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An Introduction to Chaga Mushrooms, an Excellent Supplement
by Syds Marra
     Chaga (Inonotus Obliquus, 
Fuscoporia Obliqua) is the 
Russian name for a fungus with 
remarkable medicinal qualities. 
It grows on birch trees in the 
coldest areas of the Northern 
hemisphere, mainly Siberia, parts 
of North America, North Korea, 
Japan and China. The local popula-
tions have been aware of chaga’s 
medicinal properties and have 
included it in their diets for cen-
turies. So what are the benefits 
of this fungus? What is so special 
about it?
     Chaga’s most effective ingredi-
ents are the non-linear ß-(1->3/1-
>6)-glucans (polysaccharides) 
found in its cell walls. Research 
has shown that polysaccharides 
can balance and normalize the 
immune system by enhancing 
the activity of phagocytes and 
increasing the development of 
NK-cells, thus aiding in wound 
healing, and preventing infections 
without any side effects. These 
polysaccharides also normalize 
cholesterol-levels and have anti-
ulcer/anti-gastritis qualities. 
     Chaga also contains betulinic 
acid, (a component it derives 
from the birches on which it 
grows), and several phytoster-
ols. The betulinic acid in chaga 
strongly supports the normal-
ization of cholesterol-levels by 

breaking it down in the blood 
stream. Mouse models have 
shown the acid’s ability to trig-
ger apoptosis (programmed cell 
death) in cancer cells, without 
affecting healthy cells. On top 
of that the phytosterols (mainly 
lanosterol, 45%, and inotodiol, 
25%) were also found to have 
strong anti-cancer, anti-viral and 
anti-oxidant qualities. 
     In addition, chaga has a very 
high amount of melanin, a natural 
anti-oxidant, which gives it its 
black colour. The melanin pro-
tects the fungus against the harsh 
environment in which it grows. 
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Its chemical components were 
found to have strong re-vitalizing, 
anti-aging and DNA-regenerating 
properties. A way to judge the 
anti-oxidant level is by determin-
ing the ORAC-value (oxygen 
radical absorbance capacity). 
Chaga extracts can have levels 
up to almost 150,000 µmole 
TE/100grams.
     In summary, chaga provides 
immune support, has anti-gastritis 
and anti-ulcer effects, normalizes 
cholesterol levels, detoxes the 
body, and has anti-aging, anti-
cancer and anti-oxidant proper-
ties. This makes chaga the perfect Chaga cont’d on p.3

supplement for the elderly and 
people under stress or undergo-
ing medical treatment, which can 
be very taxing on the immune 
system. Plus, it is a potent anti-
cancer adjuvant: it neutralizes the 
side effects standard treatments 
can have on the immune system, 
prevents metastasis and battles 
cancer itself.  All this, and no side 
effects!
     The native population in Sibe-
ria drank chaga tea. Boiling chaga 
is a good way to break the chitin 
cellwalls and to liberate the me-
dicinal components. But this takes 
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Self-Treatment of 50% Salycylic Acid as Effective as 
Cryotherapy for Plantar Warts
Objective: To compare the clinical effectiveness of cryotherapy 
versus salicylic acid for the treatment of plantar warts.
Design: A multi-centre, open, two arm randomized controlled 
trial.
Setting: University podiatry school clinics, NHS podiatry clinics, 
and primary care in England, Scotland, and Ireland.
Participants: 240 patients aged 12 years and over, with a plantar 
wart that in the opinion of the healthcare professional was suitable 
for treatment with both cryotherapy and salicylic acid.
Interventions: Cryotherapy with liquid nitrogen delivered by a 
healthcare professional, up to four treatments two to three weeks 
apart. Patient self-treatment with 50% salicylic acid (Verrugon) daily 
up to a maximum of eight weeks.
Main Outcome Measures: Complete clearance of all plantar 
warts at 12 weeks. Secondary outcomes were (a) complete clear-
ance of all plantar warts at 12 weeks controlling for age, whether 
the wart had been treated previously, and type of wart, (b) patient 
self reported clearance of plantar warts at six months, (c) time to 
clearance of plantar wart, (d) number of plantar warts at 12 weeks, 
and (e) patient satisfaction with the treatment.
Results: There was no evidence of a difference between the sali-
cylic acid and cryotherapy groups in the proportions of participants 
with complete clearance of all plantar warts at 12 weeks (17/119 
(14%) v 15/110 (14%), difference 0.65% (95% CI -8.33 to 9.63), 
P=0.89). The results did not change when the analysis was repeated 
but with adjustment for age, whether the wart had been treated 
previously, and type of plantar wart or for patients’ preferences at 
baseline. There was no evidence of a difference between the salicyl-
ic acid and cryotherapy groups in self-reported clearance of plantar 
warts at six months (29/95 (31%) v 33/98 (34%), difference -3.15% 
(-16.31 to 10.02), P=0.64) or in time to clearance (hazard ratio 0.80 
(95% CI 0.51 to 1.25), P=0.33). There was also no evidence of a dif-
ference in the number of plantar warts at 12 weeks (incident rate 
ratio 1.08 (0.81 to 1.43), P=0.62).
Conclusions: Salicylic acid and the cryotherapy were equally ef-
fective for clearance of plantar warts.
Cockayne S, et al. Cryotherapy versus salicylic acid for the treatment of 
plantar warts (verrucae): a randomised controlled trial.  BMJ. 2011 Jun 
7;342:d3271. doi: 10.1136/bmj.d3271.

