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INTRODUCTION

Understanding Pain

Pain isn't wholly a negative thing. It doesn’t feel good but it has a useful
purpose. Pain is basically telling you something is wrong and you need
to take action. Typically, fixing the problem fixes the pain. Of course,
this is a very simplistic view of pain but it all starts from this premise.

It is curious that people have found that the boundary between pain
and pleasure is very tenuous and at times it may even disappear. Cer-
tain sexual activity can render pain a bitter-sweet stimulus and rough
handling, or the deeper level of spanking and so-called sado-masoch-
ism, for many individuals, is a source of gratification, however unlikely
to those who do not share the interest.

On similar lines, it is simple to observe, though rarely remarked and
discussed, that the movements and facial expression of an individual at
the moment of orgasm are virtually identical to someone in great pain.
Even the sounds uttered are indistinguishable from those emitted in

agony.
If the dividing line between pain and pleasure is so slight then it may
be possible, in the light of fuller knowledge, to push a suffering patient
back over the threshold in the more favorable direction, without ignor-
ing the disease process that has heralded itself.

That's what we are going to investigate.

Blockage

Hippocrates gave us the term ponos and from it comes our word pain.
He meant the body’s fight back. Without it, there is no disease process
but we would quickly die. The ensuing turmoil may be unpleasant but
it is a necessary part of the limiting process.



We must not lose sight of this important fact, which is constantly being
reinvented. The famous surgeon-anatomist John Hunter observed al-
most two centuries ago: “There is a circumstance attending accidental
injury which does not belong to disease - namely, that the injury done
has in all cases a tendency to produce the disposition and the means
of cure!

If you block symptoms, you block the natural defenses, too. This can
limit the body’s own reckoning with the disease process: it fails to ex-
pel the disease properly. Long-term problems then become likely and
modern medicine is nothing if not about chronic disease and its man-
agement. Have we created our own lingering pathology by constantly
damping down symptoms and so thwarting the full healing process?

The alternative healer’s’ view of pain is that it denotes blocked energy.
Where natural life force is held back or stopped, then build-ups can
occur and sooner or later these announce themselves as pain. A simple
example would be a gallstone or kidney stone; these impact in their
respective drainage ducts, obstructing all other flow, and anyone who
has experienced the resultant colic will know that it is severe pain in-
deed, until the blockage is relieved.

Psychosomatic Is Still Pain!

It is fashionable, though to me useless, to divide pain into what is sup-
posed to be real pain and what is “in the mind.” The total folly of this
view is that all pain is in the mind. Think about this! Pain is just a per-
ception, an interpretation of signals. True, there are reflex responses to
stimuli that are so fast that the mind could not possibly have time to be
involved, at least in the simple neurological model.

But the action (say, withdrawing a hand from a hot surface) is done
without any feeling of discomfort whatever. Done quickly enough,
there may be no sensation of pain at all, though a fraction of a second
longer could have resulted in very unpleasant sensations and the be-
ginning of tissue damage.

The fact is that“pain”, as such, is centrally organized and perceived. That
being so, why bother to distinguish between peripheral pain and that
which is felt centrally but without any (apparent) visceral or somatic
cause?



It is particularly unworthy of doctors to show a pejorative attitude to-
wards the latter, while supposing the former is the only one in need of
help and relief. At the end of the day, pain is pain. If the patient has it,
he or she is distressed. If it is supposedly created in the mind (psycho-
somatic), then this must be for some purpose and it is the physician’s
job, no less than for “real” pain, to find the cause and bring relief from
suffering.

What is wrong with a patient anyway, that he or she wants to fake
something as awful as pain to get attention?

I have a similar theory about mental pain and distress; in a way it comes
about through blocking communication and thus prevents healing
with words. Instead of the difficulty being solved quickly and easily, it
festers and builds up through time, until there is a day of undeniable
pain (divorce, bereavement, redundancy, etc.)

Definition

What focuses our attention is the very unpleasant character of pain.
That may have grown out of an evolutionary trend: animals that tend
to pass over moderate pain may die out quickly because they are not
protecting themselves. Those creatures that feel pain more unpleas-
antly, respond to its demands and so survive better or longer. That’s
the theory, anyway.

Again, it's simplistic. It makes sense, but what about animals that don’t
seem to feel pain? Even humble species offer some clues that they
experience something of the kind that we identify as pain. An octo-
pus, for example, exhibits real pain-like reactions, whereas many even
smaller creatures don’t seem to have enough brain tissue to process
sensations in the way we would consider “pain”.

Pain is defined by the International Association for the Study of Pain
as “an unpleasant sensory and emotional experience associated with
actual or potential tissue damage, or described in terms of such dam-
age."The word emotional is added because the fact that we don't like it
is part of our perception of pain; it generates mental as well as physical
feelings: fear, sad effect, or loathing.

However, for non-human animals, it is harder, if even possible, to know
whether an emotional experience has occurred. Therefore, according
to Wikipedia, this concept is often excluded in definitions of pain in



animals, such as that provided by American zoologist Michael Zimmer-
man: “an aversive sensory experience caused by actual or potential in-
jury that elicits protective motor and vegetative reactions...”

Translation: the animal is reacting as if it encountered something negative
that it didn't like and wanted to escape from.

The standard measure of pain in humans is how a person reports that
pain, for example, on a pain scale. Only the person experiencing the
pain can know the pain’s quality and intensity, and the degree of suf-
fering. Non-human animals cannot report their feelings to humans in
the same manner as human communication, but observation of their
behavior provides a reasonable indication as to the extent of their pain.

Nociception

We call the apparatus for creating noxious signals, for the purpose of
protection from damage, nociception (same root as the word noxious:
harmful, poisonous, damaging, unpleasant).

The subjective component of pain involves conscious awareness of
both the sensation (its location, intensity, quality, etc.) and the unpleas-
antness (the aversive, negative affect). The brain processes underlying
conscious awareness of the unpleasantness (suffering) are not well un-
derstood.

Whether you have injured yourself, harbor an infection, are experienc-
ing an inflammatory or degenerative reaction, like arthritis, or burned
yourself, the pain starts with the release of a number of irritant chemi-
cals, known as kinins and prostaglandins.

These, in turn, trigger the sensitive nerve endings (receptors), which
send signals up the line, partly as an electrical impulse, partly as a
chemical response. We have nerve endings for pressure, temperature,
and, of course, pain. Related pain receptors can signal a variety of chal-
lenges, including extremes of temperature and the presence of toxic
chemicals, such as lactic acid, which makes muscles hurt.

The actual hardware consists of a special set of nerve-conducting fi-
bers, known to be associated exclusively with pain signals. These fibers
are thin and work relatively slowly, whereas ordinary nerve fibers, such
as touch and temperature sensation, are thicker and transmit signals



much more quickly than pain fibers. This is of crucial importance to the
functioning of the gate-control mechanism (see below).

There are other ways in which these two types of fibers differ. Pain fi-
bers can grow back when damaged, whereas normal nerve fibers can-
not, on the whole.

There is also a third type of nerve involvement, which comes about
from signals travelling downwards (retro) from the brain, which will
modify the response to incoming signals.

The Gate-Control Theory

One of the great discoveries in physiology in the last fifty years has
been the elicitation of the pain “gating” mechanism. The recognition of
its existence is credited to Ronald Melzack, at that time (1965) an Asso-
ciate Professor at MIT, and Patrick Wall, a leading British neuroscientist.
Melzack and Wall reasoned that only a certain amount of information
can be effectively processed by the nervous system at any moment
time. If there is too much information, some of it gets dumped. Pain is
the type of signal most likely to get dumped.

The gating theory says that there exists a mechanism in the spinal cord
that works like a garden gate and only allows a certain number of mes-
sages through at once. Any further messages will overload the system
and switch off the flow or “close the gate”. Thus a similar kind of pain
or injury can be felt very differently: either quite mild or really severe,
depending on how wide the gate is open at the time.

It's a simple and neat mechanism and seems to fit all the facts. It relies
on the fact that pain messages, travelling up the thinner fibers, arrive
at the spinal cord slightly later than touch and pressure messages from
the thicker nerve fibers.

This mechanism explains a common observation, which is that by
massaging the injured part or squeezing it tightly, the pain is lessened.
Physical pressure near the site of injury sends plenty of messages up-
wards and these tend to close the gate, before the pain signals get
through.

TENS (transcutaneous electrical nerve stimulation) works by electrical-
ly overloading pain fibers, so they can no longer fire properly (section

1).



Signals travelling downwards can also block the gate, which is why,
when you are concentrating on a task really intently, you tend not to
feel pain much. The brain is sending messages outwards, to the periph-
ery, which block incoming signals. That’s why people may not notice
they have been injured right away. The mind is occupied by something
more important (at least for the moment).

Three Dimensions of Pain Theory

The gating theory is not the last word in pain science.

That same Robert Melzack and another researcher, Kenneth Casey at
McGill University, published a another significant paper in 1968 de-
scribing pain in terms of its three dimensions: “sensory-discriminative”
(sense of the intensity, location, quality and duration of the pain); “af-
fective-motivational” (unpleasantness and urge to escape the unpleas-
antness); and “cognitive-evaluative” (cognitions such as appraisal, cul-
tural values, distraction and hypnotic suggestion).

In more everyday terms, these three dimensions are:
«+ Quality, intensity and location of the pain (how much?)
« How unpleasant it feels (how bad?)
« The mind'’s attitude and how it processes the pain (so what?)

[Melzack R, Casey KL. Sensory, motivational and central control deter-
minants of chronic pain: A new conceptual model. In: Kenshalo DR, ed.
The skin senses: Proceedings of the first International Symposium on the
Skin Senses, held at the Florida State University in Tallahassee, Florida.
Springfield, IL: Thomas; 1968: 432.]

The pair theorized that pain intensity and quality are not simply deter-
mined by the magnitude of the painful stimulus, but“higher” cognitive
activities can influence perceived intensity and unpleasantness.

That's another way of saying what | just said: intense mental engage-
ment can render one temporarily numb to pain sensation. But it's also
saying we can do it purposefully; lose the pain by conquering it with
the mind. Even placebos can work in this way.

Thus, excitement in games or war appears to block the first dimension
of pain, while suggestion and placebos may modulate the second di-
mension, without changing the first dimension much.



OK, so far?

By God, Sir, I've Lost My Leg!

The paper ends with a call to action: “Pain can be treated not only by
trying to cut down the sensory input by anesthetic block, surgical in-
tervention and the like, but also by influencing the motivational-affec-
tive and cognitive factors as well.’

Just how well that can work is illustrated by a famous anecdote from
the Battle of Waterloo. Lord Uxbridge was sitting on a horse, next to
The Duke Of Wellington, when his right leg was taken off by a cannon-
ball. He said calmly, “By God, sir, I've lost my leg!’, to which Wellington
looked down and replied, “By God, sir, so you have!”

The engagement in such a ferocious battle was so intense, that pain
wasn't felt right away. Even during the clean-up surgery afterwards (an-
esthetics were still in the future, of course), Uxbridge smiled and said, “I
have had a pretty long run. | have been a beau these forty-seven years,
and it would not be fair to cut the young men out any longer.”

Wellington was known as “The Iron Duke” but | think Uxbridge was
pretty sanguine too. Tough as nails!

The point is that the brain and our mind experience can shut out pain

completely, even without an anesthetic. The degree of stimulation
needs to be very high indeed: at the life-and-death level.

The Chemical Basis of Pain

Pain is a complicated process that involves an intricate interplay among
a number of important chemicals found naturally in the brain and spi-
nal cord. There are also inflammatory signals within the tissues.

In general, neurotransmitters transmit nerve impulses from one cell
to another. There are many different neurotransmitters in the human
body; some are involved in pain and act in various combinations to
produce painful sensations in the body. Some chemicals govern mild
pain sensations; others control intense or severe pain.

One brain chemical of special interest to neuroscientists is glutamate.
During experiments, mice with blocked glutamate receptors show



a reduction in their responses to pain. Other important receptors in
pain transmission are opiate-like receptors. Morphine and other opi-
oid drugs work by locking on to these opioid receptors, switching on
pain-inhibiting pathways or circuits, and thereby blocking pain (see
page 16).

Receptors in the skin that responds to painful stimuli are called noci-
ceptors. Nociceptors are thin nerve fibers in the skin, muscle, and other
body tissues that, when stimulated, carry pain signals to the spinal cord
and brain. Normally, nociceptors only respond to a strong stimulus,
such as a pinch. However, when tissues become injured or inflamed, as
with a sunburn or infection, they release chemicals that make nocicep-
tors much more sensitive and cause them to transmit pain signals in
response to even gentle stimuli such as breeze or a caress.

The most important chemicals involved with stimulating pain recep-
tors are of various types, notably kinins, prostaglandins, and substance
P. The discovery of substance P was reported in 1931, but its role then
was a mystery. Now, after almost 70 years of investigation, substance P
is perhaps the best understood neuropeptide transmitter. It appears to
modulate nociception in the spinal cord.

Bradykinin is one of the main kinins known and it had been discovered
by the time | was at medical school in the 1960s. Kinins are responsible
for the generation of pain, swelling, and the cellular damage associat-
ed with inflammatory joint disease.

Not only that, but they release a second wave of inflammatory chemi-
cals, called the cytokines. You may even have come across these names,
if you are an avid reader; they include interleukin-1, tumor necrosis fac-
tor, interleukin-8, prostaglandins, and leukotrienes.

Prostaglandins are known to dramatically potentiate the pain-induc-
ing effects of kinins.

There are two series of prostaglandins, series 1 and 2 (PGE-1 and PGE-
2). In simple terms, the series 1 prostaglandins are helpful and quench
inflammation, the series 2 prostaglandins cause inflammation. Also,
PGE-1 comes from the omega-3 series of fatty acids, whereas PGE-2
comes from omega-6s. We do need both for proper functioning—but
we DON'T need inflammation!

Other less obvious chemicals may come into play as well; for example,
lactic acid build-up in muscles—the result of anaerobic exercise over a



period of more than a few minutes—will produce significant pain (but
lactic acid is no longer thought to be the cause of soreness and stiff-
ness over subsequent hours and days).

Really, that’s enough here. We don’t need to go deeper.

Endorphins and Enkephalins

Just as we have painful substances to make pain sensations work, we
also have natural onboard painkillers to fend off pain.

Endorphins and enkephalins are the body’s natural painkillers. There is
a third group of substances, the dynorphins, which | shall not mention
again.When a person is injured, pain impulses travel up the spinal cord
to the brain. The brain then releases endorphins and enkephalins. En-
kephalins block pain signals in the spinal cord. Endorphins are thought
to block pain principally at the brain stem.

Endorphins (“endogenous morphine”) are natural opiates that function
as neurotransmitters. They are produced by the pituitary gland and the
hypothalamus in vertebrates during exercise, excitement, pain, con-
sumption of spicy food, love, and orgasm, and they resemble the opi-
ates in their abilities to produce analgesia and a feeling of well-being.

Today, the word “endorphin”is often used generically to describe three
groups of opiate-type painkillers, which include enkephalins (methi-
onine and leucine), endorphins (alpha, beta, gamma, and delta), and a
growing number of synthetic (artificial) compounds.

These neurotransmitters are released by the brain and central nervous
system when the brain perceives pain. The goal of pain suppression is
to allow the body to cope with pain while remaining focused, rather
than permitting the perception of pain to flood the system and cause
panic, distress, or confusion.

In addition to dulling the sensation of pain, typically in the short term,
endorphins also change the way in which people perceive pain. This
may be important, because people can still be panicked or upset even
when their pain is dulled, a problem that commonly occurs when peo-
ple are given synthetic painkillers, which allay pain without addressing
underlying emotions.



Since these neurotransmitters clearly influence perception, they play a
role in memory formation and mood. They can also influence appetite
and the functioning of the digestive system. All of these physical and
emotional changes can be beneficial for someone experiencing pain,
making the release of endorphins and enkephalins an important part
of the body’s response to pain and injury.

Women Experience Pain Differently Than Men

It is generally accepted that women experience pain differently than
men and that their threshold for pain is less. However, you will be very
surprised to learn that almost all pain research has been carried out on
men and male animals, so this supposition may not be all that valid.

The argument goes that women are not good research subjects, be-
cause their lives are complicated by the menses. This is not a good line
to take: given that pain is mainly a female problem, research that ex-
cludes females is incomplete at best and invalid at worst.

What is not arguable is that women complain more of pain, both in
frequency and what is perceived as pain. | used to notice in my clinic
that women outnumbered men about 8 to 1 and | used to remark flip-
pantly that it’s either because women whine more or women are more
responsible with their health. This is the same proposition in regard to
pain.

| think it is true that women do respond more to their body signals. It
partly a social thing (women talk to women in ways that men would
scarcely understand) and partly because women don't let things pass
without taking action.

The only other thing to enter into the discussion is that testosterone
does seem to blunt pain, whereas estrogen may intensify pain or blunt
it. In fact it's been theorized that changing estrogen levels is really what
sensitizes a woman to pain, not the actual amount of the hormone.

The effect of hormones is clearly seen in the fact that, before puberty,
boys and girls respond to pain in just about the same degree. After
puberty, certain types of pain are more common in girls, and even if
the incidence is the same, reported pain severity is more intense in girls
than boys, especially for headaches and abdominal pain. This pattern
persists through adulthood; for instance, the lifetime prevalence for
migraines is 18% for women and 6% for men.



One thing is clear: In this culture, women are often encouraged to ex-
press pain, and men to hide it. But this doesn’t mean that friends, rela-
tives — and doctors — react sympathetically to women'’s expression of
pain. There is certainly a gender bias.

