractic college

By careful comparison of the facts-what I now could observe in
the patients of Dr. Franks and myself, as well as the assistance of the
student doctor, Walter Schmitt-we were able to investigate many
different features of problems that involved muscle testing and
treatment, and we were well into the production of research man-
uals and research with an ever-increasing amount of knowledge.

I had a patient and a good friend who was attempting to go through
Wayne University at the age of 45, having raised a family. She was hy-
pothyroid and hypoadrenic, and her hypoadrenia I was able to help.
While taking 3 grains of thyroid a day, she continued to show symp-
toms of hypothyroidism; i.e., increased weight, easy fatigability, loss

of the outer third of the eyebrow, greasy sort of skin, and poor mem-
ory-which was not conducive to being a good student at a rela-
tively late period in life. Because of the three grains of thyroid a day
and failure to respond, I thought perhaps it would be interesting to
observe what happened if she took thyroid in a different fashion.

Many years before I had observed a young boy who had swallowed
the contents of an orange crush bottle thinking it contained the
beverage, but instead it contained lye and it chemically perforat-
ed his esophagus. His esophagus was being reconstructed by a se-
ries of maneuvers designed to use a portion of his small intestine,
and there was a stoma, an opening in his stomach, where proper-
lyvitamized and calorized food was placed. This young man was
losing weight despite an adequate caloric intake, developing kid-
ney signs, and also arthritis, at the age of seven. I thought I knew
my father's wisdom, but did not understand it totally when my fa-
ther told me to tell the young boy to chew the food he could not
swallow,and then insert it into the artificial stoma. On following
this request I observed a decrease in the arthritis, the disappear-
ance of the kidney stones, and an increase in weight. This great-
ly impressed me-that somehow our salivary digestion and masti-
cation was a factor in the production of proper food assimilation.

With my own children growing I had observed that if they were cry-
ing because of being hungry and if I gave them a piece of cheese
they stopped crying immediately, when I knew how long it took to
digest the cheese. If I were the child involved I wouldn't stop cry-
ing until some stage of digestion had developed. I found it dif-
ficult to understand how they could stop crying in anticipa-
tion of digestion. I also had been doing a test for Vitamin B on
the saliva of patients involving the combination of starch and io-
dine which produces a blue color on the level of ptyalin. Ptyalin
in the saliva is an indicator of the amount of Vitamin B; the
more ptyalin the more Vitamin B, and the faster the starch-io-
dine blue color disappeared the greater the amount of Vitamin
B. Therefore,judgment could be made as to the need or lack of
need for Vitamin B supplementation in a particular patient.

In addition, I was aware of the fact that the parotid glands deio-
dinated the food we ate. So, with this background material re-
garding salivary digestion and absorption, I asked this particu-
lar patient to chew on the thyroid tablets-she had already taken
one that morning-she took three grains of thyroid a day. She
chewed one of the grains of thyroid and promptly went into a
deep syncope. By this time I was not dismayed by this sudden turn
of events and I checked her vital signs, found them all to be nor-
mal and sat there with crossed hands waiting for her recovery.
After four or five minutes she fluttered her eyes, looked at me.
and asked, 'What happened?" I said, ''You fainted," and she asked,
"From chewing the thyroid?" and I said ''Yes.''She said, "I never
did that before," and I said, 'Well, you never chewed it before."