A Potential New Medicine for Preventing Atherosle-
rotic Plaque Rupture
Aims: Plasma concentrations of high-density lipoprotein (HDL)-
cholesterol correlate inversely with the incidence of myocardial 
infarction in humans. We investigated the effect of treatment with 
human apolipoprotein A-I (apoA-I), the principal protein of HDL, on 
plaque disruption in an animal model.
Methods and Results: Seventy apolipoprotein E knockout 
mice were induced to develop atherosclerotic lesions in the 
brachiocephalic artery by feeding a high-fat diet for nine weeks. 
Mice then received twice-weekly treatment with human apoA-I (8 
mg/kg) or vehicle, for two weeks. The incidence of acute plaque 

disruption was reduced by 65% in mice receiving apoA-I (P < 0.01). 
Plaques in treated mice had a more stable phenotype, with an 
increase in smooth muscle cell (SMC): macrophage ratio (P = 0.05), 
principally the consequence of an increase in the number of SMC in 
plaques. In the fibrous cap, there were reductions in matrix metal-
loproteinase-13 (-69%, P < 0.0001) and S100A4, a marker of SMC 
de-differentiation (-60%, P < 0.0001). These results indicate that two 
weeks of treatment with small amounts of human apoA-I produces 
more stable plaques in a mouse model.
Conclusion: Treatment with apoA-I has the potential to stabilize 
plaques and prevent plaque rupture in humans.
Reimers GJ, et al. Inhibition of rupture of established atherosclerotic 
plaques by treatment with apolipoprotein A-I. Cardiovasc Res. 2011 Jul 
1;91(1):37-44. Epub 2011 Feb 24.

Non-Aspirin NSAIDs May Increase Risk of Developing 
Atrial Fibrillation or Flutter
Objectives: To examine the risk of atrial fibrillation or flutter as-
sociated with use of non-selective non-steroidal anti-inflammatory 
drugs (NSAIDs) or selective cyclo-oxygenase (COX) 2 inhibitors.
Design: Population based case-control study using data from 
medical databases.
Setting: Northern Denmark (population 1.7 million).
Participants: 32,602 patients with a first inpatient or outpatient 
hospital diagnosis of atrial fibrillation or flutter between 1999 and 
2008; 325,918 age matched and sex matched controls based on 
risk-set sampling.
Main Outcome Measures: Exposure to NSAID use at the 
time of admission (current use) or before (recent use). Current use 
was further classified as new use (first ever prescription redemp-
tion within 60 days before diagnosis date) or long-term use. We 
used conditional logistic regression to compute odds ratios as 
unbiased estimates of the incidence rate ratios.
Results: 2,925 cases (9%) and 21,871 controls (7%) were current 
users of either non-selective NSAIDs or COX 2 inhibitors. Com-
pared with no use, the incidence rate ratio associating current drug 
use with atrial fibrillation or flutter was 1.33 (95% confidence inter-
val 1.26 to 1.41) for non-selective NSAIDs and 1.50 (1.42 to 1.59) 
for COX 2 inhibitors. Adjustments for age, sex, and risk factors for 
atrial fibrillation or flutter reduced the incidence rate ratio to 1.17 
(1.10 to 1.24) for non-selective NSAIDs and 1.27 (1.20 to 1.34) for 
COX 2 inhibitors. Among new users, the adjusted incidence rate 
ratio was 1.46 (1.33 to 1.62) for non-selective NSAIDs and 1.71 
(1.56 to 1.88) for COX 2 inhibitors. Results for individual NSAIDs 
were similar.
Conclusions: Use of non-aspirin NSAIDs was associated with an 
increased risk of atrial fibrillation or flutter. Compared with non-
users, the association was strongest for new users, with a 40-70% 
increase in relative risk (lowest for non-selective NSAIDs and high-
est for COX 2 inhibitors). Our study thus adds evidence that atrial 
fibrillation or flutter needs to be added to the cardiovascular risks 
to be considered when prescribing NSAIDs.
Schmidt M, et al. Non-steroidal anti-inflammatory drug use and risk of 
atrial fibrillation or flutter: population based case-control study. BMJ. 
2011 Jul 4;343:d3450. doi: 10.1136/bmj.d3450.
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 Words from the Publisher

     Once again, I must apologize to those 
readers who still had trouble logging onto 
our web site last month! Our tech-team 
has promised to have it all fixed for this 
issue. So sorry, everyone!
     In Vancouver, the weather really did 
not get warm until late August, and in 
mid-September, before we could even 

get a good dose of vitamin D, autumn 
has come upon us already! Most studies 
have shown that vitamin D helps to pre-
vent falls and fractures in older women. 
However, a study published a few months 
ago in JAMA (the Journal of the American 
Medical Association) contradicted that 
belief. Researchers in Australia demon-
strated that annual oral dose of 500,000iu 
of vitamin D was able to raise serum 
25-hydroxycholecalciferol level to 120 
nmol/L at one month after dosing and to 
90 nmol/L at three months. However, the 
fracture and fall rates were higher in the 
vitamin D group.1 Does vitamin D have a 
paradoxical effect when administered at a 
high single dose? Hmmm…
     In 2009, Dr. Paolo Zamboni put 
forward the controversial theory that 
multiple sclerosis (MS) may be caused by 
chronic cerebrospinal venous insufficiency 
(CCSVI). Although his solution, “liberation 
therapy”, has not been proven, its poten-
tial benefits cannot be totally discounted 
either. Recently, I came across a 2010 
article showing evidence supporting Dr. 

Zamboni’s theory. The research shows 
increased iron deposits in the medial 
venous drainage system of MS patients 
and lends support to CCSVI as a potential 
cause.2 If iron-induced venous damage is 
a contributing factor to the development 
of MS, I wonder if chelation therapy can 
be of benefit as a prevention or treatment 
for MS? Maybe excessive iron deposits in 
the brain and the cerebral blood vessels 
are the common link between vascular 
theory and the immunogenic theory of 
MS.