Alternative Methods of Pain Control

This book is an important manual on pain control because it does not
dwell on all the usual solutions, meaning painkillers and other drugs.
Yes, of course, there is a section on analgesics and orthodox pain con-
trol clinics, mainly for completeness. But | espouse a completely differ-
ent approach from the conventional one.

Instead of simply the masking of discomfort, | believe in attempting
to understand and heal the problem that causes the body to transmit
pain signals.

There is always a cause. The body does not create pain purely spitefully,
just to hurt the person. It is a signal of a problem, as | said at the start
of this introduction. It is an imperative that is demanding a solution be
found to the problem. The body rewards us immediately by the fact
that the pain just goes away.

In a sense, despite the title of the book, we should not be treating the
pain, but solving the causes of pain.

Any other approach smacks of folly and is unlikely to succeed in the
long-term. Simply masking the symptom makes as much sense as
blanking out the oil warning light on an automobile and declaring,
“There, problem fixed!” We all know that, eventually, a fateful disaster
will overtake the vehicle which may destroy it completely. That’s not
good medicine, just to cover up warning signs.

OK, let’s start with pain-killing medicines...






UNDERSTANDING PAIN
PRESCRIPTIONS

Pain is a very important contact point between orthodox and alter-
native medicine. Conventional doctors would not welcome you mus-
cling in on cancer treatments, infectious diseases, injuries, allergies,
or dermatology. But pain is something where they soften and yield:
ANYTHING that can help the patient be more comfortable is tried and
tolerated, no matter how bizarre (in their eyes), if it works.

The Ladder of Analgesia

We can now construct a simple four-rung ladder of analgesic use, de-
pending on the severity of the pain.

Mild Pain
Soluble aspirin or paracetamol/acetaminophen if you are sensitive to
aspirin.

Not So Mild
Aspirin with a non-steroidal anti-inflammatory drug (NSAID) such as
ibuprofen.

Worse Than That

Aspirin, acetominophen/paracetamol, an NSAID such as ibuprofen,
and/or acetominophen/paracetamol in a combination product with
a weak opioid such as tramadol may provide greater relief than their
separate use. There are combination drugs available.

Severe Pain

It partly depends if the pain condition is acute or chronic. Certain med-
ications may work better for acute pain, others for chronic pain, and
some may work equally well on both. Acute pain medication is for rap-
id onset of pain such as from an inflicted trauma or to treat post-op-
erative pain. Chronic pain medication is for alleviating long-lasting,
ongoing pain.



Generally speaking, when the pain is severe, doctors should switch to
opiates, such as tramadol (mild) or morphine (stronger). The potential
for addiction is not nearly as great as supposed (see below) and inad-
equate treatment of severe pain is poor medicine and shows lack of
compassion.

Conventional Prescribing

The very term painkillers sounds appealing and comforting. Most doc-
tors readily reach for their prescription pad when the patient mentions
any degree of discomfort. There are probably hundreds of prescrip-
tion-only medications that are said to tackle pain, though only a cou-
ple of dozen are regularly chosen.

That's as far as most doctors will go; few look for any real causes and
they have a battery of off-the-cuff diagnoses that mean they will not
have to do a work-up on the case: things like lumbago, myalgia (which
means nothing), fibrositis (which means even less), dysmenorrhea, ar-
thritis, a touch of sciatica and—if all else fails—it's your age, Mrs. Jones.

But there are plenty of over-the-counter options, you will say. It's hardly
worth going to the doctor, except for tougher degrees of pain. There
are hundreds of those to choose from, too.

It will surprise you when | say there are really only two pain-control
drugs you ever need to consider: aspirin or morphine. If a significant
dose of aspirin does not stop the pain, your doctor should switch to
morphine. It’s as simple as that.

Note that both are from natural plant sources and each has a long and
honorable history. Anything to the contrary is just disinformation, bad
science and poor clinical skills.

Less Choice Than You Think

The truth is that almost all pain drugs (let’s use the term analgesics,
meaning “takes away pain”) are just derivatives of these two classes of
substances, derived from plant families. Aspirin or opiates. | introduce
panadol/tylenol here as the “other aspirin”.

You know how drug corporations like to make money by tweaking a
simple molecule, patenting their new “invention” and then selling it



for a fortune. Since aspirin (salicylic acid) and morphine are basic plant
molecules, they cannot be patented and paracetamol/acetaminophen
is long out of patent, so pharmaceutical companies don't take them
seriously.

Instead they waste their ingenuity coming up with variants that can be
patented and sold at enormous profit.

Aspirin (salicylic acid)

This, along with penicillin, must be one of the most famous medicinal
substances of all time! It began life centuries ago as a folk herbal con-
coction, taken from the bark of the willow tree Salyx alba (white wil-
low). Only in the nineteenth century did “aspirin” tablets become avail-
able. The Egyptians and Hippocrates knew this remedy well, especially
as a way to reduce fevers.

Aspirin's popularity declined after the development of acetamino-
phen/paracetamol (Tylenol, Panadol) in 1956 and ibuprofen in 1962.
Now there are legion alternative painkillers on the market, enough to
easily confuse a patient in need of help. But as the inherent toxicity of
these “safe” alternatives has become known, aspirin is making some-
thing of a comeback.

The big story is that aspirin is supposed to cause gastric irritation and
intestinal bleeding. It does; but I'm sure this propensity is grossly exag-
gerated by aggressive marketing from competitor substances (which
in turn emerge as not at all safe).

The problem is the classic one: salicylic acid is so old-fashioned there
can be no patent for it. That means drug companies cannot make their
fat profits. So they denigrate it, bring out their own patented molecules
that last for a time and then, when found toxic, they are withdrawn.

To try and juice up profits a little with the simple stuff, pharmaceutical
manufacturers have taken to “designer” aspirin and derivatives, such as
mixtures of paracetamol and caffeine or aspirin and paracetamol com-
bined. There are then pushed with fancy advertising campaigns.

The truth is, you can forget all these nonsense brands and go for one
product: soluble aspirin. The easily-dissolved version causes far less
gastric irritation and is probably the safest of all the over-the-counter
painkillers.



If you are sensitive to salicylates, then use ordinary paracetamol/acet-
aminophen (Panadol/Tylenol). Just don't kid yourself it's “safe” (section
3). Make sure your doctor monitors liver health carefully.

The Opioids Group

The name of this class of drugs derives from the opium poppy (Papa-
ver somniferum). The three principle active compounds in the poppy
extract are morphine, papaverine, and codeine. Heroin is a synthetic
derivative.

You will probably also know the term narcotic: “narcosis” simply means
being put to sleep, but the word narcotic has nasty overtones in mod-
ern society.

The first opiates are believed to have been cultivated during the Neo-
lithic period in what is now known as Switzerland. The Sumerians used
opium, nearly 6000 years ago. Hippocrates, the father of modern med-
icine, prescribed opium (2,500 years ago) and so did the great Roman
physician Galen (2,000 years ago).

In other words, these are not new compounds.

By the nineteenth century, opium had become probably the most pop-
ular drug in the world and was widely used throughout Europe in a
number of forms, such as laudanum and opium. Historically the British
fought the Chinese for the right to continue exporting opium to China,
via Hong Kong, and at that time opium was officially and quite legally
imported into Britain.

All the active opiate derivatives work in a similar way, which is that they
produce pain relief by creating a sense of detachment rather than actu-
ally blocking pain sensations.

Only recently has it been realized that opiates such as morphine and
heroin work simply and solely because they imitate 20 so natural pain-
killer substances found in our bodies, the endorphins and the enkeph-
alins, so-called.

Our endorphins give us that familiar warm, comfortable fuzzy feeling.
Indeed, the reason an addict feels so desperate and ill is that continued
use of the drugs tricks the brain into discontinuing production of natu-



ral endorphins. Without these feel-good compounds life is very miser-
able. Cold turkey is very hard.

Endorphins, the natural on-board painkillers, are produced by our
body whenever it needs to overcome pain in order to survive. So, for
example, a caveman being chased by a sabre-tooth tiger and at risk of
his life might slip and sprain an ankle, yet will hardly feel the injury and
will go on running until he escapes. Only then will the pain become
noticeable.

This works in a positive environment too, such as a sports game where
there has been a degree of bruising and injury. The body will produce
its own endorphins in order that the player can largely ignore the dis-
comfort and continue with a high level of involvement in the match.
Again only when the game is over will the endorphin production cease
and then the player becomes aware of pain.

Disambiguation:

Laudanum is the name for an old-fashioned morphine preparation
that is no longer available (there are recipes for it on the Internet but
beware: it’s illegal).

Heroin is also known as diamorphine (two molecules of morphine
stuck together). It is thus more potent than morphine. It was originally
thought to be non-addictive but that is very obviously not true.

Codeine is a milder analgesic, for tougher headaches perhaps, but is
definitely in the opium group. Like all opiates, it causes intestinal slow-

ing.

Methadone is a completely synthetic opioid (meaning like an opiate
but not an opiate). It was originally produced by the German pharma-
ceutical company Axis during the second world war and marketed as
“Dolophine” (to honor Adolph Hitler). Today it's rarely used as a painkill-
er but mainly as an aid to curing opiate addiction.

Kaolin and morphine mixture (mist. kaolin et morph). You have heard
of this and may be wondering about the morphine part. This medicine
contains a low dose of morphine—not enough to have any analgesic
benefit—and is used purely for its anti-diarrheal effect. It works directly
on opiate receptors that are found in the muscles lining the intestinal
walls.



You couldn’t drink enough of the stuff to get a high, so forget it! You'll
clog your guts, that's all.

Other Opiates

Opioid medications may be administered orally, by injection, via nasal
mucosa or oral mucosa, rectally (suppository), transdermally, intrave-
nously, epidurally, or intrathecally.

Morphine is the gold standard to which all narcotics are compared.

Fentanyl has the benefit of less histamine release and thus fewer side
effects. It can also be administered via transdermal patch, which is con-
venient for chronic pain management.

Oxycodone is used across the Americas and Europe for relief of serious
chronic pain; its main slow-release formula is known as OxyContin, and
short-acting tablets, capsules, syrups and ampoules are available, mak-
ing it suitable for acute intractable pain or breakthrough pain.

Pethidine, known in North America as meperidine, is not the best for
pain management due to its low potency, short duration of action, and
toxicity associated with repeated use. It has a long tradition in midwife-
ry, as it is considered to be less dangerous to the fetus, once born.

Pentazocine, dextromoramide, and dipipanone are also not recom-
mended in new patients except for acute pain where other analgesics
are not tolerated or are inappropriate, for pharmacological and mis-
use-related reasons.

In chronic pain conditions, a combination of a long-acting or extended
release opioid is often prescribed in conjunction with a shorter-acting
opioid (oxycodone, morphine, or hydromorphone) for breakthrough
pain or exacerbations.

Methadone is paradoxical in that it can be used as an effective analge-
sic but is also used for the treatment of opioid addiction/detoxification,
which it does by blocking morphine receptors.

Other than this outline, patients or their family really don’t need more
technical data.



The Problem of Addiction

Doctors are reluctant to prescribe opioids in adequate amounts, in the
mistaken belief they will lead inevitably to addiction. Because the pa-
tient is given inadequate doses, he or she may believe the injections
are “not working”. Moreover, doctors will often not prescribe the drugs
for as long a period as needed. This is bad medicine and totally mis-
guided.

Incidentally, heroin and morphine are virtually identical in effect and
Dr. Robert Twycross, who has worked at St Christopher’s Hospice in
London and the Churchill Hospital Oxford, has shown conclusively that
neither patients nor doctors can observe any difference between the
two substances. This is also backed up by an American study carried
out at the Memorial Sloan-Kettering Cancer Center in New York, where
Dr. Stanley Wallenstein showed over a series of 24 cancer patients with
post-operative pain, and another 46 with chronic pain, that heroin was
neither better nor worse than morphine.

Both are very good indeed; no question. So why are they not used
enough?

In 1961, the world community adopted an international agreement—
the 1961 Single Convention on Narcotic Drugs—that proclaimed “nar-
cotic drugs...indispensible for the relief of pain and suffering” and
instructed countries to make adequate provision to ensure their avail-
ability for medical needs. Today, almost fifty years later, the promise
of that agreement remains largely unfulfilled, particularly—but not
only—in low- and middle-income countries. In September 2008, the
World Health Organization (WHO) estimated that approximately 80
percent of the world population has either no or insufficient access to
treatment for moderate to severe pain and that every year tens of mil-
lions of people around the world, including around 4 million cancer pa-
tients and 0.8 million HIV/AIDS patients at the end of their lives suffer
from such pain without treatment. [“Please, do not make us suffer any
more..." Access to pain treatment as a human right. New York: Human
Rights Watch; March 2009:1.]

The concern is always that patients will become addicted, if they are
given medical morphine or heroin in significant doses. After all, it’s a
deadly street drug and gets people really hooked; don't we all know
that? Under-treatment may be due to physicians’ fear of being accused
of over-prescribing.



Under-Treatment

However, as a result of two recent cases in California, where physicians
who failed to provide adequate pain relief were successfully sued for
“elder abuse,” the North American medical and health care communi-
ties appear to be undergoing a shift in perspective.

According to Human Rights Watch, pain relief is a right; moreover, pain
treatment has to be free from cruel, inhuman, and degrading treat-
ment. That includes being spared from under-treatment.

Under-treatment, in the elderly in particular, can be due to a variety
of reasons, including the misconception that pain is a normal part of
aging, therefore it is unrealistic to expect older adults to be pain-free.
It is often supposed that older adults have decreased pain sensitivity,
especially if they have a cognitive dysfunction such as dementia and
that opioids should not be administered to older adults, as they are too
dangerous. However, with appropriate assessment and careful admin-
istration and monitoring, older adults can have the same level of pain
management as any other population of care.

The federal Center for Medicare and Medicaid Services has declared a
willingness to charge health care providers with fraud if they accept
payment for providing adequate pain relief while failing to do so. Thus
clinical practice guidelines and standards are evolving into clear, un-
ambiguous statements on acceptable pain management, so health
care providers, in California at least, can no longer avoid culpability
by claiming that poor or no pain relief meets community standards.
[Weissman V, Martin MD. The legal liability of under-treatment of pain.
Education Resource Center. Jan-Feb 2001; 6(3): 15-24.]

The addiction from medical usage of opiates is, in fact, a complete
myth. If you are in a lot of pain, don’t hesitate. It turns out that a per-
son in pain will not become addicted when treated with these rather
superior drugs or only extremely rarely. Available evidence shows this
quite conclusively. For example, in the Yom-Kippur War (1973) it was
found that, although thousands of injured Israeli soldiers had been giv-
en morphine, only one had become addicted. Those are good odds, if
you are in dreadful pain.

Such observations fit well with conclusion that it is the personality of
the patient and the circumstances in which he or she is found will dic-
tate becoming an addict, not the substance itself. In other words there
is nothing inherently present in morphine or heroin that is bound to result



in addiction. That's probably why they were first used in the belief they
were not addictive.

Demand it in sufficient dosage, if you need it (if aspirin at full dose
won't hold the pain). But of course demand also a solution to the cause
of the problem!

Tranquillizers

Now let’s look at another class of drugs that is often called upon to
help with pain: tranquillizers, especially the benzodiazepines (Valium
family). These are not analgesics at all. The idea (a rather silly one) is the
hope that by relaxing the patient, he or she will cope with pain better.

The trouble is that commonly used tranquillizers—a misnomer any-
way—are highly addictive in their own right. And they do have fierce
long-term side effects, most notably tardive dyskinesia. More of that in
a moment.

First introduced in the early 1960s, the benzodiazepines include sever-
al well-known brand names, such as Valium and Ativan. Over the next
two or three decades, these drugs rose to become the most widely
used prescription drugs in the world and, by wildly overprescribing
them, doctors have produced the world’s biggest drug addiction prob-
lem.

These compounds were originally supposed to be short-term aids for
suffering and anxiety, but many doctors began to use them as multi-
purpose drugs and hand them out to patients when they could think
of nothing else to give.

Their use in pain control is based on the fact that patients suffering
pain are often anxious and depressed and frequently have difficulty
getting to sleep at night. However, since the pain is the cause of the
anxiety and depression, not the other way round, this explanation for
their value does not hold water.

Secondly, doctors prescribe tranquillizers for a self-serving reason,
which is that, when they themselves are frustrated and don't know
how to deal with the case, they find that the tranquillizers will make
the patients sleepy, more cooperative, and less complaining. The prob-
lem is that these are amongst the most addictive drugs of all. The Unit-
ed States Senate health committee testifying in Washington in 1979



said that tranquillizers were America’s number one drug problem apart
from alcohol. This is saying they are far worse and more addictive then
so-called “heavy drugs.”

It is said to be harder to get off the tranquilizer habit then it is to kick
heroin or morphine. Ironically patients in severe pain would be better
being prescribed morphine which is less addictive than tranquillizers,
the latter having no effect on the pain and so solving nothing.

In fact, one experiment conducted at the behavior research laboratory
in Washington University found that diazepam (Valium) was shown to
make some patients more sensitive to pain. This, of course, is absurdly
counter-productive.

The long-term horror that emerged from excessive use of benzodiaz-
epine drugs is a difficult-to-treat and often incurable form of muscle
dysfunction called tardive dyskinesia (“tardive” just means delayed on-
set). It is characterized by involuntary, repetitive body movements.