The teres minor muscle, the muscle at the back of the shoulder, can
be tested easily with the arm flexed 900 and the wrist pushed toward
the umbilicus, while the patient attempts to externally rotate the
arm, pressing against the doctor's thrust. This muscle I found associ-
ated with thyroid, and I had alwaysfound it consistently weak in her
case, despite efforts to treat it by the previous methods we have dis-
cussed. This muscle now tested very strong, and she looked at me
and said, "Could I possibly have felt better from that, that you gave
me?" I looked at her, serious of face and sincere of purpose and said,
"That's what you come here for." This was the first patient we at-
tempted to have chew on the nutrient without swallowing it down.
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That afternoon our next door neighbor's father had been to a
Mexican party at one of our local hunt clubs and had been tipping
a tequila bottle with some frequency and was suffering quite a head-
ache. Emboldened by the experience I had earlier that morning I
had him chew some bile salt tablet material. I had tested his pectora-
lis major sternal division, the muscle associated with liver, and found
it to be weak. I then had him chew the bile salt material combined
with some Vitamin A. There was an immediate increase in strength
of the tested muscle and he looked at me with a question in his eyes
and asked, "Could that have helped my headache that quick?" I said,
"That's what you come here for," and proceeded to explain what had
happened that morning. We then, by trial and error, started testing
muscles against nutrients, and have developed the rationale and the
pattern of activity which we will discuss later on in this particular text.

We found that certain food could be tested and they would ei-
ther strengthen or weaken certain muscles. We found cer-
tain contaminants in our environment could be tested by in-
halation or by contact. We found ration and reason and sense
to the rather nebulous concepts of allergy and sensitivity.

Nutrition is a hit or miss sort of a thing because people take nutri-
tional products for symptoms, and depending on which issue of
which magazine they have read, people will be taking the current-
ly fad-interest nutritional product, many times with good results.

The body has a unique system of identifying its needs both in
terms of food and nutritional supplementation, as well as medi-
cation, and the nutrient in question can be tested against any of
the patient's muscles upon ingestion of the material on the pa-
tient's lingual receptors on the tongue; a muscle is tested, and
if the food is good or neutral the muscle will not weaken. If the
food, although very appetizing and well liked, is detrimental to
the patient the muscle will weaken. The same is true of a nutri-
ent or any medication. This makes sense out of a hit-or-miss sort
of nutritional thing, and rather than listening to symptoms alone,
we depend on body reaction, a much more effective technic.

It is possible also to test the combinations of foods. For instance, oc-
casionally beef by itself and rye bread by itself may test in a posi-
tive fashion, but if you combine them they will test poorly indicat-
ing that certain foods should not be combined with others. The
point is that one can test any food, any medication and get a body
response if the lingual receptors are allowed to be activated by the
substance in question. This does not require skill and training. The
husband can do it for the wife or vice versa, or any member of the
household can be readily trained to do this. It readily improved
the management of allergy and food sensitivities, as well as finding
foods which are quite compatible with the individual, the biological
makeup of the person, as well as increasing their energy balance.

Nutrition as a science is in a sort of chaos because people keep
finding out small bits of information about large and ma-
jor problems. It's like pieces of a jigsaw-when you happen
to get the right piece for the right jigsaw puzzle it completes
it, but that's not the piece we needed in another person's jig-
saw,even though they may have the same desire to accom-
plish the same problem, and perhaps have similar problems.

Nutrition requires some type of evaluation, both in a positive and
minus situation, and the ability to make valid clinical observation
of a nutritional requirement requires standardized testing of mus-
cles. Here lies the key to proper nutrition. If a patient needs a cer-
tain nutrient, it should at least not weaken any muscle. If the mus-

cle is weak on testing in the "clear," that is no testing without any
further action on the part of the patient's body {simplytesting the
muscle), then the appropriate nutrient should produce quick
strength when placed on the lingual receptors of the tongue, and
this produces safe, effective and proper use of the science of nutri-
tion on a lingual receptor basis. This same lingual receptor activa-
tion may be used to test the food the individual consumes, and many
times foods themselves should be tested as well as the nutrients.

I can recall a very famous person in show business who was tak-
ing 60 different nutrients and who required only 12 of the 60
she was taking, and 48 were doing her harm. She had a se-
vere allergy and because of her unique voice had no un-
derstudy. She did very well following this procedure.

The failure of the science of nutrition to properly evaluate the need
or lack of need for a person's nutritional support can only be based
on the usual technic of symptom stopping or a "pill for every ill,"
whether it be a nutrient or pharmacological product. There is a bet-
ter way,and the better way is to evaluate the patient kinesioiogical-
ly and test the nutrient singly against the patient's response. A re-
cent book entitled" THE FOOD CONNECTION," by Schecter and
Scheinken, speaks of Applied Kinesiology technic in brain sensitiv-
ity.There is a new theory of biology as advocated byJames Isaacs
in his" COMPLEMENTARY IN BIOLOGY," published by the John
Hopkins Press, and this will also be discussed in further pages.