Dr. Martin Kwok, ND, Dr. TCM
Editor and Publisher 

R E F E R E N C E S
1. Sanders KM, et al. Annual high-dose oral vitamin D 
and falls and fractures in older women: a randomized 
controlled trial. JAMA 2010 May 12;303(18):1815-22.

2. Haacke EM, et al. Iron stores and cerebral veins 
in MS studied by susceptibility weighted imaging. Int 
Angiol. 2010 Apr;29(2):149-57.

time. Chaga tea needs to simmer for several 
hours for it to have any therapeutic effect. 
This was no problem in the old days using a 
samovar, but what about in today’s fast-paced 
world? A special process has been developed 
to extract and isolate the medicinal compo-
nents of chaga. The main requirement is heat. 
Extracts based on hot water extraction will 
contain the water-soluble compounds, mainly 
the polysaccharides and polyphenols.
     However, phytosterols and betulinic acid 
are non-water soluble and therefore need a 
second step to be isolated: alcohol/ethanol 
extraction. This should not be confused with 
alcohol tinctures though,  as simply mixing 
alcohol with dry chaga will not break down 
chitin effectively. Alcohol tinctures work well 
with herbs (=cellulose), but not with mush-
rooms (=chitin). People have also invented 
products such as olive oil or cranberry juice 
mixed with chaga powder. If the chaga in 
these products has not been subject to hot 
water extraction, the therapeutic effects will 
be very limited.

Chaga cont’d from p.1
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     Several chaga supplements have appeared 
on the market in recent years. However, many 
of the offerings on the US market are poor 
and have limited or no therapeutic value, 
despite impressive websites and aggressive 
marketing.  So, what should one look for in 
choosing a good supplement? 
     One has to be cautious for sure. Because 
mushrooms are made of chitin, which the 
human body cannot digest properly, true ex-
tracts are always the best choice, rather than 
raw or simple dried-and-powdered mush-
room products. Unfortunately, the majority of 
supplements and teas are just that: dried-and-
powdered chaga. 
     For a health practitioner true extracts 
make dosing also easier, because their labels 
are required to show a detailed percentage of 
the active ingredients. Non-extracted mush-
room products don’t have this information. If 
the label includes a general statement such as 
(‘over 215 phytonutrients!’ or  ‘contains 1,3 
beta-glucans, polysaccharides!’ etc…) this 
means they could not determine the precise 
levels (impossible in non-extracted powder 

or tinctures). 
     However, although detailed percentages 
of actives are a good indication of quality, 
even then some producers might exaggerate 
or ’make mistakes.’ To verify the quality of a 
supplement, I recommend asking for a Certifi-
cate of Analysis. A reliable supplement producer 
will have no problem mailing it to you. This 
certificate will also tell you the contamination 
levels (mushrooms can contain dangerous levels 
of heavy metals like lead and cadmium), which 
you’ll never see on a label.

a d c b
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stable angina pectoris, mean age of 63 ± 9 years. At baseline 372 pa-
tients received statin and/or fibrate (LLT group) while 138 patients 
did not (No-LLT at baseline group). Spiral CT every 24 months was 
used to track the progression of CC over a median 5.6 year follow-
up.
Results: CL decreased during follow-up in both groups, but more 
pronouncedly in patients with LLT. The changes in total calcium 
score (TCS) were similar in both groups (p=0.3). Changes in CL 
during follow-up were not associated with CC: TCS increased by 
501 ± 63 from baseline in the 1st (upper) quartile, and by 350 ± 44, 
403 ± 41 and 480 ± 56 in the 2nd, 3rd, and 4th quartiles of CL lon-
gitudinal changes (p = 0.2), respectively. Baseline TCS and its changes 
were not correlated with baseline CL and its changes. New calcified 
lesions were diagnosed in 132 (28.2%) out of the 467 patients avail-
able for this analysis, without significant difference between groups 
(p=0.4). Multivariate analysis demonstrated that only baseline TCS 
(p < 0.001), body mass index (p = 0.007) and age (p = 0.006) were 
independent predictors for the TCS changes.
Conclusions: Longitudinal CL changes do not seem to have a 
measurable effect on the rate of progression of CC.

Tenenbaum A, et al. Long-term 
changes in serum cholesterol 
level does not influence the 
progression of coronary calci-
fication. Int J Cardiol. 2011 Jul 
15;150(2):130-4. Epub 2010 
Mar 29.

Omega-3 Fatty Acids 
Can Further Inhibit 
Platelets in Patients 
Already on Aspirin
Background: Prescription 
omega-3-acid ethyl esters 
(PO-3A) have been tested for 
outcome benefits in patients 
with coronary artery disease 
(CAD), arrhythmias and heart 

failure. Some evidence suggests that PO-3A may exert their benefit 
via inhibiting platelets. We tested the hypothesis that PO-3A may 
inhibit platelet activity in patients with documented stable CAD, 
beyond the antiplatelet properties of aspirin and statins. Methods: 
Thirty patients with documented CAD and triglycerides over 250 
mg/dl treated with aspirin (70-160 mg/daily) and statins (simvas-
tatin equivalence dose: 5-40 mg/daily) were randomized 1:1:1 to 
Omacor™ 1 g/day (DHA/EPA ratio 1.25:1.0), Omacor 2 g/day, or 
a placebo for two weeks. Platelet tests including aggregometry and 
flow cytometry and cartridge analyzer readings were performed at 
baseline and at one and two weeks following PO-3A therapy. 
Results: ADP-induced platelet aggregation (p = 0.037), GP IIb/
IIIa antigen (p = 0.031) and activity (p = 0.024), and P-selectin (p = 
0.041) were significantly reduced after PO-3A, while platelet/endo-
thelial cell adhesion molecule (p = 0.09), vitronectin receptor (p = 
0.16), formation of platelet-monocyte microparticles (p = 0.19) and 