It may improve by simply stopping the medication, but this rarely hap-
pens. Indeed, the patient may have been off the drug for many years
before the onset of the characteristic neurological deterioration.

Some examples of these types of involuntary movements include gri-
maces, tongue movements, lip smacking and puckering; excessive eye
blinking and rapid, involuntary movements of the limbs, torso, and fin-
gers may also occur.

Some individuals become so incapacitated that they cannot walk ef-
fectively. But neither can the person remain still. This is the opposite of
Parkinson'’s disease; Parkinson’s patients have difficulty getting mov-
ing, whereas tardive dyskinesia patients have difficulty not moving.

Drugs similar to dopamine, the classic treatment for Parkinsonism,
have been tried, with little to celebrate. Basically, it’s an incurable de-
generative tragedy.

Drugs other than benzodiazepines which may cause tardive dyskine-
sia are, for example: chlorpromazine (Thorazine), haloperidol (Haldol),
olanzapine (Zyprexa), prochlorperazine (Compazine), paliperidone (In-
vega), and risperidone (Risperdal).

The price to pay, in my opinion, is too high to make the use of any tran-
quillizer or anti-psychotic medication justifiable.



The imperative instead is to find and adopt natural, holistic, and more
healing approaches to pain and other mental difficulties.

Anti-Depressants

Drugs of this class were originally developed to treat depression (ob-
viously). But some physicians feel they have a place in pain manage-
ment. For example, Amitriptyline is often prescribed for chronic mus-
cular pain in the arms, legs, neck, and lower back.

| am less certain of the value of anti-depressants. Nor do | like the at-
titude that being in constant pain is by nature very depressing. That
does not make it primary. Moreover, anti-depressants have their own
(often severe and incapacitating) side effects. These may become per-
manent.

It would be far better to properly resolve the pain condition than
smother it with layers of soporific and mood-altering drugs. | think the
use of anti-depressants has a pejorative overtone, somewhat implying
the patient is at fault whereas, in my view, the attendant physician is
the one at fault, being ineffective.

It could also encourage laziness in the attendant practitioner, meaning
he or she may take the view that the misery is now “solved” and they
don’t have to continue looking for an effective approach.

There is one justification: antidepressants may promote sleep, which
can be difficult when you are in pain.

Steroids

Since the 1950s, this class of drugs has been a huge temptation for
doctors to prescribe. They certainly work and sometimes work very
well. But the spin-off and side effects can be very considerable and
make the gamble somewhat risky.

Let me clarify: by steroids, | mean corticosteroid substances. These are
so named because they are hormones secreted by the adrenal cortex,
the outer layer of those glands (adrenalin or epinephrine comes from
the adrenal core or medulla).



I'm not talking about anabolic (body-building) steroids, which are bad
for a different reason. The main effect of corticosteroids is to block in-
flammation. They do this, in turn, by blocking the proper working of
the immune system. The average reader will easily see the apparent
benefit of stopping inflammation. But it is only an apparent advantage
because we need inflammation, wherever it occurs.

The problem is not the inflammatory process; that's the body’s own
defense. Inflammation is necessary and protective. The problem is with
the agents that cause inflammation: the microbes, the toxic metals, the
allergies, the chemical pollutants, and so on.

In fact, it's a very bad idea to hold inflammation in check and that’s one
of the big worries when prescribing steroidal compounds. We need
our immune system to defend us from infections, for example. Without
a proper response, we could not successfully fight off TB, salmonella,
mumps, measles, and so on.

There are a number of other disadvantages with steroids. They thin our
bones, cause the skin to stretch and become less supportive of tissues
underneath, there is a strange distribution of weight gain, with lots of
fat around the body but thin arms and legs, like sticks. They also mess
up sugar metabolism and there can be serious mood swings.

None of this is good news. But there are times, as | said, when doctors
may want to take the risk. If a person is suffering severe or intractable
pain, relief at any cost may be preferable to continued suffering.

But once started, we encounter yet another problem with this class of
drugs: they can't easily be stopped. To just discontinue taking corti-
costeroids will likely result in an unpleasant effect called a “rebound,’
where the symptoms come back worse than ever.

This leads to doctors trying to balance between too much drug and too
many side effects or not taking enough, so that the benefit is not very
pronounced. Again, as with doctors trying to hold back morphine-type
drugs, the patient on steroids is between a rock and a hard place: he or
she gets the worst of both aspects, rather than the best of both.

Certainly, if there is to be an attempt to cut down or cease taking cor-
ticosteroids, you need professional help and guidance. Steroid man-
agement skills are not common among primary care doctors and the
matter may have to go to a rheumatologist or other specialist.



The commonest corticosteroid prescribed is prednisolone. It is a syn-
thetic pharmaceutical and very powerful. That means first in side ef-
fects too. The typical dose is around 5 mg. But, for a severe eruption of
pain and inflammation, large doses of up to 25 - 35 mg, or even higher,
may be tried in desperation.

The trouble is, that difficulty of getting the dose back down again,
without a severe rebound effect.

Topical applications may help; for example, creams and ointments can
confine the therapeutic action to the skin; inhalers can speed prednis-
olone to the lungs, while sparing the rest of the body.

Corticosteroids can also be used to inject “hot spots,” such as tendinitis
or an inflamed joint. The drug is injected directly into the joint space.
Occasionally they are offered as an epidural injection; that means out-
side the linings of the spinal cord but close enough to quench inflam-
mation, at least temporarily.

Other injection techniques, such as biopuncture (section 9) and neural
therapy are much to be preferred, since they are not weighed down by
the same dangers and tend to harness Nature’s own recovery systems.

If you are faced with long-term use of corticosteroids, you need to talk
to your doctor about ways to minimize side effects. Exercise can help
reduce muscle weakness and osteoporosis risks. And taking calcium
and vitamin D supplements and prescription bone-building drugs can
minimize bone thinning due to corticosteroids. You may need to re-
duce the number of calories you eat or increase your physical activity
to prevent weight gain.

But there is no question: changing your diet and getting rid of in-
flammatory foods plus detoxing inflammatory metals and xenobiotic
chemicals in your body can produce considerable improvement and
may obviate any need for this heavy-handed class of drugs.

See section: 32

NSAIDs (Non-Steroidal Anti-Inflammatory Drugs)

This is the final class of drug likely to be commonly encountered in the
control of pain. They are not analgesics but, as their name implies, they



have an anti-inflammatory effect, even though they are not steroidal
in nature.

NSAIDs comprise a large class of drugs with many different options. In
addition to aspirin, there are currently several types of both non-pre-
scription (over-the-counter) NSAIDs and prescription brands of NSAIDs.
The three types of NSAIDs most commonly used to treat musculo-skel-
etal pain include:

« Ibuprofen (e.g., brand names Advil, Motrin, Nuprin)
+ Naproxen (e.g., brand names Aleve, Naprosyn)
+ COX-2 inhibitors (e.g., brand name Celebrex)

They do work (somewhat). The question is: are they safe to do what
we want them to do? Vioxx, a notorious member of this class of drugs,
killed at least 60,000 people before Merck removed it from the market;
other estimates put the total far higher, at around 150,000. At least one
independent source has estimated that 500,000 might be a more ac-
curate figure, when taking into account the fact that a large number of
elderly patients that died might have been certified as having a natural
heart attack and no connection made with the fact they were taking
Vioxx.

Certainly, the US death rate dropped by 100,000 per year, once Vioxx
was taken off the market. That’s a deadly result for merely treating pain.

Ibuprofen-Type (e.g., Advil, Motrin, Nuprin)

Ibuprofen was one of the original non-steroidal anti-inflammatory
drugs and is available without a prescription.

For patients with musculo-skeletal pains, including mild or moderate
back pain, tenderness, inflammation, and stiffness, or cervical spondy-
litis, ibuprofen is the most commonly recommended drug.

It does have some aspirin-like effects on the stomach, so people with
active ulcers or sensitive stomachs should avoid ibuprofen. It is best
to take ibuprofen with food to minimize the chance of stomach upset.

Ibuprofen also has a mild blood thinning effect that lasts a few hours,
and can reduce the effectiveness of some blood pressure medications
and diuretics (water pills), so care is needed.



The typical recommended dose for ibuprofen is 400mg taken every
eight hours. Prescription doses can be as high as 800mg of ibuprofen
every eight hours.

Naproxen-Type (e.g. Aleve, Naprosyn,
Anaprox, Naprelan)

Naproxen is available in both non-prescription strength (e.g., brand
name Aleve) and prescription strength (e.g., brand name Naprosyn).

For patients with musculo-skeletal pain, it works by reducing proteins
that cause inflammation.

Naproxen also thins the blood, so individuals taking oral blood thin-
ners or anticoagulants should avoid naproxen, as excessive blood thin-
ning may lead to bleeding.

Naproxen also can have some adverse gastrointestinal side effects, so
people with active ulcers or sensitive stomachs should avoid it. It is best
to take naproxen with food to reduce the chance of upset stomach.

The usual adult dose is 250 to 500 mg twice daily using regular naprox-
en tablets.

COX-2 Inhibitors (e.g., Prescription Brand Celebrex)

This is a newer class of NSAID, which included the infamous Vioxx. The
popular current brand name is Celebrex.

They are said to cause less gastro-intestinal disturbance and cause less
blood clotting complications and are therefore safer for patients taking
warfarin (Coumadin).

However, as Vioxx revealed, they have a disposition to potentially in-
crease the risk for cardiovascular events, such as heart attack and
stroke. The FDA has called for further research.

COX stands for, a group of enzymes (COX-1 and COX-2) that are respon-
sible for the formation of a number of inflammatory substances, in-
cluding prostaglandins (section 2). COX inhibition will therefore reduce
the number of inflammatory substances circulating in the body. COX-2
does not seem to harm gastric mucosa.



So far so good, but drugs that selectively inhibit COX-2 do not seem
to negate potentially dangerous side effects of NSAIDs, most notably
an increased risk of renal failure, heart attack, thrombosis, and stroke.
Vioxx, as | said, was eventually withdrawn, but other COX-2 selective
NSAIDs, such as celecoxib, and etoricoxib, are still on the market.

Natural COX Inhibition

There are a number of cheap and effective natural COX inhibitors that
surely make more sense than using a potentially lethal class of drugs.

Most notable are the omega-3 essential fatty acids (EFAs), from flax-
seed, fish oils, or krill. Specific beneficial EFAs are eicosapentanoic acid
(EPA) and docosahexaenoic acid (DHA), the latter more than the for-
mer. Fish do not naturally produce EPA, but obtain it from the algae
they consume. EPA is converted to DHA in the body. DHA is a primary
structural component of the human brain, cerebral cortex, skin, sperm,
testicles, and retina.

Fish oils (e.g., cod liver oil) have been proposed as a reasonable alterna-
tive for the treatment of rheumatoid arthritis and other conditions as a
consequence of the fact that they provide less cardiovascular risk than
other treatments including NSAIDs.

Culinary mushrooms, like maitake, may be able to partially inhibit COX-
2 enzymes.

A variety of flavonoids, the highly colored plant antioxidants we have
all become used to, have been found to inhibit COX-2.

Hyperforin, from St. John's wort, has been shown to inhibit COX-1
around 3-18 times as much as aspirin. A better choice.

Resveratrol. | found several studies showing that this important com-
pound helps reduce COX function. You can take it as a supplement (it’s
not stable) or drink the wine! Up to you.

Calcitriol (vitamin D) significantly inhibits the expression of the COX-2
gene.

Curcumin is the active ingredient in turmeric, the yellow powder found
in curry. Curcumin is being extensively investigated for its anticancer
and anti-inflammatory properties. It also helps to improve circulation



and prevent blood clotting. Turmeric has been used in traditional med-
icines for easing the pain of sprains, strains, bruises, and joint inflam-
mation, as well as for treating skin and digestive issues.

If you are not already in the habit of enjoying good curries, get to know
them. I've been saying for nearly 40 years that Indian curries are mainly
good whole food: nothing in the cook pot but vegetables, meats, and
spices! Just stay away from the naan bread and chapatis and you won't
get fat!

Most curcumin supplements that are commercially available contain
far less than the proper therapeutic serving necessary to deliver pow-
erful health benefits. Inferior curcumin supplements have flooded the
market—and many of them contain only 4% actives, and the rest con-
sists of maltodextrin or other food additives.

Make sure the product you buy is free of padding ingredients and con-
tains at least 700 mg. Most commercially available curcumin supple-
ments contain only 450 mg to 500 mg.

Choose only full-spectrum curcumin. That means it contains not only
curcumin extract (with 95% curcuminoids) but it also contains pure
whole turmeric root full-spectrum powder—which means it can be
readily absorbed by the body.

Both curcumin extract and turmeric root must be organic. Typical com-
mercially-grown is nutritionally depleted and filled with pesticides.
Make sure the curcumin supplement is manufactured by a certified
supplier. In the USA, look for a label that says according to “current
good manufacturing practices” (cGMP). This means all raw ingredients
and finished products are tested for purity, safety, strength and quality.

Otherwise you are on your own; note the majority of supplement man-
ufacturers are not cGMP-compliant!

Other Drugs That Impact Pain

Sometimes other substances have an incidental (indirect) effect on
pain or may help analgesics combat various types of pain and parts
of the overall pain experience, and are hence called adjuvant medica-
tions. Adjuvant means: an ingredient (as in a prescription or a solution)




that modifies the action of the principal ingredient; something (as a
drug or method) that enhances the effectiveness of medical treatment.

For example, Gabapentin—an anti-epileptic—not only exerts effects
alone on neuropathic pain, but it can also potentiate opiates. [Zogop-
oulos P, Vasileiou |, Patsouris E, Theocharis SE. The role of endocanna-
binoids in pain modulation. Fundam Clin Pharmacol. Feb 2013; 27(1):
64-80.]

While perhaps not prescribed as such, other drugs such as Tagamet
(cimetidine) and even simple grapefruit juice may also potentiate opi-
ates by inhibiting the cytochrome P450 enzymes in the liver, thereby
slowing metabolism of the drug.

Tagamet has its own specific pain relief mode in certain types of mi-
graine.

In addition, orphenadrine, cyclobenzaprine, trazodone, and other
drugs with anticholinergic properties are useful in conjunction with
opioids for neuropathic pain. Orphenadrine and cyclobenzaprine are
also muscle relaxants, and therefore particularly useful in painful mus-
culoskeletal conditions.

Clonidine has found use as an analgesic for this same purpose, and all
of the mentioned drugs potentiate the effects of opioids overall.



PARACETAMOL

Paracetamol (acetaminophen) is sometimes thought of as the “other
aspirin”The perception is that it's a safer alternative; it doesn’t result in
gastric bleeding, like its salicylate brother.

Panadol (UK) or Tylenol (USA) is often the first resort for any pain, from
a toothache to arthritis. But it's not so safe, after all.

Here's an example of the difference between UK informed public at-
titudes and the American mass ignorance that doesn’t seem to care,
until Big Brother tells it what to think.

People in the UK have long been aware that a paracetamol overdose
can kill. That goes back to 1998, when the government restricted the
number of tablets that could be bought in one purchase and ran an
information campaign explaining the change. The measures prevent
an estimated 1000 deaths a year.

US awareness is much lower. When investigative journalism group Pro-
publica revealed in 2013 that 1500 Americans die annually from acci-
dental overdoses of Tylenol, it was apparently big news!

Paracetamol poisoning is responsible for nearly 80,000 visits to the
emergency room in the US each year, and a third of these are people
who overdosed accidentally.

Although pill packets clearly state that the maximum recommended
dose is no more than 3 or 4 grams spread over 24 hours (or six to eight
500 mg tablets), some people take more than this, thinking it's safe.

Is It Worth the Risk?

Its technical name is N-acetyl-p-aminophenol and paracetamol/ac-
etaminophen is on the first rung of the World Health Organization’s
“analgesic ladder” for cancer pain control. We spoon it to our children
to fight fever, as adults we swallow it to relieve headaches or period




cramps, and as we get older we're prescribed it to soothe arthritis or
backache.

In the US, 27 billion doses of paracetamol/acetaminophen are sold
each year, and it is found in more than 600 products.

Paracetamol was discovered in the late 19th century, but didn't be-
come an immediate hit. It really took off in the 1960s, in response to
emerging concerns about the long-term side effects of aspirin and
other non-steroidal anti-inflammatory drugs (NSAIDs). Today in the US,
there are about 16,500 NSAID-related deaths a year in people with ar-
thritis alone.

We think of it as a safe alternative to aspirin. Sure, if taken in larger dos-
es, it can damage your liver or kidneys. But otherwise, at the recom-
mended dose, it's fine, right?

Maybe not. It's emerging that long-term use has significant hazards
that may displace it is as the number one “safe” starter analgesic. Tak-
en over a period, it can damage the stomach as much as NSAIDs. That
might be an acceptable risk in exchange for pain relief.

But— paracetamol/acetaminophen doesn'’t really work all that well,
apparently. More on that shortly.

Long-Term Dosing

In 2011, Michael Doherty of Nottingham City Hospital, UK, published
a study that was hard to ignore. He followed the progress of 892 men
and women with the niggling knee pain that often sets in at middle
age, often an early symptom of osteoarthritis. Some patients were giv-
en paracetamol, others ibuprofen, while a third and fourth group were
given either a high- or low-dose combination of the two.

When Doherty looked at the blood results of those taking it, he was
surprised to find that levels of hemoglobin were dropping fast. What's
more, patients’ red blood cells were growing smaller and paler. Taken
together, these signs are a sure indication that hidden bleeding is tak-
ing place.