Chapter 3 : FURTHER DEVELOPMENTS IN BODY LANGUAGE
How the left and right brain function affect the body when trouble
has taken place in the body
Our practice had grown to such an extent by this time that I found
it necessary to have another associate, and we were fortunate to have
Dr. Walter Schmitt join our group following his graduation from the
National College of Chiropractic. He had alwaysbeen of much as-
sistance in developing new concepts. While a champion swimmer
at Duke University, North Carolina, from which he had graduated,
he would often enter long distance swim meets looking and feeling
quite well, and come out of the pool quite distorted and naturally
quite exhausted. We found, again by trial and error, that his method
of swimming, turning his head to one side while doing the Australian
Crawl or its equivalent, was producing a certain pattern activity of
unbalance, repeated function which we felt was compromising
the natural balance between the right and left sides of his brain.

By taking the work of Doman and DeLacato, who had devel-
oped the brain dominance concept, we found that we could ex-
ert what we called a cross crawl or homolateral crawl-a pattern
of activity using rhythmic muscular activity combined with alter-
nating arm and leg position-to effect consistent and long term
structural correction. It wasjust as if by using repetitive contralat-
eral movements with proper hip position we could put a final coat
ofvamish on twenty coats of "decoupage" that our efforts in cor-
recting the patient's problem could produce. This could read-
ily be abolished by using a homolateral crawl and this will be dis-
cussed in the section on Brain Damage and Cross Crawling.

We then developed the concept that there was a "tape recording" of
the patient's problems within the body's nervous system, and prop-
er exercise could produce the facilitation of correction and improp-
er exercise could produce deterioration. This allowed a penetration
of the body's nervous system in a manner never before experienced.

The ability to cause a return of 4 or 5 or 10 or 20 different function-
al problems by simply changing the action of certain muscles and
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their rhythmic function was phenomenal. We walk with a contralat-
eral motion, moving one arm and the opposite leg, alternating con-
tralaterally, and by identifying residual areas of our remaining areas
of muscle contraction and simply turning the head away from that
side of residual contraction or remaining muscle contraction and
then performing contralateral motions such as walking, we were able
to eliminate many areas of difficulty that had a tendency to recur.

By the same token, we could briefly revive the old concept of a
"sick" tape pattern in the body, and by doing a homolateral crawl
pattern we could cause a return of highly specialized and defi-
nite patterns of activity associated with illness that had previously
been documented in that particular patient. The section on Cross
Crawl and Brain Damage will further develop these concepts.

About this particular time I was treating a young patient ap-
proximately five years of age who had been brain dam-
aged at birth. We also found he had repeated convulsions
and many, many problems with his development, especial-
lywith his teeth, digestion, elimination-all the patterns of ac-
tivityof normal function were disturbed. He had been referred
to me by another doctor and we were able to help the young-
ster with the frame of reference that we had open to us.

After the child had progressed quite well, we had a long confer-
ence with the mother discussing prognosis limitations, and she
asked me if I could help her with a shoulder problem. I said, "Well,
if you don't have an appointment I can't do it, but I can check
something indicated quite quickly. Accordingly, I tested the teres
minor muscle and found it to be quite strong. I went on to treat
the child and had several absences from the treatment area with
phone calls, and when I returned to finish treating the child, she
asked me again about her shoulder, and I said, 'Well, I can test
a couple of things and if it's something simple I might be able
to help you, even though you don't have an appointment."

I tested the teres minor muscle again and because of the numer-
ous interruptions I questioned the mother and asked, "Hadn't I
been in here and tested that just a few minutes ago?" because this
time in testing I found the muscle weakened. She was holding her
child. She said "Yes,"and I then had her place the child flat on the
table and tested the muscle again and it was quite strong. I then
asked her to pick the child up again, and the muscle was weak.