Short-Term Fructo-olicosaccharides Supplementation 
Ineffective for Active Crohn’s
Introduction: The commensal intestinal microbiota drive the 
inflammation associated with Crohn’s disease. However, bacteria 
such as bifidobacteria and Faecalibacterium prausnitzii appear to be 
immunoregulatory. In healthy subjects, the intestinal microbiota are 
influenced by prebiotic carbohydrates such as fructo-oligosaccha-
rides (FOS). Preliminary data suggest that FOS increase faecal bifi-
dobacteria, induce immunoregulatory dendritic cell (DC) responses 
and reduce disease activity in patients with Crohn’s disease. 
Aims and Methods: To assess the impact of FOS in patients 
with active Crohn’s disease using an adequately powered random-
ized double-blind placebo-controlled trial with predefined clinical, 
microbiological and immunological end points. Patients with active 
Crohn’s disease were randomized to 15 g/day FOS or non-prebiotic 
placebo for four weeks. The primary end point was clinical response 
at week 4 (fall in Crohn’s Disease Activity Index of ≥70 points) in 
the intention-to-treat (ITT) population. 
Results: 103 patients were randomized to receive FOS (n=54) or 
placebo (n=49). More patients receiving FOS (14 (26%) vs 4 (8%); 
p=0.018) withdrew before the 
four-week endpoint. There was 
no significant difference in the 
number of patients achieving 
a clinical response between 
the FOS and placebo groups 
in the ITT analysis (12 (22%) 
vs 19 (39%), p=0.067). Patients 
receiving FOS had reduced 
proportions of interleukin (IL)-
6-positive lamina propria DC 
and increased DC staining of 
IL-10 (p<0.05) but no change in 
IL-12p40 production. There were 
no significant differences in the 
fecal concentration of bifidobac-
teria and F prausnitzii between 
the groups at baseline or after 
the four-week intervention. 
Conclusion: An adequately powered placebo-controlled trial 
of FOS showed no clinical benefit in patients with active Crohn’s 
disease, despite impacting on DC function. ISRCTN50422530.
Benjamin JL, et al. Randomised, double-blind, placebo-controlled trial of 
fructo-oligosaccharides in active Crohn’s disease. Gut. 2011 Jul;60(7):923-
9. Epub 2011 Jan 24.

Lipid-Lowering Drugs Don’t Slow Progression of Coro-
nary Calcium Score!
Background: A number of reports controversially describe the 
influence of cholesterol level and lipid-lowering treatment (LLT) on 
the progression of coronary calcium (CC). We tested the hypothesis 
that long-term changes in serum cholesterol (CL) would affect the 
progression of CC.
Methods: The study population comprised 510 patients with 

Clinical Quickies
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(P < .001). Median casein IgG(4) levels in the baked milk-tolerant 
group increased significantly (P < .001); median milk IgE values did 
not change significantly.
Conclusions: Tolerance of baked milk is a marker of transient 
IgE-mediated cow’s milk allergy, whereas reactivity to baked milk 
portends a more persistent phenotype. The addition of baked milk 
to the diet of children tolerating such foods appears to accelerate 
the development of unheated milk tolerance compared with strict 
avoidance.
Kim JS, et al. Dietary baked milk accelerates the resolution of cow’s milk 
allergy in children.  J Allergy Clin Immunol. 2011 Jul;128(1):125-131.e2. 
Epub 2011 May 23.

Intravenous Alpha-Lipoic Acid for Two Weeks Im-
proves Lipid Profile and Insulin Sensitivity in Obese 

Patients
Abstract: Recent data have 
revealed that oxidative products 
and inflammatory mediators are 
increased in the insulin-resistant 
states of obesity and type 2 diabe-
tes mellitus (T2DM). Obese patients 
with impaired glucose tolerance 
(IGT) are at high risk for developing 
T2DM and have high incidence of 
dyslipidemia. α-Lipoic acid (ALA) 
is a potent antioxidant with insulin 
sensitizing activity. However, it is 
not clear whether ALA is effective 
on lipid parameters in humans. This 
study has investigated 22 obese 
subjects with IGT (obese-IGT), 13 
of whom underwent two-week ALA 
treatment, 600 mg intravenously 
once daily. Before and after the 
treatment, euglycemic-hyperinsulin-
emic clamps were used to measure 