In fact, after just three months, a fifth of the patients had lost the equiv-
alent of an entire unit of blood (about 15 ounces or 450 milliliters). That
was the same degree of loss as found in those taking ibuprofen — only



the ibuprofen group reported feeling less pain. [Annals of the Rheumat-
ic Diseases. 70: 1534.]

Even more startling, when combining high doses of both paracetamol
and ibuprofen, the hemoglobin loss after three months jumped to two
units of blood. That suggests to me that the main site of bleeding is
different for each drug.

It's still bad news for paracetamol’s safety record.

The upshot: When taken for long periods, paracetamol/acetaminophen
may be just as damaging to the stomach lining as NSAID drugs are.

Liver Toxicity

Even worse, if you regularly exceed 4 g (8 tablets) a day, you can quickly
encounter serious liver complications, even in healthy people. More-
over, if the liver is already compromised, due to alcoholism or non-al-
coholic fatty liver disease (NAFLD), even less of the drug can be dan-
gerous.

Let me point out, if you don't already know, that over 40% of the US
population over the age of 65 has NAFLD. For them, even the “recom-
mended” safe dose it too high.

Even so, it's still with us. The UK's National Institute for Health and Care
Excellence (NICE), the body that sets standards for medical practice,
still recommends paracetamol/acetaminophen as the first-choice drug
for treating the chronic pain associated with conditions like osteoar-
thritis and lower back pain. The American College of Rheumatology
also recommends it for arthritis.

If paracetamol/acetaminophen really was effective against chronic
pain, you might consider the trade-off worthwhile, but the drug has
been found seriously wanting. A review of research that looked at peo-
ple taking paracetamol/acetaminophen to relieve chronic joint pain
found seven studies that compared the drug with a placebo. Five of
these found it to be marginally more effective, but two found no dif-
ference.

In other words, here we have a drug that’s toxic and doesn’t even do
what it’s supposed to do. Contrast that with aspirin, which is risky but
definitely worthwhile for pain relief.



In March, the Osteoarthritis Research Society International changed its
paracetamol guidelines to “uncertain” to reflect growing safety concerns.
And, for a while at least, it looked like these concerns would be similarly
heeded in the UK.

When NICE issued new draft guidelines for osteoarthritis in August 2013,
it did away with the recommendation of paracetamol as a first resort and
flagged its potential dangers. “On balance, the risks of paracetamol out-
weigh the benefits of any gain in symptom control,” the report read.

Yet, by the time the final version was published in February 2014, the old
advice had been reinstated. This was partly down to objections raised by
doctors about having few alternative options, though NICE says it is also
awaiting the results of a more comprehensive review of over-the-count-
er painkillers by the UK's Medicines and Healthcare Products Regulatory
Agency.

A triumph of baloney over reason.

Number Needed to Treat

Pharmacists measure the effectiveness of painkillers by looking at wheth-
er they can reduce the reported sensation of pain by at least 50 per cent
and by counting how many people would need to take it for one person
to experience this level of relief compared with placebo. This is known as
the number needed to treat (NNT).

For example, in the case of the moderate pain of a sprained ankle, 3.8 peo-
ple would need to take a standard 1 g dose of paracetamol (2 tablets) for
one of them to get effective relief. For a standard 400-milligram dose of
ibuprofen, the NNT is 2.5. That means that paracetamol is 35% less effec-
tive as a painkiller.

Bottom line: With paracetamol, if it's not going to work within a week, it’s
never going to work for you. Tylenol’s US drug label clearly states that con-
sumers should stop use and ask a doctor if they have pain that gets worse
or lasts more than 10 days.

Should you toss it from your medicine cabinet? No. | think for short-lived
aches and pains, if you follow the instructions and if you don't take it in
too-large doses, paracetamol is relatively safe.

But for ongoing pain, it may be time to start looking for alternatives. That's
what this book is about.



ANTIBIOTICS COULD
BE SURPRISE
PAINKILLERS!

Bacteria flood our bodies and may be the real cause of arthritis.

You may or may not know that joint inflammation these days is often
seen as directly due to micro-organisms within the joint itself. Bacteria
get in there, raise hell, resulting in inflammation and pain, and we call
it “arthritis.” It has little to do with age and “wear-and-tear,” which is the
medical school model!

This realization that an actual physical infection leads to arthritis is rel-
atively new. Over the years, I've cured thousands of arthritis cases, us-
ing the food allergy/elimination approach. So, how could that be? It's
not counter-intuitive. If you eliminate stress foods, the immune system
recovers from the overload and is better able to deal with the invader
germs. Less joint inflammation is the result.

Remember my lifetime saying, that you don’t need zero burden to
get zero symptoms; you just have to reduce the overload to the point
where the body can cope. Step back within the threshold limits and the
body recovers.

Anyway, a new controversy has erupted from this topic. Dr. Hanne B.
Albert and colleagues of the Spine Centre of Southern Denmark have
found that a significant number of back pain sufferers will benefit from
a course of antibiotics.

Of course, Dr. Albert’s colleagues are stupefied and attack her relent-
lessly because her finding “cannot be true.” Nobody these days seems
interested in what actually works, just what fits in with current dogma.
The dogma is more important than clinical results, per se.



Not that dogma has much to offer back pain sufferers. Recommended
orthodox treatments include painkillers, hot or cold compresses, phys-
ical therapy, keeping active, and (rarely) lifestyle changes.

In extreme cases, when other treatments have failed, surgery may be
recommended and the patient is told this is the only option left. In my
working life, | have never met a single patient who benefitted from
back surgery—but | have met a good many who have been perma-
nently ruined by these procedures!

Danish Study Rocks

In the first study of 61 patients who had spinal surgery for lower back
pain, the researchers found bacteria in 46% of the slipped discs.

The work of Albert et al. validates and builds on previous work by
Alistair Stirling and colleagues (and others), who found Propionibac-
terium acnes, a normal skin organism, in degenerated lumbar interver-
tebral discs.

The research team recruited 162 patients who had been living with low
back pain for more than six months following a slipped disc. Half of the
patients were given a 100-day course of antibiotic treatment, while the
others received a placebo.

The back-pain sufferers were randomized into two groups: a placebo
group, and a group given antibiotics daily for 100 days. Result: Patients
who took the antibiotics improved on all outcome measures, in statis-
tically highly significant fashion, not only at the end of 100 days but
one year later.

The findings were published in the European Spine Journal.

Resistance to a Cure

As | said, the run-of-the-mill underperforming doctors are incensed by
this suggestion. Media reports that antibiotics could be a cure for back
pain have alarmed John O’'Dowd, a consultant spinal surgeon and pres-
ident of the British Society for Back Pain Research.

“Unless you've had a disc herniation ... | don't think you should be get-
ting too excited, and | don't think this is going to be a treatment for



you,” O'Dowd says. “I think this is another useful building block of ev-
idence, but | don't think it’s either a cure or the answer to back pain.”

Well, the spinal surgery that he does is certainly a disaster. But it pays
the mortgage, even if it doesn’t help patients.

Where Do the Bacteria Come from?

The answer may surprise you. They come from anaerobic mouth and
skin commensal organisms during normal bacteremias (bacteria in the
blood).

Oh yes, didn't | mention? Bacteria are swimming around in our blood
all the time! Subclinical episodes of bacteremia are not uncommon; in
fact they are normal. The typical entry point for bacteria arriving in the
blood is the periodontal space (and/or the gums themselves, in the
case of gingivitis). You don’t have to have periodontal disease or gin-
givitis to experience bacteremia, however. Any dental procedure, even
vigorous brushing of the teeth, poses the risk of a bacteremic event.

Bacteremia is also possible when boils (pimples, carbuncles) are trau-
matized, whether deliberately (through incision) or accidentally (e.g.,
by shaving). Obviously, any open skin wound is also an invitation to
bacteremia.

Bacteremia is also a common complication in urinary tract infections.
These “normal bacteremias” are short-lived.

But even a“normal” bacteremia can lead to trouble, because once bac-
teria enter the blood, they look for areas of inflammation in which to
congregate and take up residence. So for example: catheters, implants,
sore joints, slipped discs, and inflamed coronary arteries are all poten-
tial sites for bacterial occupancy. (Take note: the connection between
periodontal disease and heart disease is well established. After adjust-
ing for age, sex, diabetes status, serum total cholesterol, smoking, and
hypertension, death rate for coronary heart disease goes up by a factor
of two for people with gingivitis or missing teeth.)

What it means is that if your gums bleed when you brush (or if you
have a problem with boils or acne), you could (arguably) be at risk for
a variety of ailments, from heart disease to arthritis to chronic lower
back pain.



Where Is All This Leading?

| want you to grasp what | have been teaching my subscribers for years:

- We are up against a continuous pool of bacteria; they flood our
bodies.

« Once out of control, they are potentially very deadly.

« They cannot be stopped by antibiotics (because of increasing
resistance).

+ You need to learn about alternatives to dangerous antibiotics.

That's the crux of this information; you need to learn about antibiotic
alternatives and you need to learn NOW. The Golden Age of Antibiotics
is over. Antibiotics are starting to fail.

In any case, it would be wise to know what you can do instead of drugs.
That's obvious.

But what intrigues me is the possibility of cleansing your “normal bac-
teremias,” gum disease, and back pains by using holistic ALTERNATIVES
to antibiotics.

You know what? There are countless workable substitutes, mostly safe
and certainly safe to use if you follow instructions.

Some natural plant substances actually out-perform modern high-pow-
er antibiotics. But do you know what these plant and food substances
are?

You should!

To learn about this and some day save a life in your family, get my pow-
erhouse reader describing lots of safe, natural, holistic alternatives to
bugaboo antibiotics.

In my usual way, | have loaded the text with scientific references; this is
not some old housewives' tale of what works and what doesn'’t.

To be armed with such knowledge, you are ready to face the future
safely, instead of ending up a“statistic” from random septicemia.

Read about this massive compilation of antibiotics alternatives | have
called “How to Survive in a World without Antibiotics.” Go here:



PAIN SPECIALISTS AND
PAIN CLINICS

The treatment of pain was traditionally a “Cinderella medicine,” mean-
ing it’s little regarded and often starved for personnel and funds. The
ruling attitude seemed to be that “pain is everyone’s business but pain
is no one’s responsibility.” Dr. Vernon Coleman has written that, “In too
many hospitals the term pain clinic has been used to add dignity and
hope to an outpatients’ department with a long waiting list where a
single overloaded specialist offers patients a straight choice between
drug therapy and surgery.”

In 1982, Dr. J. W. Lloyd of the Pain Relief Unit at Abingdon Hospital in
Oxfordshire reported in the Journal of the Royal Society of Medicine that
in the United Kingdom no less than 95 percent of all pain clinics were
run by anesthetists, often working single-handed.

However, since 1993 that has changed. The World Institute of Pain
(WIP), a worldwide organization founded in 1993, offers a fellowship
program utilizing a global forum for education, training, and network-
ing to qualified physicians in the field of Pain Medicine. In 2001, the WIP
and its FIPP Board of Exam introduced the Fellow of Interventional Pain
Practice (FIPP), a physician certification program by the FIPP Board of
Examination. According to WIP, the purpose of the fellowship is global
advancement and standardization of interventional pain practice. Over
800 physicians from 50 different countries have been FIPP-certified.
[Mission statement concept and goals. World Institute of Pain Web site.
http://www.worldinstituteofpain.org/site/pages.php?pageid=24. Ac-
cessed April 7,2014.]

Now we have a significant number of pain clinics, geared solely to the
management of pain, particularly the severe intractable kind.


http://www.worldinstituteofpain.org/site/pages.php?pageid=24

History of the Concept

The original impetus came during World War Il. Dr. John Bonica, a Sicil-
ian-American anesthesiologist and chief of anesthesiology at a large
military hospital in Fort Lewis, Washington, was confronted with 7,700
beds, regularly filled with young injured soldiers suffering from serious
war injuries and concomitant pain.

Bonica's search became the quest to find effective methods of pain
management.

In 1947, John left the Army and became Chief of Anesthesia at Taco-
ma General Hospital. He devoted his career to the study of pain, estab-
lishing it as a multidisciplinary field. He believed in a team approach
to the field of pain management, incorporating various specialties to
treat acute and chronic pain. He created residency programs, chaired
departments, wrote standard texts in the field, and had his work pub-
lished in numerous languages. In 1966, Bonica became president of
the American Society of Anesthesiology.

His classic text, The Management of Pain, Second Edition, was published
in 1990. Pope John Paul Il requested to have a copy for his own per-
sonal library. Bonica's Principles and Practice of Obstetric and Analgesic
Anesthesia—written as a result of the fact that his wife almost died of
complications during the birth of their first child—became an endur-
ing legacy used worldwide.

Today, pain clinics have an armory of tools. The typical pain man-
agement team includes medical practitioners, clinical psychologists,
physiotherapists, occupational therapists, physician assistants, nurse
practitioners, and clinical nurse specialists. [Main CJ, Spanswick C. Pain
management: an interdisciplinary approach. Churchill Livingstone;
2000. ISBN 0-443-05683-8.]

Such a team may also include other mental-health specialists and mas-
sage therapists. Effective long-term management of pain may require
interdisciplinary cooperation with all of these specialists and their dif-
ferent skill sets.

When a painful injury or pathology is resistant to treatment and per-
sists, when pain persists after the injury or pathology has healed, and
when medical science cannot identify the cause of pain, the task of
medicine is to relieve suffering. Treatment modalities directed towards
chronic pain include pharmacological measures, such as analgesics,



tranquillizers or antidepressants; interventional procedures, such as
surgery and ablation of nerves, physical therapy, physical exercise, or
application of ice and/or heat; and psychological measures, such as
biofeedback, hypnosis, and cognitive behavioral therapy.

Cognitive Behavioral Therapy

Cognitive behavioral therapy (CBT) for pain is supposed to help pa-
tients to understand the relationship between one’s physiology (e.g.,
pain and muscle tension), thoughts, emotions, and behaviors. A main
goal in treatment is cognitive restructuring to encourage helpful
thought patterns, targeting a behavioral activation of healthy activi-
ties, such as regular exercise and pacing.

Lifestyle changes are also taught, to improve sleep patterns and to
develop better coping skills for pain and other stressors using various
techniques (e.g., relaxation, diaphragmatic breathing, and even bio-
feedback).

Studies have demonstrated the usefulness of cognitive behavior-
al therapy in the management of chronic low back pain, producing
significant decreases in physical and psychosocial disability. A study
published in the January 2012 issue of the Archives of Internal Medicine
found that CBT is significantly more effective than standard care in the
treatment of people with body-wide pain, like fiboromyalgia.

Evidence for the usefulness of CBT in the management of adult chron-
ic pain is generally poorly understood, due partly to the proliferation
of techniques of doubtful quality and to the poor quality of reporting
in clinical trials. The crucial content of individual interventions has not
been isolated and the important contextual elements, such as thera-
pist training and development of treatment manuals, have not been
determined. The widely varying nature of the resulting data makes
useful systematic review and meta-analysis within the field very diffi-
cult. [Pain management. Wikipedia Web site. http://en.wikipedia.org/
wiki/Pain_management.]

In 2009, a systematic review of randomized controlled trials (RCTs) of
psychological therapies for the management of adult chronic pain (ex-
cluding headache) found that CBT had “weak” effects in improving pain
and minimal effects on disability associated with chronic pain. How-
ever, CBT was effective in altering mood outcomes and there is some
evidence that these changes are maintained at six months.


http://en.wikipedia.org/wiki/Pain_management
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The results, from the same study authors, regarding children, found
more cheerful news: Psychological treatments are effective in pain
control for children with headache and with musculoskeletal and re-
current abdominal pain. These results appeared to be maintained.
There is some evidence available to estimate effects on disability or
mood. [Eccleston C, Palermo TM, Williams AC, Lewandowski A, Morley
S. Psychological therapies for the management of chronic and recur-
rent pain in children and adolescents. Cochrane Database Syst Rev (2).
2009; CD003968. doi:10.1002/14651858.CD003968.pub2.]

Hypnotism as a means of adjusting the perception of pain and atti-
tudes to pain is dealt with elsewhere in this book.

The Doctors

Pain specialists, or pain medicine doctors, are experts at diagnosing
the cause of pain and then treating it.

Pain management practitioners come from all fields of medicine. In ad-
dition to medical practitioners, a pain management team may often
benefit from the input of physiotherapists, clinical psychologists, and
occupational therapists, among others.

Anesthesiologists, neurologists, and neurosurgeons most frequently
specialize in pain management. Some physiatrists also specialize in
pain management.

Pain physicians are often fellowship-trained, board-certified anesthesi-
ologists, neurologists, physiatrists, or psychiatrists. Palliative care doc-
tors are also specialists in pain management.

As the field of pain medicine has grown rapidly, many practitioners
have entered the field, some not board-certified. Practitioners lack-
ing a medical fellowship have opted for certification by the American
Board of Pain Medicine, which does not require post-graduate med-
ical fellowship training and is not recognized by the American Board
of Medical Specialties. That's just politics; your concern is simply: is he
(she) any good?

Here's more about these specialists:

Anesthesiologists: These doctors are often the leaders of a team of
other specialists and doctors who work together to help manage pain.



The team may include orthopedists (doctors who deal with the pre-
vention or correction of injuries or disorders of the bones and skeletal
system), nurse practitioners, physician assistants, physical or rehabilita-
tion therapists, and others.

Neurologists: Doctors who diagnose and treat diseases of the nervous
system. Their tools are almost entirely drugs.