This perplexed me, and I said, "Well, it's probably how you're hold-
ing the child. Simply let the child rest on the treatment table and
simply touch him." On touching him with one hand the muscle
weakened. I thought I was taking leave of my senses and called in
my young assistant, Dr. Franks, and had him repeat the same pat-
tern. He found it to be true and looked at me questioningly, and
asked, "Why is that?" I said. "Well, Terry, I don't know, but it seems to
be sort of transference of muscle weakness." This is what we call sur-
rogate testing, and in most cases where the patient is unconscious
or unable to cooperate, contacting one patient with another per-
son who is otherwise normal will reproduce temporarily the mus-
cle weakness that cannot be found easily in the first individual.

The methodism of this mode of investigation is not known at
this particular time other than the fact that it is an effective tech-
nic under the rather narrow conditions that we set forth above.
In other words, if the patient cannot cooperate, or if the pa-
tient is unable to cooperate, if she is comatose or unable to re-
spond, this is an effective technic. The use in this regard, and

with a very narrow parameter of action, is a useful technic and al-
lows for much therapy in an otherwise difficult situation.

Because of the complexity of man's nervous system, we
found a variety of situations, all of which had a time date
in that they developed over a period of time. Those study-
ing Applied Kinesiology then sort of grew up with the tech-
nic and the technic sort of grew up with them.

We soon found that touching an affected joint or area by the pa-
tient would produce an immediate muscle weakening of any
tested muscle. We called this Therapy Localization. Therapy
Localization did not say "what the trouble was," but sim-
ply indicated "where it was. "The ALL OR NONE nervous sys-
tem rule here seemed to be the factor-Therapy Localization
would make a strong muscle weak, or conversely a weak mus-
cle strong. This is extraordinarily useful in holistic healing.

We then found that Therapy Localization with palms against the
body had a counterpart. If the back of the hands were placed at a
critical area, we would also get positive responses. We found Therapy
Localization of the thyroid, for example, would be negative, and
Therapy Localization of the spleen would be negative, but testing the
spleen against the thyroid would be positive. We found a whole host
and variety of factors that involved the use of Therapy Localization.

The advent of the Malzack Wall spinal gate theory, which was de-
scribed in SCIENCE for November, 1968, followed a new dimension
to Therapy Localization in that, by using a scratch or a pinch we
would evoke the touch fiber response and would change Therapy
Localization from negative to positive or positive to negative, show-
ing that we were using a spinal gate pattern for Therapy Localization.
This also led to the combination of acupuncture circuits with
Melzack Wall for the relief from pain, especially post traumatic pain,
which has become a very dramatic part of Applied Kinesiology.

As experience developed throughout this entire area of Therapy
Localization, one of the prime values in its use has been the
identification of structural subluxations, no matter how mini-
mal in character. This had made the muscular skeletal portion
of the practice very practical and has stood the test of time.

We have found, as mentioned, that in Therapy Localization we
make strong muscles weak and weak muscles strong. Sometimes a
muscle which should show a potential weakness on postural obser-
vation, such as a high shoulder on one side which is usually a weak
latissimus dorsi, would not show this weakness until the patient
Therapy Localized the neurolymphatic reflex for the pancreas.

Therapy Localization has allowed us not to tell WHAT something
was, but to tell us WHERE it was. Therapy Localization does not
tell what something is but where it is, and as a result you can use
other methods of examination to identify what the problem is.

The concept of vertebral challenging, 4 or 5 pounds of pressure ex-
erted on a vertebra or some other portion of the skeleton, would
cause a rebound phenomenon to occur and muscles would weak-
en when skeletal areas that were in lesion were pressed upon. This
would allow a much better conceptualization of the body's response
to structural abnormalities and has proven to be a very practical and
very useful technic for changing the osseous relationships that ex-
ist in the body. In other words, in finding various segments that are
out of position both in static weight bearing positions and in mo-
tion, the vertebral challenging has proven to be of great value.
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