insulin sensitivity. Meanwhile, plasma 
lipids, oxidative products, and chronic inflammatory markers were 
measured. After treatment of ALA in obese-IGT patients, insulin 
sensitivity was improved, insulin sensitivity index (ISI) impressively 
enhanced by 41%. Plasma levels of free fatty acids (FFAs), triglyceride 
(TG), total cholesterol (T-Chol), low density lipoprotein-cholesterol 
(LDL-Chol), small dense LDL-Chol (sd-LDL), oxidized LDL-Chol 
(ox-LDL-Chol), very low density lipoprotein-cholesterol (VLDL-
Chol) were all significantly decreased (P < 0.01). At the same time, 
both plasma oxidative products (malondialdehyde (MDA), 8-iso-
prostaglandin) and inflammatory markers (tumor necrosis factor-α 
(TNF-α), interleukin-6 (IL-6)) were remarkably decreased (P < 0.01), 
while adiponectin was increased (P < 0.01). There are significant 
negative correlations between ISI and plasma FFAs, sd-LDL-Chol, ox-
LDL-Chol, MDA, 8-iso-prostaglandin, TNF-α, and IL-6, and positive 
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the VerifyNow IIb/IIIa test (p = 0.27) only exhibited nonsignificant 
trends suggestive of reduced platelet activity. Finally, collagen- and 
arachidonic acid-induced aggregation, closure time with the PFA-100 
device and expression of thrombospondin (CD36), GP Ib (CD42b), 
LAMP-3 (CD63), LAMP-1 (CD107a), CD40-ligand (CD154), GP37 
(CD165), and PAR-1 receptor intact (SPAN 12) and cleaved (WEDE-
15) epitopes were not affected by two weeks of PO-3A. 
Conclusion: Independently of the dose and already at one week, 
short-term therapy with PO-3A provided a modest reduction of 
platelet activity biomarkers, despite concomitant aspirin and statin 
therapy, when compared to a placebo. The effect of PO-3A is unique, 
differs from other known antiplatelet agents and suggests potential 
pleiotropism. These preliminary randomized data call for confirma-
tion in prospective studies.
Serebruany VL, et al. Early impact of prescription Omega-3 fatty acids 
on platelet biomarkers in patients 
with coronary artery disease and 
hypertriglyceridemia. Cardiology. 
2011;118(3):187-94.

Reduce Milk Allergy by 
Eating Baked Milk? Yes, 
it’s Possible.
Background: The majority 
(approximately 75%) of children 
with cow’s milk allergy tolerate 
extensively heated (baked) milk 
products. Long-term effects of 
inclusion of dietary baked milk 
have not been reported.
Objective: We report on the 
outcomes of children who in-
corporated baked milk products 
into their diets.
Methods: Children evaluated 
for tolerance to baked milk 
(muffin) underwent sequential 
food challenges to baked cheese 
(pizza) followed by unheated milk. Immunologic parameters were 
measured at challenge visits. The comparison group was matched to 
active subjects (by using age, sex, and baseline milk-specific IgE levels) 
to evaluate the natural history of development of tolerance.
Results: Over a median of 37 months (range, 8-75 months), 88 
children underwent challenges at varying intervals (range, 6-54 
months). Among 65 subjects initially tolerant to baked milk, 39 (60%) 
now tolerate unheated milk, 18 (28%) tolerate baked milk/baked 
cheese, and 8 (12%) chose to avoid milk strictly. Among the baked 
milk-reactive subgroup (n = 23), 2 (9%) tolerate unheated milk, and 3 
(13%) tolerate baked milk/baked cheese, whereas the majority (78%) 
avoid milk strictly. Subjects who were initially tolerant to baked 
milk were 28 times more likely to become unheated milk tolerant 
compared with baked milk-reactive subjects (P < .001). Subjects who 
incorporated dietary baked milk were 16 times more likely than the 
comparison group to become unheated milk tolerant 
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correlations with HDL-Chol and adiponectin in obese-IGT patients. 
The results indicate that short-term treatment with ALA can 
improve insulin sensitivity and plasma lipid profile possibly through 
amelioration of oxidative stress and chronic inflammatory reaction 
in obese patients with IGT.
Zhang Y, et al. Amelioration of Lipid Abnormalities by α-Lipoic acid 
Through Antioxidative and Anti-Inflamma-
tory Effects. Obesity (Silver Spring). 2011 
Aug;19(8):1647-53.

When Should You Suspect 
Elevated Ferritin Level in Your 
Patients? Elevated Uric Acid 
May be the Clue.
Background: It is suggested that 
targeted screening for hemochromatosis 
and iron overload may be worthwhile. 
The aim of this study was to examine 
uric acid as a potential indicator of the 
presence of iron overload.
Methods: We analyzed adults aged 
20 and older in the National Health and 
Nutrition Examination Survey 1999 to 
2002. We computed logistic regressions 
controlling for age, sex, race/ethnicity, 
liver or kidney condition, and alcohol use 
to see the relationship between combi-
nations of uric acid and ferritin with the 
outcomes of elevated liver enzymes and 
proteinuria.
Results: In unadjusted analyses, 20.7% 
of individuals with high uric acid had 
high ferritin levels versus 8.8% of indi-
viduals with low uric acid levels (P<.001). 
Individuals with both elevated uric acid and elevated ferritin levels 
had significantly higher liver enzymes than individuals with either 
elevated uric acid or ferritin. With low uric acid and low ferritin 
as the reference category, individuals with high uric acid and high 
ferritin were significantly more likely to also have proteinuria (odds 
ratio, 2.66; 95% CI, 1.82-3.91).
Conclusions: Elevated levels of uric acid is associated with 
elevated ferritin levels and may serve as a risk stratification variable 
for presence of iron overload and hemochromatosis.
Mainous AG 3rd, et al. Uric Acid as a potential cue to screen for iron 
overload. J Am Board Fam Med. 2011 Jul-Aug;24(4):415-21.

Ozone Enhances Success Rate of Conventional Treat-
ment for Diabetic Foot Ulcers
Background: Diabetic foot ulcers are associated with significant 
morbidity. Conventional treatment modalities are often of limited 
success in promoting complete wound closure. The aim of the pres-
ent study was to examine the efficacy of noninvasive ozone-oxygen 
therapy in the treatment of diabetic foot ulcers. 