Neurosurgeons: Doctors who perform surgery on the nervous sys-
tem. This is very drastic and final. No use finding a cure later, if that part
of the body is gone. Neurosurgeons, in my opinion, are notorious for
carrying out unproven and unjustifiable procedures, just for the lure
of profits.

Physiatrists: Doctors who specialize in physical medicine, which is
a branch of medicine that deals with the treatment, prevention, and
diagnosis of disease by physical means, including manipulation, mas-
sage, and exercise.

Orthopedic surgeons, who may operate to ablate nerves and remove
tissue.

Specific Approaches to Pain Relief

In many senses, it is a question of skilled matching of the type of pain
with the patient’s experience and capabilities. Types of pain are many
and varied, as are its sites, and patients are about as diverse in charac-
ter and attitude as their numbers.

Certain pains suggest certain types of treatment; certain patients seem
to demand a certain approach. There is less “hard science” than propo-
nents might like to believe and perhaps more thoughtful compassion
and whimsy than is admitted.

Specific treatments, other than the ones to be found elsewhere in this
text, include:

Injections. Local anesthetics, sometimes combined with a corticoste-
roid, may be injected around nerve roots or into muscles and joints to
relieve irritation, swelling, and muscle spasms.



Nerve blocks. If a group of nerves, called a ganglion or plexus, causes
pain to a specific organ or body region, injections with local anesthet-
ics may be useful for blocking the pain in that area.

Ablation. This means severing nerves and is a remedy of desperation,
when nothing else with suffice. Pulsed radiofrequency modulation and
actual severing of nerves may work.

Back Pain.There are many interventional procedures available for pain.
Interventional procedures typically used for chronic back pain include
epidural steroid injections, facet joint injections, neurolytic blocks, spi-
nal cord stimulators, and intrathecal drug delivery system implants.

A spinal cord stimulator is an implantable medical device that creates
electricimpulses and applies them near the dorsal surface of the spinal
cord, providing a paresthesia (“tingling”) sensation that alters the per-
ception of pain by the patient.

An intrathecal pump is used to deliver very small quantities of medi-
cations directly to the spinal fluid. This is similar to epidural infusions
used in childbirth and postoperatively. The major differences are that
it is much more common for the drug to be delivered into the spinal
fluid (intrathecal) rather than epidurally, and the pump can be fully im-
planted under the skin. This approach allows a smaller dose of the drug
to be delivered directly to the site of action, with fewer systemic side
effects.

Physical Therapy. Physical medicine and rehabilitation (physiatry/
physiotherapy) employ diverse physical techniques, such as thermal
agents and electrotherapy, as well as therapeutic exercise and behav-
ioral therapy, alone or in tandem with interventional techniques and
conventional pharmacotherapy to treat pain.

See also: Understanding Pain Prescriptions, section 2



ACUPUNCTURE

Around 2003, | lived in Sri Lanka, a small island nation in the Indian
Ocean (I'd go back at the drop of a hat!)

While | worked there at the Open International University of Comple-
mentary Medicines, | saw some remarkable “non-Western” medicine,
including acupuncture in operation. It was nothing to see a 5-kilo mass
(12 pounds) of tumor removed from near the face with no anesthetic
whatever. Just acupuncture.

While doctors in the USA were being indicted and jailed for the “fraud”
of acupuncture, the rest of the world was watching sights like this on
TV and marveling at how effective it was. Just a few needles placed in
just the right places seemed to numb the body of all pain feelings and,
if the pain started to re-emerge, a few twizzles on the needles sent the
patient back into the state of anesthesia!

No intubation, no anesthetic gases with concomitant danger to life,
no chance of cutting the wrong limb off, because the patient is wide-
awake conscious!

Not surprisingly then, acupuncture—in the right skilled hands—can
tackle milder pain, such as soreness, stiff neck, and arthritis. The only
condition for success is that you do have to find the right person, with
the requisite skills. There are so many people masquerading as acu-
puncturists who are badly trained and incompetent, that it is caveat
emptor (buyer beware).

Nor is it enough just to look for professional certification or approval
from a licensing body, because those are notoriously corrupt and really
just a trade union, designed to keep outsiders on the outside, while
“the boys” carve up the action between themselves.

There are good acupuncturists who wouldn't go near such a profes-
sional body!



How Does It Work?

All pain is blocked flow; that's the theory. Get the energies flowing
again through the meridians and the pain will dissolve itself.

Ever since the 1970s, when this ancient Chinese tradition debuted in
the US, Western researchers have sought to understand the phenome-
non of acupuncture. Now proper research is emerging to make it “evi-
dence-based medicine”

A new study of acupuncture, published in the Archives of Internal Med-
icine, one of the most rigorous and detailed studies to date, found
that it can ease migraines and arthritis and other forms of chronic
pain. [Arch Intern Med. 2012; 172(19): 1444-1453. doi: 10.1001/archin-
ternmed.2012.3654.]

That puts paid to the usual dumb criticism: that there is “no proof” it
works, or “studies showing it works are of poor quality” (the usual get-
out when something unpalatable to narrow-minded orthodox doctors
is published).

Financed by the National Institutes of Health and carried out over
about half a decade, the new research was a detailed analysis of earlier
research that involved data on nearly 18,000 patients and found that
acupuncture outperformed placebo and standard treatments when
used on people suffering from osteoarthritis, migraines, and chronic
back, neck and shoulder pain.

This latest study was relentless in tracking down quality results. The
findings were “rigorous,” to use the modern term. Hard to argue with,
in other words.

You'll get the usual carping critic who claims, “Ah, but it didn't prove
it worked for knee pain!” Ignore all such; the results are outstandingly
clear: acupuncture is no longer “controversial”

The truth is, acupuncture is among the most widely practiced forms
of alternative medicine in the world and is offered by many hospitals,
even here in the medically-retarded USA. Most commonly, the treat-
ment is sought by adults looking for relief from chronic pain, though
it is also used with growing frequency in children. According to gov-
ernment estimates, about 150,000 children in the United States under-
went acupuncture in 2007.



Acupuncture is used as an adjunct treatment or an acceptable alterna-
tive to treat an ever-growing list of disorders: addiction, stroke, head-
ache, menstrual cramps, tennis elbow, fibromyalgia, osteoarthritis, low
back pain, carpal tunnel syndrome, asthma, infertility, pregnancy prob-
lems, dental pain, and side effects from cancer treatment.

One advantage of this type of treatment, admits the US National Insti-
tutes of Health, is that the rates of side effects are substantially lower
than that of many drugs or other accepted medical procedures used
for the same conditions.

Acupuncture is effective for the treatment of chronic pain, said the
2012 study, and is therefore a reasonable referral option. Significant
differences between true and sham acupuncture indicate that acu-
puncture is more than a placebo.

However, the authors noted the differences were not spectacular, sug-
gesting that the wise course of action was to include acupuncture, if
you are inclined to use it, along with other pain-modifying techniques
listed in this book. Do not rely on acupuncture alone.

| repeat what | said earlier—I have seen it produce amazing results. So
it's your call!



Musculoskeletal Points
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This schematic representation of the human body on the outer
ear is a distortion of the shape, as you can see.

But the layout bears a remarkable resemblance to an upside
down replication of our anatomy. Points can be stimulated by
needles or studs, or even just finger pressure.

Some points are great for relieving pain. If the pain recurs or is
chronic, you can wear a stud in the appropriate point. You then
stimulate it by pressing or twiddling the stud whever you feel
uncomfortable.

There are, of course, numerous other points which can be used
for addictions and other kinds of pathology. This diagram is for
illustrative purposes only, not instructional.



EAR ACUPUNCTURE

Nogier’s Auriculo-Acupuncture Method

There is another variant of acupuncture you may not have heard of. It
rests on the fact that most acupuncture points are replicated on the
outer ear (the pinna) and therefore is called auriculo-acupuncture.

Historically, the Chinese, Arabs, Romanies, Hindus, and some Europe-
ans advocated needling a point on the ear lobe to remedy eye deficien-
cies. Even today, some European doctors recommend the insertion of
a gold or silver earring to stimulate this spot continuously in cases of
eye deficiency.

An ancient Indian text, the Suchi Veda (which translated means “Sci-
ence of Needle Piercing”) gives detailed techniques and points for
needling the ears. It is interesting that the Arabs should use the ear
mainly for the treatment of low back pain and kidney trouble, when it
is known that the ear is seen by the Chinese as the outward “flowering”
of the kidneys.

Ear acupuncture was revived in modern times by the French doctor,
Paul Nogier, and published in 1951. Apparently (so the story goes), he
sometimes saw patients who had had cauterization of points on the
ear and who claimed to have been relieved of their sciatica as a result
of this treatment.

After several years of experimentation, Nogier revived auriculo-acu-
puncture and established a map of the acupuncture points on the out-
er ear (see diagram). Each point generally named for its related anato-
my, e.g., lung, heart, knee, elbow, brain etc.

It's usually pointed out that these points fairly closely resemble the im-
age of an inverted homunculus or fetus. That might be fancy or maybe
is a strong clue to why this works as it does. Auriculo-therapy has even
been important back into China, where it has sparked a wave of re-
search into the apparent embryonic connections.



Currently, auriculo-acupuncture is much used for anesthesia, weight
loss, and addictions, particularly smoking. | have a good friend who
decided to test the “dental anesthesia” point by squeezing it hard and
she reported to me it worked very well, allowing the dentist to drill her
tooth without an injection of local.

To be really sure it was working, she relaxed her pressure during the
procedure, squealed with pain and rapidly re-asserted her firm grip on
that part of the ear!

Diagnosis can be done by finding tender or painful points. These are
then treated with pressure (squeezing), needles and studs, laser, or
even electrical stimulation.

Devices

P-Stim. The P-Stim (Biegler GmbH, Mauerbach, Austria) is a portable
auricular electro-acupuncture stimulation device used for the treat-
ment of pain. Compared to conventional acupuncture, it has the ad-
vantage of continuous auricular stimulation for up to four days.

You can take a crack at self-treatment using the auriculo-acupunc-
ture approach. There are several simple electrical devices on the mar-
ket, like the Medicomat-15, which is sold on Amazon and costs $160
at the time of writing. [Acupunct Med. 2009; 27: 187-188. doi:10.1136/
aim.2009.001388



HOMOTOXICOLOGY

For this pain treatment modality, | am going to have to teach you a
whole new medical paradigm. | already explained in the introduction
that it's not in my nature to just throw you tidbits. I'd rather play my
full role as educator and teach you what you need to know to progress
through life safely and with the skills and knowledge to at least defend
yourself, even if you don't aspire to therapeutic abilities.

You should find it an interesting journey and you can always look fur-
ther into things, if you become captivated by the model. Once again,
it goes well beyond just treating the symptom: pain relief. It's about
solving problems and restoring health.

| sometimes call this treatment modality “deep tissue cleansing” be-
cause that comes closer than anything to describing what'’s actually
going in. I'm talking about eliminating toxins from the body and put-
ting a stop to the negative effects they have, unless dealt with properly
and terminatedly.

I'm talking now about homotoxicology; “homo-" (the same) in this
sense means “own toxins.” Despite its clumsy name, homotoxicology is
a wonderful natural healing science. It is a therapeutic branch that en-
ables deep cleansing of the body tissues, removing old toxins, disease
processes and degenerative debris, leaving the fluids clean, fresh, and
able to function as intended.

Based on homeopathy, but not quite the same thing, homotoxicology
is the brain child of German doctor Hans-Heinrich Reckeweg (1905-
1985). Knowing homeopathy and drawing on a vast knowledge of
herbal lore and medicines, he compounded a store of remedies which
trod a line between folk medicine and basic plant pharmacology. In
the course of time, it has proved itself so well that tens of thousands of
German doctors use it in daily practice, although it is less well-known
in the rest of the world.

It has been also called the German system of homeopathy, though this
is slightly comical, since the original, classical system of homeopathy



was also invented by a German, Samuel Hahnemann. It’s also some-
times known as complex homeopathy, not because it is complicated,
but because it uses mixtures or complexes.

Another term used for this approach to healing is bioregulatory medi-
cine; the Germans love these clunky, compounded words; it's how their
language works.

The Matrix in Health and Disease

Whereas so much molecular medicine is aimed at the cell, as if it were
the sole seat of disease, Dr. Alfred Pischinger, then professor of Histol-
ogy and Embryology in Vienna, saw with great insight that the extra-
cellular fluids were the key to health. These fluids, which Pischinger
called the “matrix,” or ground regulation system, support everything
else, bringing nutrition, oxygen, hormone messengers, and other vital
substances to the tissues and removing excretion products, toxins, and
the residue of old diseases.

Cells may be important but are not a separate entity because they can-
not exist without being nurtured in this matrix. In this sense, modern
medicine has blinded itself and somehow ignores the obvious role of
the support mechanisms.

Reckeweg pursued Pischinger’s matrix model and devised ways to use
natural substances to support, clean, and revitalize the extracellular
matrix. That's what homotoxicology does. Most of the classic homeo-
pathic remedies are still there, though used slightly differently.

The point is that pain relief is far more thorough and permanent if the
whole landscape of the body is cleaned up. Then the pain nerves have
nothing to complain about and fall silent!

| have reproduced a schematic diagram of the matrix here. | hope it
sheds some light.

Pischinger’s matrix
It shows the matrix being fed by blood from the heart and drained
away by venous blood and lymphatic drainage (doctors tend to forget
this aspect of tissue hygiene). The connective tissue cells are floating
in the extracellular fluid. The whole is supplied by the nervous system,




which helps regulate it. But many chemical messengers also control
this matrix: hormones, of course. Also cytokines (literally means “cell
motivators”).
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Cleansing the Matrix

So, if we can help this internal transport system, and find ways to detox
it, so that it is running sweetly, we can work wonders for health and
reduce or eliminate symptoms due to the matrix becoming burdened
with toxins.

To do that, we use remedy mixtures, compounded with the end in
mind. Reckeweg made formulas that would support the liver and kid-
neys, that would work for flu, diabetes, and women’s problems, stim-
ulate metabolism, tone up the immune system, retard tumors, repair
inflammation, act as painkillers, and so on. In other words, these are
function-based medicines.

The remedies are homeopathically diluted but not so much. We rarely
see the large dilutions of classical homeopathy, in which none of the



original substance is present (something that drives ignorant doctors
and scientists wild!)

Reckeweg’s original company was called HEEL (stands for herba est ex
luce: Latin for “plants are from light”). Reckeweg is long deceased but
HEEL is still there in Baden-Baden, Germany. | mention it because you
can find one of Reckeweg’s most famous formulas in almost any health
store in Europe and the USA—even in Whole Foods, USA—it’s called
Traumeel and, as you might guess, it’s for trauma or injury. See? You
already knew something about this! (Most of HEELs remedies end in
“eel!)

Having said that, | must now say there are many other fine companiesin
this space, too, and they manufacture superb products that are among
the most effective and yet gentle remedies that | know. Specifically, |
will mention Guna (Italy), Deseret Biologicals (Utah), HEEL-BHI (Biolog-
ical Homeopathic Industries), Albuquerque (started here by Reckeweg
after retirement but not related, commercially, to the Baden-Baden
company), and Pascoe (Friedrich H. Pascoe (1867-1930).

Chords

As well as mixtures of remedies, some formulas are a single remedy
in a mixtures of potencies (called a “chord,” after the musical term for
several notes sounding at once).

There are key advantages to using potency chords:

« Layers of action, so going deeper
- Fewer initial aggravations than classical dosing
« Doses can be repeated
« Broader spectrum of effect
« No problems selecting the appropriate potency
« No problems in assessing the duration or spectrum of action
« Mixing high and low potencies produces an effect that lies
somewhere in between: rapid onset (low potency) and long-
lasting action (high potency)
» Faster action
« Potency stages retain their own effects
Then there are homaccords, which are mixtures of chords and multiple
remedies (you don’t need to memorize this; there’s no exam!)



So, for example HEEL's Nux Vomica Homaccord (nux vom is a classic
detox substance, going back to the time of Hildegard of Bingen). This
particular preparation contains:

Colocynthis 3X (0.15ml)
Colocynthis 10X (0.15ml)
Colocynthis 30X (0.15ml)
Colocynthis 200X (0.15ml)
Lycopodium clavatum 3X (0.15ml)
Lycopodium clavatum 10X (0.15ml)
Lycopodium clavatum 30X (0.15ml)
Lycopodium clavatum 200X (0.15ml)
Lycopodium clavatum 1000X (0.15ml)
Bryonia alba 3X (0.1ml)

Bryonia alba 6X (0.1ml)

Bryonia alba 10X (0.1ml)

Bryonia alba 15X (0.1ml)

Bryonia alba 30X (0.1ml)

Bryonia alba 200X (0.1ml)

Bryonia alba 1000X (0.1ml)

Nux vomica 3X (0.1ml)

Nux vomica 10X (0.1ml)

Nux vomica 15X (0.1ml)

Nux vomica 30X (0.1ml)

Nux vomica 200X (0.1ml)

Nux vomica 1000X (0.1ml)

See page 60 for explanation of the potencies.

Dosing Regimen
Depending on the exact remedy, these preparations can come as tab-
lets, creams and ointments, or glass ampoules. The latter are made for
IV administration but there’s a trick that enables you to take the reme-
dy without needing a doctor or nurse to give you an IV:

Dissolve one ampoule in a bottle of spring water (preferably glass bot-
tled, so no BPA, phthalates, etc.) Sip it throughout the day (no rush!)
Then skip two days.

Repeat. In other words, one day on and two days off. If you are taking
two remedies at once, A and B, you go:



- Day1:A

« Day2:B

« Day 3:nil

- Day4:A

- Day5:B

« Day 6:nil,and so on...