Clinical Quickies
continued from page 5

Methods: Diabetes patients with a Wagner classification stage 
2 or 3 ulcer or a stage 4 ulcer after debridement of at least eight 
weeks in duration were included in this double-blind, randomized, 
placebo-controlled clinical trial. Patients received conventional 
treatment in combination with either ozone-oxygen treatment or 
sham treatments for 12 weeks, and after an additional 12 weeks, 
wound status was re-examined. 
Results: In total, 61 patients (62% male, 62.6±9.8 years old) 
participated in the study; 32 were randomized to ozone treatment, 
and 29 to placebo. The proportion of subjects with full wound 

closure did not differ significantly 
by treatment assignment (41% 
vs. 33%, P=0.34). Among the 34 
subjects who completed the study 
per protocol (PP) (16 in the ozone 
group, 18 in the placebo group), a 
significantly higher rate of complete 
wound closure was observed in the 
ozone group (81% vs. 44%, P=0.03). 
Among PP patients with wound size 
≤5 cm(2), the rate of total wound 
closure was 100% versus 50% in the 
sham treatment group (P=0.006). 
A non-significant, 55.5% relative 
increase in healed wound area was 
detected in the ozone group versus 
the placebo group (4.2±4.9 cm(2) vs. 
2.7±1.5 cm(2), P=0.23). 
Conclusions: Among PP patients, 
ozone treatment in addition to con-
ventional treatment was superior 
to conventional treatment alone in 
promoting the complete healing of 
diabetic foot ulcers. 
Wainstein J, et al. Efficacy of Ozone–
Oxygen Therapy for the Treatment of 
Diabetic Foot Ulcers. Diabetes Technol 

Ther. 2011 Jul 13. [Epub ahead of print] 

Topical N-Acetyl-Cystein as Effective as Topical Ste-
roid-Antibiotic Combination in Treating Meibomian 
Gland Dysfunction
Purpose: This study aimed to compare the efficacy of topical 
N-acetyl-cysteine (NAC) with a topical steroid-antibiotic combina-
tion, betamethasone-sulfacetamide sodium therapy in patients with 
meibomian gland dysfunction (MGD). 
Methods: Twenty patients with MGD were prospectively ran-
domized and assigned into two groups. The patients were instructed 
to use either NAC 5% or a topical steroid-antibiotic combination, 
betamethasone 0.1%-sulfacetamide sodium 10%, topically four times 
a day for a month. All patients were instructed to apply lid hygiene 
once daily. 
Results: One month of topical therapy provided statistically 
significant improvements in fluorescein break-up time and Schirmer 
scores as compared with the initial study visit in both groups 

Clinical Quickies continued on p.9
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Levels of plasma fibrinogen are 
elevated in well-controlled rheu-
matoid arthritis
Objective: Patients with RA have systemic 
inflammation and increased risk of cardio-
vascular (CV) events, including thrombosis. 
Levels of fibrinogen, a pro-thrombotic 
protein with predictive value for CV disease 
(CVD), are elevated during systemic inflam-
mation. We compared circulating fibrinogen 
levels in patients with RA with healthy 
controls and evaluated the relationship with 
measures of disease activity.
Methods: Patients with RA and con-
trols were recruited at the University of 
California, San Francisco (UCSF). Disease 
activity was evaluated using standard com-
posite indices. Fibrinogen, ESR, serum CRP, 
acute-phase serum amyloid A and levels of 
selected cytokines were quantified.
Results:  A total of 105 RA patients and 
62 controls were studied. Among patients 
with RA, disease activity ranged from qui-
escent to highly active disease. Circulating 
fibrinogen levels were significantly higher in 
RA than in controls [median (interquartile 
range) 466 (391-575) vs 367 (309-419) 
mg/dl, respectively, P < 0.0001]. This differ-
ence remained highly statistically significant 
after adjustment for demographic variables 
and BMI. Although fibrinogen correlated 

 T A R G E T E D   R E S E A R C H 

significantly with clinical measures of disease 
activity, significantly elevated levels were 
observed at low levels of activity, even in 
RA patients with no detectable swollen or 
tender joints. In multivariable models, ~ 80% 
of the increased fibrinogen in RA was ac-
counted for by increases in CRP and ESR.
Conclusion: Circulating levels of fibrino-
gen are elevated in RA and correlated with 
markers of inflammation, but only mod-
estly correlate with clinical assessments of 
disease activity. Even RA patients with excel-
lent clinical disease control exhibit elevated 
levels compared with controls.
Rooney T, et al. Rheumatology (Oxford). 2011 
Aug;50(8):1458-65. Epub 2011 Mar 26.

Erythropoiesis-stimulating agents 
increase the risk of acute stroke 
in patients with chronic kidney 
disease
Abstract: Erythropoiesis-stimulating 
agents (ESAs) are effective in ameliorating 
anemia in chronic kidney disease (CKD). A 
recent trial in diabetic patients with CKD, 
however, suggested a greater risk of stroke 
associated with full correction of anemia 
with ESAs. Using national Veterans Affairs 
data we performed a case-control study 
examining the association of incident ESA 
use with acute stroke in patients with esti-

Coagulation- and Thrombosis-Related Research

BOLUOKE® Q & A
Q: Before I place an order, I’m also 
considering the lumbrokinase from 
Allergy Research Group. Because 
it’s cheaper, I think my patients 
would more readily purchase it. I 
know that Bolouke® is a propri-
etary blend, but can you provide 
some information about why I 
should prefer it over the ARG 
product? My colleagues all view 
Bolouke® as the best, but nobody 
can articulate why. Thanks in ad-
vance. 
               J. McNally, ND (Canada)

Lumbrokinase is actually an enzyme prepa-
ration containing more than six enzymes. 
Depending on the purification process, the 
end product would have different ratios of 
the various enzymes. Boluoke® is the one 

that was put through the Phase I-III clinical 
trials in China and has been used clinically 
for over 15 years. It has a very established 
clinical efficacy and safety profile. Not 
all lumbrokinase products are the same. 
Studies have shown that some lumbroki-
nase can affect INR or aPTT tests and may 
not be compatible with Coumadin® or 
heparin. Boluoke® does not affect INR or 
aPTT testing, and is deemed compatible 
with those anti-coagulants. Hopefully, this 
answers your questions.