Traumeel and other remedies work best from the ampoules. But creams
and tablets are almost as good. Dose as prescribed.

Homeopathic Trials

Homotoxicology works well for pain and inflammatory conditions, in-
cluding rheumatoid arthritis, fibromyalgia, bursitis, back pain, acute
sprain, sports injuries, migraines, and headaches.

There have been a number of trials of Traumeel, including for its ef-
ficacy in the treatment of sprained ankles. In a reasonably large ran-
domized, blinded, and controlled multi-center study published in
2012, 449 physically active men and women (age 18-40) with a mild to
moderate sprain of the ankle (grade 1 and 2) were treated. They were
administered with Traumeel ointment (n=152), Traumeel gel (n=150)
or diclofenac gel (n=147).

There was little difference in the results between the three medications,
in terms of reducing symptoms of inflammation, accelerating recovery,
and improving mobility. But of course Traumeel is far less dangerous
than NSAIDs (see page 25). It's also far cheaper.

While continued research and development is ongoing to broaden the
clinical evidence of Traumeel in acute musculoskeletal injury and to fur-
ther establish its benefits, current information suggests that Traumeel
may be considered as an anti-inflammatory agent that is at least as ef-
fective and appears to be better tolerated than NSAIDs. [De Vega CG, et
al. A randomized, controlled, multicentre study on the effectiveness of
Traumeel (ointment and gel) in terms of pain reduction and functional
improvement compared with diclofenac gel in acute ankle sprain. Ab-
stract EULAR12-4940 presented at the European League Against Rheu-
matism (EULAR) Congress, Berlin, Germany, June 6-9, 2012.]

This same medicine was also used in the treatment of traumatic hemar-
throsis (joint swollen with blood) and was shown to significantly re-
duce healing time, as compared to a placebo. Objective measurements



of joint swelling and movement and evaluation of the synovial fluid at

injury were assessed.

Other Pain Control Preparations

There are numerous choices for pain control in this class of medica-
tions. Here are just some examples from the HEEL practitioner manual.

Ankylosing spondylitis
Arthritis

Back pain, lumbago, sciatica
Gall bladder

Colitis

Dislocations and sprains

Gout

Colic

Endometriosis, dysmenoorhea
Irritable bowel, with pains
Kidney stones

Migraine

Muscular rheumatism, fibrositis

Neuralgia

Pancreatitis

Prostatitis

Shingles

Snake bite

Sports injuries, dislocations
TMJ syndrome

Trigeminal neuralgia

Traumeel, Zeel

Zeel

Colocynthis Homaccord
Chelidonium-Homaccord
Podophyllum comp
Traumeel

Lithiumeel

Spascupreel
Gynadicoheel

Nux vomica-Homaccord
Atropinum compositum
Psorinoheel

Colocynthis-Homaccord and
Rhododendronneel

Colocynthis-Homaccord and
Spigelia comp.

Momorcordia comp.
Sabal-HomaccordomaccordHo
Ranunculus-Homaccord
Arnica-Heel

Traumeel

Zeel or Traumeel

Spigelon

A Completely Novel Approach To Pain

| have hinted all the way through this book that improving overall
health issues has great benefit for reducing or eliminating pain. After
all, pain means something is wrong. It should not be suppressed with



analgesics but some attempt needs to be made to get to the cause of
the problem and eradicate it.

There are many ways to use homotoxicology to improve health, such
as clearing old vaccination and childhood diseases (the effect may be
lingering in the matrix fluid); stimulating detox organs, such as liver
and kidneys; rejuvenating tissues, with things like lively placenta tis-
sue; improving blood flow and cardiac performance; and what we call
“drainage,” which is to say getting the matrix circulation flowing prop-
erly, as per the diagram above.

We can also energize tissues by boosting what is called the Kreb's cycle.
This is the pathway where glucose is metabolized, creating adenosine
triphosphate (ATP) molecules, which are our principal source of cellu-
lar energy in the mitochondria. Basically, the Kreb’s cycle is a series of
eight enzyme reactions, which take place sequentially.

Any disruption in the cycle stops the process. The therapeutic idea
behind the “bio-catalyst” products is to administer the citric acid cycle
intermediates in a series of steps, until all the intermediates have been
taken. If there is a particularly strong reaction at any one of the steps,
attention can be focused on that intermediate, which can be given as
part of the therapy program.

Research has shown that the addition of specific enzyme substances
will induce the enzymes into action. This way, if the citric acid cycle
is disrupted at any point, adding the intermediate at that point will
cause the cycle to pick up again. ATP will be produced and energy will
be available to the body for reactions and to ward off disease. Overall
health will pick up.

HEEL have prepared a series of homeopathic “boosters” for each stage
of this cycle plus two extras (boxes of 10). We call them the interme-
diate catalysts, though the full name is “bio-catalysts of the citric acid
cycle” The individual catalyst names are of no importance to you. Just
remember the boxed set! Hopefully, if you are working with someone
skilled in this therapy, he or she will be very familiar with them anyway.

This approach is one of the great boosts against the slowing-down pro-
cess of aging.



Some Conditions That Can Benefit from
Intermediate Catalyst Therapy

« Paresis, neuralgia, toxic neuritis, vegetative dystonia, migraine
« Eczema (“neurodermitis”), itching (including pruritus vulvae),
psoriasis, vitiligo, pemphigus, scleroderma
+ Bronchial asthma
« @Gastric and duodenal ulcer, hepatosis, cirrhosis of the liver and
injurious hepatic disorders, pancreopathy
+ Kidney disease, e.g., nephrosis and chronic nephritis
« Myocardial impairment, angina pectoris, treatment subsequent
to myocardial infarction, arteriosclerosis, cerebral sclerosis
« Hormone dysfunction and dysregulation of endocrine glands,
e.g., diabetes mellitus, over- and under-active thyroid
« Pre-cancerous and de-differentiation phases (previously:
neoplasm phases) within any tissue whatsoever
« During and ensuing X-ray and radioactive exposure (several
enzymes, e.g., maleate dehydrogenase, are sensitive to radiation)
« Blood manufacturing disorders: thrombocytopenia, leucopenia
Depending on local laws in your country, you may be able to prescribe
homotoxicology for yourself. Very many of Reckeweg's remedies are
available over the counter and by mail order. Surprisingly, Traumeel is
the one you may have most trouble with, because it contains Aconite
(monkshood) which is highly toxic, yet only diluted to the 3rd potency
(3X). It's OK in the USA though.

Also—don't forget all of these remedies—and there are hundreds—
can be used with the biopuncture method (page 63).

Biographical note: | was on the advisory board for Homotoxicology
UK for many years and on the speaker list for HEEL, Baden-Baden.

Homeopathic First Aid

BACH’S RESCUE REMEDY

It would be a big mistake not to mention Bach’s so-called “Rescue Rem-
edy”. It's not for pain, as such, but for shock, trauma, injury and any-
thing which shakes a person up temporarily.

It's a homeopathic preparation of five flower remedies: Impatiens, Star
of Bethlehem, Cherry Plum, Rock Rose and Clematis.



This mix was created by Dr. Edward Bach to deal with emergencies and
crises — the moments when there is no time to make a proper individ-
ual selection of remedies.

The Rescue Remedy is designed to help deal with immediate prob-
lems. If you are working through an underlying problem - or if you
seem to need rescuing every day - you will find a longer-term solution
by selecting a personal blend of remedies.

Put 10 drops into a tumbler of water and sip it over an hour or two.
Repeat if needed. You can also dab drops behind your ear, on the fore-
head or on the wrists, to good effect.

More information at the Bach Remedies website:
www.BachFlower.com

CALENDULA CREAM

Calendula officianalis (Marigold) is a much-loved remedy. It's great for
painful skin conditions, such as cuts, scratches, scuffs, burns, scalds,
too much sun, or fiery eczema. You should always have a tube of this
handy.

For minor burns, immediately run cool water on the burn for several
minutes and dry. Then apply plentiful Calendula Cream to the affected
area 3 - 4 times a day or as needed.

For cuts, scrapes and shallow wounds, first cleanse the area with mild
soap, rinse and dry, before applying the cream.

You can also get sprays and balm. Incidentally, Calendula is listed in
the US Homeopathic Pharmacopeia.

The Meaning Of Homeopthic Potencies

It is important to understand the following characteristics of how ho-
meopathic “nanopharmacy” medicines are made.

1. Most homeopathic medicines are made by diluting a medicinal
substance in a double-distilled water. It should be noted that physi-
cists who study the properties of water commonly acknowledge that
water has many mysterious properties. Because homeopaths use a
double-distilled water, it is highly purified, enabling the medicinal sub-



stance to solely infiltrate the water. The medicinal solution is usually
preserved in an 87% water/alcohol solution.

2. Each substance is diluted, most commonly, 1 part of the original
medicinal agent to 9 or 99 parts double-distilled water. This is the C
series (c for 100). The mixture is then vigorously stirred or shaken. The
solution is then diluted again 1:9 or 1:99 and vigorously stirred. This
process of diluting and stirring is repeated 3, 6, 12, 30, 200, 1,000, or
even 1,000,000 times.

3. Another common sequenceis the 1in 10 or D (decimal series), some-
times known as the X series (Roman numeral X).

4. It is inaccurate to say that homeopathic medicines are just extreme-
ly diluted; they are extremely “potentized.” Potentization refers to the
specific process of sequential dilution with vigorous stirring. The theo-
ry is that each consecutive dilution in conjunction with the process of
shaking/stirring infiltrates the new double-distilled water and imprints
upon it the fractal form of the original substance used (fractal refers to
the specific consecutively smaller pattern or form within a larger pat-
tern).






BIOPUNCTURE

Biopuncture therapy, developed by my friend Jan Kersschot in Bel-
gium, is gaining international recognition. It is useful for pain.

It's similar to neural therapy but definitely a separate modality. Instead
of using anesthetics or toxins (lidocaine, bee venom, etc.), it uses gen-
tle homeopathic remedies. The idea is to inject the remedy superficial-
ly, into skin or muscles, close to the organ or region of dysfunction.

Products commonly used are, for example, arnica, echinacea, nux vom-
ica and chamomile. Arnica is used for muscle pain, nux vomica is in-
jected for digestive problems, and echinacea is used to increase the
natural defense system of the body.

Biopuncturists always inject cocktails of natural products. Lympho-
myosot is used for lymphatic drainage, Traumeel for inflammations and
sports injuries, Spascupreel for muscular cramps, and so on. This range
of products are from HEEL (Baden-Baden), for which Jan is an agent. |
myself am a champion of these remedies.

Most of the ampoules used for injection are made in Germany and
are held to very strict quality control regulations. Clinical studies on
thousands of patients have confirmed the safety of ampoules such as
Traumeel.

But other remedies from Guna (ltaly), Deseret Biologicals (Utah), etc.,
where appropriate for injection, may be used instead.

The treatment is completely safe, because the ampoules contain high
concentrations of active substances. As a result, toxic side effects are
very unlikely.

Biopuncture therapy is done with remedies that are not so extremely
dilute as classical homeopathy, so we call them ultra-low doses.



The target effect varies widely but almost all remedies are intended to
act on the intercellular fluid matrix and will, in time, remove toxins and
metabolites that may be causing pain and inflammation.

The reaction of your body may be, for example, better local blood cir-
culation, tissue repair, relaxation of muscles, or local detoxification.
During the reparation of tissue, your body is even more vulnerable and
it is a good idea at this stage not to overuse the part that is treated be-
cause it is still in the process of repair.

In addition, organs can be stimulated and healed; old diseases ex-
pelled; and tissues toned and invigorated, so that self-healing takes
place. These ultra-low doses “wake up” mechanisms that are available
anyway. So, the healing effect comes from “inside” your body—not
from the therapeutic products themselves.

How can such a small dose influence your body and stimulate healing?
Scientists don't have the final proof yet, but they postulate that these
injections are working through the stimulation of the body’s natural
defense systems, such as the immune system and detox pathways.

Recent research on biopuncture has given new insight into how these
products seem to do the job. For example, scientific investigation has
illustrated that Traumeel indeed works via the immune system. In June
2004, an article was published in an important medical journal, Clinical
& Developmental Immunology, which is a highly respected journal in
conventional medicine. Your physician will be surprised to hear that
the mechanisms of action of Traumeel include both inhibition of IL-18
and inhibition of TNF-alpha secretion.

If your doctor really wants to know more about this study or is inter-
ested in other clinical studies on biopuncture, he or she can find more
information in the textbooks on biopuncture.

Procedure

Most people are surprised at how easily and quickly these injections
are given. In fact, these injections cannot be compared to the “usual”
injections given in conventional medicine. They are not as painful as an
injection in, for example, a hospital because the needle used is excep-
tionally fine and the quantity injected is very small. Most of them are
given into or just under the skin, others are given into specific muscle
points or into your ligaments (= bands that hold bones together).



The biopuncturist doesn’t give the injections arbitrarily, but they are
administered in carefully chosen spots. The place where the practi-
tioner injects you is as important as the product itself and is different
for each patient.

Usually you will receive multiple injections at a site. For example, if your
doctor wants to work on your liver, he or she will give about seven little
injections under the skin on your belly, just under the rib margin on
the right side.

When you have pain in your elbow, your physician will look for several
painful spots in your arm muscles or elbow ligaments, and inject each
of them in one session. In such a case, you may receive anything from
three to ten small injections in your elbow, neck or arm.

It's a slow, gentle therapy, not a one-shot blast. But it is highly effective
and has far greater benefits than merely the relief of pain. It is truly a
healing modality.

If you have had problems for several months or even years, your bio-
puncturist needs to work on different layers. If it is a complicated case,
he (or she) must also look for deeper causes of your complaints and
work on these. This may be the case when treating, for example, head-
aches or migraine: sometimes your hormonal system has to be regu-
lated; or you need a detoxification (“cleaning” of the body) first. As a re-
sult, you may need several sessions to feel the results of the treatment.

Detoxing

That's a word that’s bandied around a lot these days. In biopuncture,
detoxing removes tissue and fluid contaminants that may be present
in organs, tissues, lymphatics, and extracellular fluid.

The modality, called homotoxicology (dealing with “own toxins”) is a
whole discipline in itself and beyond the range of this book on pain
therapies.

In addition to homotoxins, there is the question of iatrogenic toxins
(vaccinations feature a lot), drugs (which are alien chemicals), smoking,
environmental pollution, and many other exposures to undesirable
and toxic substances.



Bad nutrition with today’s synthetic diets can also lay in large numbers
of toxins.

These toxins can block your defense system. So you will find a good
biopuncturist working on eliminating toxins. To do that he or she uses
what are called “drainage remedies.” Drainage, or elimination of toxins,
is via the liver, gut, kidneys, lungs, and skin. It is like taking the leaves
out of the gutter.

The body is very adept at it but cannot cope if the toxin burden is too
high and will need help from drainage remedies such as lymphomyo-
sot, a remedy considered very important in biopuncture.

The down side of such an approach is that old symptoms (which have
been suppressed earlier on) may come to the surface again. But that
is sometimes part of the healing strategy of the body. There is an old
law that says healing comes from the inside out and goes backwards
through time (so if you arthritis was once asthma, the asthma will
re-appear when the arthritis fades). It's striking but one of the well-
known phenomena of holistic healing.

Pain Specifically

Neck pain and back pain respond well to biopuncture, but one can also
treat ankle sprains, pain in the shoulder, and Achilles tendonitis using
these natural injections. Biopuncture is also very successful in treating
tennis elbow and golf elbow.

However, biopuncture is not just used for pain problems, osteoarthritis
or sports injuries. An area of treatment worth noting is that of allergies
and inflammations. For example, one can treat asthma, eczema and
hay fever. And even patients with bronchitis, cystitis and sinusitis can
be treated with this technique. When a physician is experienced in the
technique, he or she can also treat you for migraine, tension headache,
sciatica, and so on.

Biopuncture is an interesting healing technique for those patients who
want to avoid surgery (for example, for sciatica or sinusitis). In some pa-
tients it may be advantageous to combine the conventional approach
with biopuncture. Each case should be taken into account individually,
of course.



For more information, visit Jan Kersschot’s website: www.kersschot.
com

See also: Homotoxicology


http://www.kersschot.com
http://www.kersschot.com




NEURAL THERAPY

Neural therapy is a method of treating pain and other illnesses caused
by disturbances of the body’s electrophysiology. These electrical dis-
turbances, called “interference fields,” are manifestations of cell mem-
brane instability and typically trigger abnormal autonomic nervous
system responses. Interference fields may be found in scars, autonomic
ganglia, teeth and jaw, internal organs, or other locations where local
tissue irritation exists.

Neural therapy was developed in Germany, beginning in the 1920s, by
two German physician-dentist brothers, Walter and Ferdinand Huneke.
They found by serendipity that procaine—a local anesthetic—when
injected into certain spots such as scars, can relieve pain in areas no-
where near the place of injection!

They also found that the pain relief lasts much longer than would be
expected from the anesthetic effect alone.

A considerable body of scientific research supports its basic principles;
unfortunately, almost all of the literature is published in German and
has never been translated into English. Texts in English are now be-
coming more readily available.

What Characterizes Interference Fields?

Interference fields have lower (or higher) electrical potentials than
surrounding tissues. Currents flow from areas of higher voltage to ar-
eas of lower voltage and seem to send confusing signals to the body’s
nervous system. The body sometimes reacts in inappropriate ways, re-
sulting in altered autonomic nervous system tone, chronic pain, and/
or dysfunction.

Interference fields can be found almost anywhere in the body and are
often far from the part of the body experiencing symptoms. For exam-
ple, an old appendix scar might cause migraine headache, or a wisdom
tooth extraction scar may cause chronic low-back pain. For the most



part, these relationships are totally unpredictable and interference
fields must be searched for everywhere in the body.

The traditional way of finding these fields is by taking a careful history
of the patient’s problem to look for an injury, operation, or illness in the
months or years preceding the onset of symptoms. Presumably, part
of the body’s response to the injury or iliness was a local “alarm reac-
tion”involving the autonomic nervous system. The autonomic nervous
system changes circulation to a body part when an emergency affects
that area of the body. Interference fields seem to develop when the
autonomic nervous system control does not return to normal after the
emergency.

2. Palpate possible trouble spots while testing the patient’s muscle
strength.

Another way of finding interference fields is by making use of the
body’s electromagnetic field. The electromagnetic field of the body
depends on the generation of electricity by healthy tissue. If tissue is
not receiving adequate circulation, as in an interference field, it will be
less vigorous and not have as strong an electromagnetic field over it.

The interference field can be “boosted” temporarily by another person
(usually the physician), touching the spot with his or her hand. When
this occurs, there is a generalized inhibition of all the patient’s muscles.
Thus, the physician can search for interference fields by touching pos-
sible spots while testing the patient’s muscle strength.

What conditions are likely to be caused by an interference field?

Any symptom related to bodily functions controlled by the autonomic
nervous system, such as palpitations, brochospasm, indigestion, con-
stipation, sexual dysfunction, dysmenorrhea, or even cold hands or
feet may be partially or totally caused by an interference field.

Chronic pain—especially migraine—often has an autonomic compo-
nent, such as nausea or sweating. An interference field may also be sus-
pected if sciatica or any other leg pain is accompanied by coldness or
change in skin color.

How does neural therapy treat interference fields?

If an interference field is found, it can be easily treated by injecting it
with a local anesthetic, such as lidocaine. The effect of injecting inter-



ference fields is immediate. There is sometimes sudden relief of symp-
toms—a “lightning reaction”— but any response typically will occur
within the first few days.

In recent years, a non-injection therapy has been developed that seems
to work as well as the -caine anesthetics. A proprietary electrical device
called a Tenscam® is held approximately 18 inches from the body and
directed at the interference field for a minute or two.

More often than not, response to treatment of an interference field
is temporary, sometimes lasting even less than a day. However, even
a very short response is encouraging and indicates that treatment
should be attempted again. Each time an interference field is treated,
there should be a longer response. Treatment is then repeated until it
is no longer required.

How safe is neural therapy?

Neural therapy is a remarkably safe medical treatment. The most com-
monly used anesthetics (procaine and lidocaine) rarely cause allergic
reactions. Allergic reactions to these anesthetics in the past seem to
have been caused by preservatives such as methylparaben. These pre-
servatives are no longer used by most physicians practicing neural
therapy.

Occasionally, patients will feel faint for a few minutes after neural thera-
py injections. This may be caused by “needle fright” or by a short-lasting
lowering of the blood pressure caused by the -caine anesthetic itself.
Puncture of an internal organ is a theoretical possibility with certain
injections. Because the needles used are of small caliber, this is rarely (if
ever) of any consequence. The one exception is the lung which, if punc-
tured, may cause a pneumothorax. For this reason, special care must
be taken with any deep injection into the chest wall or near the lungs.
Another area of injection that carries a slight risk is the head and neck.
Injection of a large volume of anesthetic into an artery could precipi-
tate a seizure. To avoid this, injections in the head and neck are always
performed slowly, drawing back on the syringe from time to time to
make sure the needle has not penetrated an artery.

What conditions may prevent successful treatment?
« Medications. The most common reason for poor response to

neural therapy treatment is the presence of medication. Any
drug with a prefix of “anti-" tends to block the autonomic nervous



system, e.g., antibiotics, anti-inflammatories, antidepressants, and
antihypertensives. lllicit drugs will block it as well.

« Poor nutrition. Inadequate nutrition is much more common
than most people realize. Mineral and vitamin deficiencies
must be corrected or interference fields will either recur or the
response to treatment will not increase with time.

« Toxins. Drugs, tobacco and alcohol may be considered toxins
and can cause a poor response to neural therapy. Environmental
toxins such as organic solvents, herbicides, and fungicides
also affect some people. The metals in dental amalgam fillings,
especially mercury, poison the autonomic nervous system and
may defeat neural therapy.

When and where did neural therapy originate?

Neural therapy is a remarkably safe and simple method of treating
many medical problems and is taught in German medical schools. Only
in recent years have some in the English-speaking world of medicine
become aware of neural therapy.

Types of Pain That Will Respond

« Acute or chronic joint pain (segmental therapy and all scars)

« Post-herpetic neuralgia (Herpes zoster in the chronic stage, not in
the acute stage)

+ Post 3rd-degree burn pain (segmental therapy)

+ Fibromyalgia (injections over the areas of tenderness, all scars,
adrenals, thyroid)

+ Kidney failure (segmental therapy over the kidney area twice a
week)

« Depression and chronic fatigue (segmental therapy to scars, skull,
thyroid, and adrenal area)

- Facial pain, trigeminal neuralgia and TMJ pain

« Premature aging and hormonal imbalances (same treatment as
6.)

Treatment schedule: Any condition may respond to a single treatment
or may require a series of injections. These should be given initially
twice a week, later once a week. If there is no sign of improvement
after four treatments, | discontinue this modality.






All over the body, notably in muscles and connective tissues, there
lurk unpleasant tension points that can cause pain. We call them
“trigger points” because they trigger pain.

Some occur at the same site in pretty well everyone. Others are
unique to the individual. Practitioners of this kind of therapy are
skilled at knowing where trigger points lie and in deducing which
one is the likely culprit.

Often the trigger point is some way away from where the actual
pain is perceived.

In any case, guessing wrong isn't a big deal. The practitioner
chooses a different one and anesthetizes that. Just make sure you
are pain-free hefore leaving the dlinic or office and you'll do fine.



TRIGGER POINTS

”

Similar, again, to neural therapy, is the concept of pain “trigger points
or myofascial trigger points. Myo- means muscle and fascia is just
the scientific name for fibrous sheets associated with muscle (the sil-
very-white stuff you cut off a good steak!)

We'll stick to the term “trigger points.”

It's a pain model that was developed by J. H. Kellgren at University
College Hospital, London, in the 1930s and then, independently, by
Michael Gutstein in Berlin and Michael Kelly in Australia. The latter
two workers continued to publish into the 1950s and 1960s. Kellgren
conducted experiments in which he injected hypertonic saline into
healthy volunteers and showed that this gave rise to zones of distant
or referred extremity pain.

As with the interference fields of neural therapy, the actual hot spot
may be far away from where the pain is felt.

Studies estimate that in 75-95% of cases, myofascial pain is a primary
cause of regional pain. Myofascial pain is associated with muscle ten-
derness that arises from trigger points, which are focal points of ten-
derness, a few millimeters in diameter, found at multiple sites in a mus-
cle and the fascia of muscle tissue.

While nearly everyone has experienced muscle tension pain, the dis-
comfort associated with myofascial pain syndrome persists or wors-
ens. Treatment options for myofascial pain syndrome include physical
therapy and trigger point injections. Pain medications and relaxation
techniques also can help.

Stress and anxiety caused by the painful condition tends to make it
worse.



What Is a Trigger Point?

The term “trigger point” was coined in 1942 by Dr. Janet Travell to de-
scribe a clinical finding with the following characteristics:

Pain related to a discrete, irritable point in skeletal muscle or fascia, not
caused by acute local trauma, inflammation, degeneration, neoplasm,
or infection (in other words, no obvious existing cause).

The painful point can be felt as a nodule or band in the muscle and a
twitch response can be elicited on stimulation of the trigger point.

Palpation of the trigger point reproduces the patient’s complaint of
pain and the pain radiates in a distribution typical of the specific mus-
cle harboring the trigger point.

The pain cannot be explained by findings on neurological examination

Practitioners do not necessarily agree on what constitutes a trigger
point. In general, it is accepted that compression of a trigger point may
elicit local tenderness, referred pain, or local twitch response (not the
same as a muscle spasm).

In a June 2000 review, Chang-Zern Hong correlates some trigger points
to acupuncture “ah shi” (“Oh Yes!”) points, based on a 1977 paper by
Melzack et al. Peter Dorsher remarks on a strong correlation between
the locations of trigger points and classical acupuncture points. Appar-
ently 92% of the 255 recognized trigger points correspond to acupunc-
ture points, including 79.5% with similar pain indications.

Diagnosis of Trigger Points

Trigger points are diagnosed by examining signs, symptoms, and pain
patterns, and by manual palpation.

Signs and symptoms of myofascial pain syndrome may include deep,
aching pain in a muscle, pain that persists or worsens and a tender knot
may be felt in a muscle. There may be difficulty sleeping, due to pain.

Usually on examination, there is a taut band or hard nodules that can
be felt in the muscles containing the trigger point. Often a twitch re-
sponse can be felt in the muscle by running your finger perpendicular
to the muscle’s direction; this twitch response often activates the “all or
nothing” response in a muscle that causes it to contract.



Pressing on an affected muscle can often refer pain, meaning the pain
is felt elsewhere. Clusters of trigger points are not uncommon in some
of the larger muscles, such as the gluteus group in the buttocks.

Sometimes a trigger point feels hot and practitioners can sense that.

Treatment

The trigger point may be subdued by injection of a local anesthetic
such as procaine hydrochloride (without adrenalin added), injections
without anesthetics (dry needling), and injections of saline, steroids,
and even botulinum toxin.

Among physicians, many specialists are well versed in trigger point di-
agnosis and therapy. These include physiatrists (physicians specializing
in physical medicine and rehabilitation), family medicine, and ortho-
pedics. Osteopathic as well as chiropractic schools also include trigger
points in their training. Other health professionals, such as athletic
trainers, occupational therapists, physiotherapists, acupuncturists,
massage therapists, and structural integrators are also aware of these
ideas and many of them make use of trigger points in their clinical
work as well.

Patients can gently massage their own trigger points.

Controversy

Naturally, there is some dispute about this whole model. But studies
using magnetic resonance images and showing abnormalities match-
ing so-called trigger points suggest that the phenomenon is very real.
Results were all consistent with the concept that taut muscle fibers are
the cause, in which stiffness may be 50% greater than that of the sur-
rounding muscle tissue.



This device is so simple to use, anyone can benefit from it. It’s vir-
tually impossible to do it “wrong”. The device has smart sensors
and so can detect changes in the body and respond with fresh in-
put, without the user having much experience in use.

The first time | used a SCENAR | barely knew how to turn it on. Yet
it relieved a friend’s arthritis pain for months, after just one treat-
ment!

On the other hand, if you are a professional health practitioner,
this is the one must-have device that will enable you to heal a
wide range of pathology in a very short time. Families with such
a device will get a lot of new visitors, who just happen to have a
pain somewhere!



SCENAR FAMILY OF
DEVICES

Those of you who have read my paradigm-busting book Virtual Medi-
cine (later re-published as Medicine Beyond) will know that | introduced
the Russian SCENAR device to the world under the banner head Star
Trek Medicine Is Here! (SCENAR is an acronym for self-controlled en-
ergo-neuro-adaptive-regulation).

Actually, it's a whole family of machines and | predicted they would
completely change the face of medicine in the next 20 years. They are
fast, portable, not expensive, and effective against almost any condi-
tion, especially pain, sports injuries, strokes, angina, acute infections,
back pains, and irritable bowel disease, as well as pre-menstrual ten-
sion and post-surgical complications. The SCENAR even been used suc-
cessfully as a portable emergency defibrillator!

Once again | have been proved right and one of the main importers
to the USA tells me that now something like four out of five National
Football League teams have a SCENAR device and someone trained to
use it on their players. It's highly effective at resolving pain and injuries
and gets the player back on the field days sooner, or even weeks soon-
er, than traditional first aid and rehabilitation. That's important because
an injured player costs the club a fortune for every day he is incapaci-
tated.

The device weighs around 300 gm, resembles a TV remote control, and
is powered by an ordinary 9v. battery. It is placed on the skin of the
chest, head, abdomen, or any diseased part, where it collects electro-
magnetic signals. These are then modulated according to the on-board
software program and played back to the tissues.

Charts have been developed to tell the practitioner where to place the
device for its best effect.



Essentially, SCENAR is using the patient’s own endogenous signals on
a cybernetic feedback basis, scanning and re-transmitting many times
a second. As described to me, the device “evolves”a new signal pattern
for the disordered tissues, the machine literally entering into an infor-
mation dialogue with the body. New frequencies and energy patterns
are established, which in turn become fresh input signals, to be further
modified, and so on.

This output-equals-new-input is much the way that fractals are gener-
ated and thus, biologically speaking, we seem to be on good ground
here.

On the premise that disease signals are generally fixed and unnatural,
anything that breaks up the existing order has the capability of dis-
ease-busting. It's certainly great for relieving pain and in the USA has

been FDA-approved for that purpose.

It is emphatically not a TENS device (section 19).

History

The background to these devices is fascinating in itself and will help to
give you an understanding of their capabilities.

The origin of the machine is surrounded in secrecy from the Russian
military. But it clearly springs from research into the electromagnetic
field effects of the body’s biological energy. Eventually, a team of scien-
tists and doctors was assembled to study possible medical applications
of the technology. Researchers subsequently used it to study an East-
ern therapy known as zonal contact massage.

Equipment was developed to monitor bioelectromagnetic effects tak-
ing place in the skin and use these to modulate changes in pressure of
the massage. The establishment of a biofeedback mechanism led to
the creation of a device whose output would depend on skin energetic
response.

Through biofeedback, an interaction is formed between the tissues
and the instrument; each new signal evolves as a new output. No two
consecutive signals from the device are the same. This allows the treat-
ment to be truly dynamic, adjusting for changes in the body through
time and in different physiological states.



The aim with the SCENAR is to stimulate the body’s own endogenous
energies to effect the cure, creating a cascade of endogenous neuro-
peptides. This allows the body its own choice of healing ingredients; a
sort of on-board pharmacy.

The Space Race

This family of healing devices was given a tremendous boost when the
Soviet Union decided to send cosmonauts into orbit for prolonged pe-
riods. It was clear that they needed to have a means of treating any
illnesses that could befall men who could not be rescued, except with
great difficulty. Unlike the American shuttle system, there was no con-
venient way to bring back an ailing cosmonaut back to Earth, should
the need have arisen. The possibility of incapacitating disease was a
major worry.

The pharmaceutical approach was not tenable, bearing in mind the
rigorous weight and space limitations in a spacecraft, and given the
fact that drug-oriented medicine is based on the principle of one sub-
stance for each (potential) condition. Even a very modest therapeutic
range would be weighty.

One other important consideration was that, in an environment where
recycling of water is such an essential feature, any drug entering the
water circulation system would remain, passing through the cosmo-
naut many times.

This was at a time when the Russian space program was being watched
by the rest of the world and maintaining national prestige was of par-
amount concern to the Soviet government. It was essential to come
up with something radically new. It had to be light, easy to use and, of
course, really effective.

Bioenergetic technology was the only extant medical paradigm capa-
ble of delivering these stringent requirements. The SCENAR came to
the fore.

Ironically, no SCENAR device has been used in space to date. There
were delays caused by the authorities insisting on a waterproofing pro-
cess. Before this matter was resolved, funds were suddenly stopped at
the time of perestroika; the so-called “space race” was called off and the
team disbanded. The USA began working on combined space projects
with the Russians and they introduced the capability of evacuating sick



cosmonauts on the shuttle, which meant there was no further need of
on-board therapy.

Subsequent Commercialization

However, that wasn't the end of the story. Four of the original develop-
ment team felt they had designed a very worthwhile system, capable
of changing the face of medicine, and decided to take it onto the open
market. Today, thousands of doctors in Russia are using it as their prin-
cipal treatment modality and it is now available to select and trained
practitioners in the West.

The promise of a small hand-held device that is capable of curing most
illness, such as was portrayed in the cult 1970s TV series “Star Trek,” has
become a reality.

The end of the communist era led to a cessation of funding, but some
of the members of the team decided to continue and formed the OKB
Ritm company in 1983. Names you repeatedly come across are A.N.
Revenko, Y. Grinberg, and Y. Gorfinkel, as well as lead pioneer Alexan-
der Karasev.

They managed to get approval in 1986 from the Russian Ministry of
Health for the device to be used in health clinics.

The OKB Ritm company still produces several models using names such
as SCENAR 97, SCENAR NT, SCENAR 2003, Autoscenar and Kosmed.
(http://www.scenar.com.ru/index_eng.html) They have a branch office
in the Netherlands. (http://www.ritmedic.com/home.html)

Karasev decided to go his own way in 1990 and set up the LET Medi-
cal company, which produces a range of models under the Cosmodic
brand. http://www.scenar.ru/en/)

The exception seems to be the Denas company, which decided to go
down the multi-level marketing route with large numbers of resellers
and reasonable prices. They have four current models, including a Euro
Denas one with CE certification and an English version of their print-
ed 240-page Denas Therapy Manual and its accompanying two-hour
video, although the English translation could be much improved. Their
latest model, the Diadens-DT, even includes two electro-acupuncture
modes.