Q: I would like to take your Bo-
luoke® but have gluten allergies. Is 
your product 100% gluten free?        
              E. Charles (Los Gatos, CA)

Boluoke® contains only two ingredients: 
lumbrokinase and cornstarch. No gluten.

mated glomerular filtration rate < 60 cm³/
min per 1.73 m² and outpatient hemoglobin 
<12 g/dl. Using diagnosis codes, we identified 
2,071 acute hospitalized stroke cases and 
matched them 1:5 with controls without 
stroke, resulting in 12,426 total patients for 
analysis. Conditional logistic regression was 
used to estimate the association of ESA use 
with stroke, adjusting for potential con-
founders. After multivariate adjustment, ESA 
use in 1,026 patients was associated with 
greater odds of stroke (odds ratio 1.30). 
There was significant interaction between 
ESA use and cancer, with greater odds of 
stroke among ESA-treated cancer patients 
(odds ratio 1.85), but not in ESA-treated 
patients without cancer (odds ratio 1.07). 
ESA-treated patients with cancer received a 
median initial dose 2.5-4 times greater than 
ESA-treated patients without cancer, but 
pre-ESA hemoglobin and its rate of change 
did not differ between these groups. Hence, 
in a large national sample of anemic patients 
with CKD, ESA treatment was associated 
with an increased risk of acute stroke with 
the greatest effect among patients with 
cancer.
Seliger SL, et al. Kidney Int. 2011 
Aug;80(3):288-94. Epub 2011 Mar 9.

Q: My husband has been taking 
Coumadin® since a heart attack 
in 2007. His INR number has been 
2. He recently stopped taking 
Coumadin ® and is now on Bo-
luoke®. How do we know that his 
blood is thin enough since some 
of the information I read said that 
Boluoke® doesn’t change the INR 
rating.                               C. Durso

Boluoke® (lumbrokinase) is a nutraceutical 
product and is not meant to be a replace-
ment for Coumadin®. We know that some 
doctors do use it in cases when patients 
could not tolerate Coumadin® or refused 
Coumadin®. In those situations, we would 
recommend the doctor use the following 
tests as a monitoring tool: Prothrombin 

Boluoke® cont’d on p.12
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(P≤0.001). Significant improvements for the symptoms of ocular burn-
ing, itching, and intermittent filmy or blurred vision were noted in both 
groups at one month as compared with one day (P<0.05). Considering 
these rates, there was no significant difference between the groups 
(P>0.05). None of the patients developed an allergic reaction to the 
medications, and intraocular pressure measurements were within the 
normal limits in both 
groups. 
Conclusion: When 
used in conjunction with 
eyelid hygiene, topical 
administration of NAC 
appears to be as effec-
tive as a topical steroid-
antibiotic combination, 
betamethasone-sulfacet-
amide sodium therapy in 
patients with MGD. 
Akyol-Salman I, et al. 
Comparison of the Efficacy 
of Topical N-Acetyl-Cysteine 
and a Topical Steroid-Antibi-
otic Combination Therapy in 
the Treatment of Meibomian 
Gland Dysfunction. J Ocul 
Pharmacol Ther. 2011 Jul 13. [Epub ahead of print] 

Review Shows Boric Acid Safe and Effective for Recur-
rent Vaginal Yeast Infections
Background: Recurrent vulvovaginal candidiasis (VVC) remains a 
challenge to manage in clinical practice. Recent epidemiologic studies 
indicate that non-albicans Candida spp. are more resistant to conven-
tional antifungal treatment with azoles and are considered as causative 
pathogens of vulvovaginal candidiasis. 
Methods: We searched PubMed and Scopus for studies that 
reported clinical evidence on the intravaginal use of boric acid for 
vulvovaginal candidiasis. 
Results: We identified 14 studies (2 randomized clinical trials 
[RCTs], nine case series, and four case reports) as eligible for inclu-
sion in this review. Boric acid was compared with nystatin, terconazole, 
flucytosine, itraconazole, clotrimazole, ketoconazole, fluconazole, 
buconazole, and miconazole; as monotherapy, boric acid was studied 
in seven studies. The mycologic cure rates varied from 40% to 100% 
in patients treated with boric acid; four of the nine included case 
series reported statistically significant outcomes regarding cure (both 
mycologic and clinical) rates. None of the included studies reported 
statistically significant differences in recurrence rates. Regarding the ad-
verse effects caused by boric acid use, vaginal burning sensation (<10% 
of cases), water discharge during treatment, and vaginal erythema were 
identified in seven studies. 
Conclusions: Our findings suggest that boric acid is a safe, alterna-
tive, economic option for women with recurrent and chronic symp-
toms of vaginitis when conventional treatment fails because of the 

involvement of non-albicans Candida spp. or azole-resistant strains.
Iavazzo C, et al. Boric Acid for Recurrent Vulvovaginal Candidiasis: The 
Clinical Evidence.  J Womens Health (Larchmt). 2011 Aug;20(8):1245-
55. Epub 2011 Jul 20.