You can download a good 172-page English manual from the Trans-
formation Technologies website (http://www.braintuner.com/skenar.
htm). It is not stated where this manual came from, but the preface is
signed Sergey Solomko; he is the owner of the Invet company.

| also discovered that there is a wealth of SCENAR-related information
on the Internet but, unsurprisingly, mostly in Russian. However, | have
had great success using the free online translation engine WorldLingo.
(http://www.worldlingo.com/en/products_services/worldlingo_trans-
lator.html)

Google also do their own translator page. Incidentally, my name will
come up with 46 million returns, if you Google for “star trek medicine
scott-mumby” (as of May 23, 2014).

So How Does It Work?

As | said, the model is that of stimulating the on-board pharmacy of
our brain. That includes the release of endorphins, our natural mor-
phine-like compounds. It performs better with a skilled operator, of
course. But it’s remarkably good for self-healing. Applications include
dental pain, headache, sore throat, bruises, arthritis, injuries, and frac-
tures.

In fact, it is quite exceptional for pain relief. | have seen a SCENAR dispel
severe biliary colic, toothache, and the pain of a fracture through the
ankle in a matter of minutes (biliary colic—gallstones—is one of med-
icine’s two worst pains; the other is a kidney stone).

The SCENAR also adapts very well with acupuncture (section 6) and the
auriculo-acupuncture method of Nogier (section 7).

In the right hands, a SCENAR can also be skillfully combined with
knowledge of myofascial trigger points. These are said to be the origin
of a great deal of soft-tissue pain. The trigger point may not be where
the pain is felt (referred pain) so it took a little time for this phenome-
non to come to light (section 11).

Here are some examples of what can be achieved:



Casebook

1. Male, 69 years old

This man, who was a gardener by profession, had chronic suppurating
osteomyelitis of the foot that could not be controlled. He was sched-
uled for an amputation of the lower leg in four days time, largely due
to intractable pain that had lasted over a year. Someone decided to try
a SCENAR device on him. It was run over the affected limb for about 30
minutes.

Next day, the pain had vanished for the first time in eight months. Later
that day, another 30-minute treatment was given. By next morning the
recovery was so dramatic that the amputation was called off. A third
treatment was given and seven days after the first SCENAR this man
was back at work, digging in the garden. His leg has completely recov-
ered.

2. Female, age 68 years

This lady had attended for successful treatment of her asthma. She
commented on painful arthritic knees. | decided to try the SCENAR. In
order to gauge the effectiveness of the treatment, | suggested that we
concentrate on the left knee only and she could compare any improve-
ments with the status of the right knee.

Next morning she rang and was delighted that the pain had vanished
from BOTH knees. One week later, as of the time she returned to the UK,
she had no further pain.

Pets

It's great for animals, too. Roger Meacock, a UK veterinary, uses one rou-
tinely in his practice and has found it very helpful for keeping valuable
racehorses in condition when they have suffered sprains or injuries.

My friend Lorraine (Lorry) Ann Vanbergen from Vancouver Island has a
nice story to tell about her pet dog Alexi, a 10-month old Pomeranian,
who had as broken leg with three separate fractures. The vet’s options
were not good: basically, an amputation or a metal plate. She decided
to use the SCENAR instead; Lorry is one of the main international teach-
ers of SCENAR therapy.



The limb was put in a cast and Lorry worked on the healthy limb on
the other side. Suffice it to say that Alexi made a rapid recovery, which
quite amazed the veterinary.

The key points are:
« The rapid healing
+ The comfort and freedom from any real pain

Clinical Aspects

The SCENAR device is very safe because the impulse times are very
short. No pain is felt but the patient is usually aware of a tingling sen-
sation while it works. The practitioner seeks what the Russians term
asymmetry, meaning something different about the tissue characteris-
tics in the vicinity. There are five main criteria:

- discoloration (reddening or pallor)

+ sensation (numbness or hyper-aesthesia)

« stickiness, in which the machine drags with a magnet-like quality
as it is drawn over certain tracts of the skin

« sound changes (the machine begins to chatter electronically as it
hits certain zones)

« change in numerical output display

Even though it may not coincide with the obvious area of pain or pa-
thology, the important point is to treat the asymmetry. This is similar
to the use of trigger points or “interference fields” in neural therapy;
we treat what the body is offering, not necessarily the site of the pain.

For reasons we do not fully understand, when the asymmetry is elimi-
nated, recovery will rapidly follow.

There are remarkably few contra-indications, notably heart pacemak-
ers and, after 20 years, a complete absence of negative side effects.
SCENAR technology can be used as a valuable addition to other thera-
pies or can be a stand-alone treatment.

A brilliant device indeed!

The Avazzia

We now have another family of SCENAR-type devices, the Avazzia,
made in Texas, USA (not to be confused with Jerry Tennant’s copycat



devices, also from Texas). These
are of good build quality and
come accompanied with intel-
ligible instructions, not pidgin
English!

AVAZZIA
l,f { .‘:-ﬁ'
) @

Everything said above about the
SCENAR can apply equally well
to the Avazzia, including the
fact that they are FDA-approved.
Their onboard software is known
by the acronym BEST (biofeed-
back electro-stimulation technol-
ogy). This non-pharmaceutical, non-invasive technology is designed
to stimulate the body’s natural release of nitric oxide, endorphins and
neuropeptides into the blood stream.

e

Nitric oxide causes vascular dilation and thereby increases blood cir-
culation. This is critical to wound healing, reduction of edema, elimina-
tion of irritant metabolites, and thus pain relief.

As a result, the Avazzia family are able to provide quick relief of chronic
and acute pains. Moreover, pain relief is long-lasting: up to 12 hours,
and frequently longer, which is good news for sufferers.

Nitric oxide, by the way, is also great for cerebral blood flow and erectile
function (Viagra works only by blocking the breakdown of nitric oxide).

One extra valuable detail: BEST technology is designed to continually
modify waveforms to prevent the body becoming habituated to the
signals (or becoming accommodated, as we say). This phenomenon of
the body getting used to something bedevils a lot of therapeutic mo-
dalities. As aresult, a treatment which works well at first may eventually
cease to provide much benefit.

The Avazzia people claim to have conquered this impediment.

So, these devices are not exactly cheap but they are reasonably priced.
It's an investment in your family’s health for a whole lifetime. Every
home should have one, is my motto! The perfect answer to pain, easy,
FAST and effective.

Lorraine and her husband, John Hache, Doctor of Natural Medicine and
a Naturopathic Physician, can be found at: www.PacificHealthOptions.
com and www.Avazzialife.com | have no hesitation in recommending
them. They offer devices and provide top quality training.


http://www.PacificHealthOptions.com
http://www.PacificHealthOptions.com
http://www.AvazziaLife.com

LIGHT THERAPY FOR
PAIN

For centuries scientists have devoted untiring effort to discover a means
for the relief or cure of human ills and restoration of the normal functions.
Yet in neglected light and color there is a potency far beyond that of drugs
and serums.

—Kate W. Baldwin,
M.D., EA.C.S., Fellow, American Medical Association.

Now we come to another surprise healing modality that you can try for
almost any kind of pain: the use of light!

Among the earliest writers to advocate light therapy were Herodotus,
Galen, and the great Arabian physician Avicenna. The ancient Egyp-
tians used a type of color therapy. But the Greeks went further in both
the theory and practice of light medicine, using the sun’s rays to treat
disease in the famous healing temples of Heliopolis (Sun City).

In our own century, Nobel laureate Albert Szent-Gyorgi (who discov-
ered vitamin C) acknowledges the profound influence of light on our
health and states and that all the energy we take into our bodies is
derived directly or indirectly from the sun. Ultimately, all life energy
derives from the sun. It is correct to speak of light as a nutrient.

But Szent-Gyorgi took it much further than this. His research conclud-
ed that many of the body’s enzymes and hormones are functionally
sensitive to light. Color changes can significantly affect the power and
effectiveness of these enzymes and hormones. His findings were sub-
sequently verified by researchers Martinek and Berezin in 1979, who
found that some colors can increase the activity of enzymes by up to
500 per cent and markedly affect the transport of chemicals across cell
membranes. It has even been found that the absence of certain wave-
lengths in light results in the body being unable to absorb fully all di-
etary nutrients.



Throw Away That Sunscreen!

Rays from our Sun are among the most healing properties of Nature.
Sunshine has been shown to heal wounds and kill microbes. It's known
as the “Florence Nightingale effect.”

Yet sunshine has a bad rap these days. Ignorant, stupid and dangerous
“science” prompts the advice to stay out of the sun. Or, if you must go
to the beach, slather yourself in carcinogenic sunblock creams.

The truth is that real science shows that sunshine protects from cancer,
it does not cause it. In 1999, | specifically quoted an Australian study
(they should know), published in the prestigious medical journal Lan-
cet, showing that the incidence of malignant melanoma was far higher
in office workers than in those who were regularly exposed to sunlight
due to lifestyle or occupation. In other words, living and working in the
sun was beneficial. [Beral V, et al. Malignant melanoma and exposure to
fluorescent light. Lancet 2 (1982): 290-292.]

It doesn't stop there. The advice to stay out of the sun or block sun-
light with sunscreen is the worst advice you can get for your prostate. A
study also published in the Lancet (2001), showed that the group that
got the least exposure to the ultraviolet rays of the sun were three times
more likely to develop prostate cancer than those in the group that got
the most sun exposure.

The people who had the highest sunlight exposure reduced their risk
of developing prostate cancer by 66 percent. [Luscombe C, et. al. Ex-
posure to ultraviolet radiation: association with susceptibility and age
at presentation with prostate cancer. The Lancet; 2001; 358; 9282; 641-
642.]

Another study in a different journal (Anticancer Research) showed that
sunlight exposure alone — about 20 minutes a day for fair-skinned
folks and two to four times that much for those with dark skin — can
reduce the risk of prostate cancer and 15 other types of cancer in both
men and women. [Grant W, et. al. The association of solar ultraviolet B
(UVB) with reducing risk of cancer: multifactorial ecologic analysis of
geographic variation in age-adjusted cancer mortality rates. Anticancer
Research. 2006; 26:2687-2700.]



Sunlight Is Our Healing Friend

I'm saying this to point out that sunlight has beneficial and protective
properties. Ignorance (and no doubt the influence of the sunscreen
market dollars) has demonized it as dangerous.

Little wonder, then, that lack of light can have severely destructive
health consequences and that, conversely, the right kind of light can
prove enormously healing. Just sitting in the warm relaxing sun can
ease your pain; it's a common experience.

It is important not to forget that light is just another electromagnetic
energy form. The fact that we can see it gives us a deep psychological
relationship to light, but it is really no different in quality from radio
waves or x-rays. Because of this, we can gain a glimpse of what detailed
information may be contained in light energy form; just think of the
information carried to radios and TVs.

There are several useful pain treatments which employ light including,
of course, lasers (section 14). In this section we will look at three spe-
cific adaptations of light energy, including the use of color, gemstones,

and special electronic machines that can deliver other EM frequencies.

Let’s start with the simplest of these...

Color Therapy (Chromotherapy)

White full-spectrum light is now being used in the treatment of can-
cers, SAD (seasonal affective disorder), anorexia, bulimia, insomnia, jet
lag, shift-working, and alcohol and drug dependency.

Different colored light has a profound effect on how we feel and how a
space feels (room lighting) and has important symbolic meaning, such
asinart.

Experimental research lends support to these observations. Viewing
red light has been found to increase subjects’ strength by 13.5 percent
and to elicit 5.8 percent more electrical activity in the arm muscles.
For this reason it is now used to improve the performance of athletes.
Whereas red light appears to help athletes who need short, quick
bursts of energy, blue light assists in performances requiring a more
steady energy output.



By comparison, pink has been found to have a tranquilizing and calm-
ing effect within minutes of exposure. It suppresses hostile, aggressive,
and anxious behavior — interesting, given its traditional association
with women in Western culture. Pink holding cells are now widely used
to reduce violent and aggressive behavior among prisoners, and some
sources have reported a reduction of muscle strength in inmates within
2.7 seconds. It appears that, when in pink surroundings, people cannot
be aggressive even if they want to, because the color saps their energy.

A special application of light energies we call chromotherapy or color
therapy. Briefly, different colors have different energetic qualities and
each is healing in its own way.

In 1990, scientists reported to the annual conference of the American
Association for the Advancement of Science on the successful use of
blue light in the treatment of a wide variety of psychological problems,
including addictions, eating disorders, impotence, and depression.

Blue light has also been shown effective in the treatment of arthritis
pain. In studies by S. F. McDonald, most of those exposed to blue light
for variable periods up to 15 minutes experienced a significant degree
of pain relief. It was concluded that the pain reduction was directly re-
lated both to the blue light and the length of exposure to it.

In fact, blue light can heal injured tissue and prevent scar tissue, in the
treatment of cancers and nonmalignant tumors, as well as skin and
lung conditions.

American Civil War General Augustus Pleasonton (1801-1894) conduct-
ed his own experiments and in 1876 published his book The Influence
of the Blue Ray of the Sunlight and of the Blue Color of the Sky about how
the color blue can improve the growth of crops and livestock and can
help heal diseases in humans.

Blue light seems to be the big one, but other colors which have a
known effect on pain include dark yellow and violet/deep purple. Avi-
cenna (980-1037), no less, wrote that yellow light cools and soothes
inflammation and reduces muscular pain.

Here's what you can do:

Chromotherapy is administered with the use of special color filters. The
benchmark has always been Dinshah Ghadiali filters, using his original



five matched colored glass plates to produce 12 Spectro-Chrome col-
ors, as described in the paradigm book, Let There Be Light.

However, color gels seem to be virtually as good. You can buy inexpen-
sive kits of 4 x 4 or 6 x 6 Eleven Roscolene Color Filters of a very specific
and closely matched hue (color frequency), which have been found to
achieve the same therapeutic results obtained by the Ghadiali set.

Ken Adachi has assembled the filters you need and is offering them as
a set on this page: http://educate-yourself.org/products/index.shtml;
scroll down to the heading: Spectro-Chrome Light Therapy.

You might also like to get a copy of the book by William Campbell
Douglas MD, Color Me Healthy with 6.5” x 6.5’ Roscolene Color Filters,
which can be found on Amazon

Caution

Just remember blue isn't always good; at the wrong time of day it has
adverse effects by disjointing our circadian rhythms.

Here’s what Nature does:

+ In the mornings, we awake to yellow light (that delicious golden
glow of sunrise!)

- At mid-day, when we are at our most active, blue light is
dominant.

« In the evening, mellowed reddish colors calm and prepare us for
sleep.

"

Red light encourages the release of melatonin, our “sleep hormone
(blue light suppresses this vital, healthy rest hormone).

The answer is to have a variety of colored lamps, bulbs and shades. Use
photographic gels, if you can't do it any other way.

+ Put on yellow light in the morning.
«+ Switch to blue during the working day
« Go orange in the late afternoon and warm red for the evenings.

The ultimate smart lighting system is coming: you walk into your house,
the sensor system detects who you are and what you need, and adjusts
the lights accordingly. Your alarm clock could turn on your bedroom
light in yellow wake-up mode in the morning.


http://educate-yourself.org/products/index.shtml

Aurvedic Gem Elixir Therapy

In a parallel tradition, which actually predates ours, ayurvedic medicine
also has a light healing system.

It's based on gemstones. Quite simply, “soaking” water in gemstones,
using light as the “propellant,” has immense and proven health bene-
fits. OK, that didn't sound very scientific, so what do | mean really?

The practice is to put certain gems into water and place the bottle in
direct sunlight for a few days, for the gem “essence” to imprint in the
water. Of course, gems are solids and don’t have an essence or odor.
But they do have a characteristic vibrational frequency, which can be
imparted to the water. This is the “elixir.”

You could use a sapphire ring of your own and just place it in water
(maybe with a few drops of vodka or brandy, like a homeopathic reme-
dy) and stand it on the kitchen windowsill for a week.

There’s a whole system on which this is based and certain discoveries,
which are replicatable. For example, sapphire is cooling and soothing,
so is emerald; both are analgesic. Diamond is very energizing; so is
ruby. Carnelian has antiseptic properties and citrine is warm, enliven-
ing and cleansing.

Ayurvedic gem therapy views disease and disharmony as basically
color starvation; the “excited” liquid of the elixir rectifies the energy
deficit. You know, the huge bejewelled rings that were worn by Indian
princes, nabobs, and potentates were not always merely for the dis-
play of wealth and self-aggrandizement! Some rings were intended for
therapeutic purposes. Such a ring had no back, so that sunlight could
shine straight through the precious stone and so irradiate the skin and
tissues beneath with beneficial rays

Powders

The other major traditional route of administration was using ground-
up gem powders. | wrote in my 1999 book Virtual Medicine that this is
not to be recommended (apart from the cost). These substances can
be very powerful emanators and modulators of quantum electromag-
netic energy, as we shall see below, and should be regarded seriously
as such. Introducing solid substances which perhaps may never be re-
moved or excreted fully from the body, but can go on causing harm if
they are the wrong choice, may prove disastrous.




Even when we understand these things much better than we do now, it
still lacks sensible rationale, as these gem powders may pre-empt any pos-
sibility of changing modalities as the body’s state or disease process alters.

Readers who wish to experiment with gem elixirs should make them up
as described above and not take the solid form — even if cost is no object!

Not Color Therapy

Unfortunately, this fascinating yet cogent discipline has too long lan-
guished and is still little known outside its country of origin. Modern light
therapists and researchers such as Jacob Liberman and John Ott seem to
ignore it. But with the advancement of science and the ability to translate
older methods from a stultifying background into a modern framework
and quantifiable results, we may say “gem therapy” has indee