Drinking Beetroot Juice Shortly Before Competition 
Improves Cycling Performance
Purpose: Dietary nitrate supplementation has been shown to 
reduce the O2 cost of submaximal exercise and to improve high-
intensity exercise tolerance. However, it is presently unknown 

whether it may enhance 
performance during 
simulated competi-
tion. The present study 
investigated the effects 
of acute dietary nitrate 
supplementation on 
power output (PO), VO2, 
and performance during 
4- and 16.1-km cycling 
time trials (TT).
Methods: After 
familiarization, nine club-
level competitive male 
cyclists were assigned in 
a randomized, crossover 
design to consume 0.5 
L of beetroot juice (BR; 
containing 6.2 mmol of 

nitrate) or 0.5 L of nitrate-depleted BR (placebo, PL; containing ∼ 
0.0047 mmol of nitrate), ∼ 2.5 hours before the completion of a 4- 
and a 16.1-km TT.
Results: BR supplementation elevated plasma [nitrite] (PL = 241 ± 
125 vs BR = 575 ± 199 nM, P < 0.05). The VO2 values during the TT 
were not significantly different between the BR and PL conditions at 
any elapsed distance (P > 0.05), but BR significantly increased mean 
PO during the 4-km (PL = 279 ± 51 vs BR = 292 ± 44 W, P < 0.05) 
and 16.1-km TT (PL = 233 ± 43 vs BR = 247 ± 44 W, P < 0.01). 
Consequently, BR improved 4-km performance by 2.8% (PL = 6.45 
± 0.42 vs BR = 6.27 ± 0.35 min, P < 0.05) and 16.1-km performance 
by 2.7% (PL = 27.7 ± 2.1 vs BR = 26.9 ± 1.8 min, P < 0.01).
Conclusions: These results suggest that acute dietary nitrate 
supplementation with 0.5 L of BR improves cycling economy, as 
demonstrated by a higher PO for the same VO2 and enhances both 
4- and 16.1-km cycling TT performance.
Lansley KE, et al. Acute dietary nitrate supplementation improves cycling 
time trial performance. Med Sci Sports Exerc. 2011 Jun;43(6):1125-31.

Consider Incorporating L-Carnitine in Autism Treat-
ment Protocol
Background: L-carnitine was proposed as a potential treat-
ment for patients diagnosed with an autism spectrum disorder 
to improve mitochondrial dysfunction, but no prior randomized 
controlled trials have been conducted.
Material/Methods: Thirty subjects diagnosed with an ASD 

Clinical Quickies
continued from page 7
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October 13-16
INTERNATIONAL ACADEMY OF BIOLOGICAL 
DENTISTRY AND MEDICINE ANNUAL CON-
FERENCE. Carmel Mission Inn, Carmel, CA. Contact: 
www.iabdm.org/cms 

October 14-15
INTENSIVE CLINICAL PK PROTOCOL COURSE,  
West Coast, with Dr. Patricia Kane, Ph.D. Riverside, CA. The 
clinical course on phospholipids, neurological disease, toxicity 
and phospholipid cell membrane abnormalities. Presenta-
tions will include research think tank findings on the link with 
disease and the deformation of the phospholipids in the cell 
membrane along with targeted hands-on treatment protocols 
for clinical use. Course material includes extensive biomedi-
cal manual, medical forms, books, dietary/supplement support, 
Wellness & Biomedical reports, and research data. Contact: 
NeuroLipid Research Foundation, 45 Reese Road, Millville, NJ 
08332; 888.320.8338 or 856.825.8338; fax: 856.825.2143. 

October 15-16
California Naturopathic Doctors Association 
presents MERGING MEDICINE XI (MM11), 
“NEW PERSPECTIVES IN ACUTE ILLNESSES.”  
Newport Beach Marriott Hotel & Spa, Newport Beach, CA. 
Contact: www.calnd.org/cme-events

October 15-16
ASSOCIATION OF PERINATAL NATURO-
PATHIC DOCTORS 5TH ANNUAL SYMPOSIUM. 
Michener Institute in Toronto, ON, Canada. Topics to include: 
TCM perspectives on fertility, holistic food introduction for 
babies, emotional counseling for infertility, pharmacology in 
women’s health and much more. All required CE credits for 
NDs can be obtained in this two-day conference. Midwives, 
OBs, doulas, and TCM practitioners also welcome. 
Contact: www.apnd.org

October 21-24
27th ANNUAL INTERNATIONAL SYMPOSIUM 
ON ACUPUNCTURE & ELECTRO-THERAPEU-
TICS. Columbia University Faculty House in New York City, 
NY. Clinical applications of acupuncture, qigong, electro-
therapeutics & integrative medicine in clinical practice for 
pain, cancer, Alzheimer’s disease, autism, and other intractable 
medicine problems. Accredited for CME credit hours. Con-
tact: Prof. Yoshiaki Omura, MD, ScD, phone 212.781.6262; 
icaet@yahoo.com; www.icaet.org; www.bdort.org

October 28-30
2011 ILADS (INTERNATIONAL LYME AND AS-
SOCIATED DISEASES SOCIETY) LYME DISEASE 
CONFERENCE.  Fairmont Royal York, Toronto, ON.  
Contact: www.ilads.org/lyme_programs/lyme_events.html

October 29-30
ADVANCED INTEGRATIVE MEDICINE SEMI-
NAR. Peppermill Hotel & Casino in Reno, NV. Speakers 
include Jonathan Wright, MD; Richard Kunin, MD; Hyla Cass, 
MD; Bradford Weeks, MD; Frank Shallenberger, MD; Charles 
Price, MD; Ron Hunninghake, MD; Bridgitte Briggs, MD. 
Contact: Tiffany at Nevada Homeopathic & Integrative 
Medical Assn., 775.742.4695; info@nevadahomeopathy.org 
(Please put NHIMA on subject line.)

November 3-4
AMERICAN INSTITUTE FOR CANCER RE-
SEARCH 2011 ANNUAL RESEARCH CONFER-
ENCE ON FOOD, NUTRITION, PHYSICAL AC-
TIVITY & CANCER. Capital Hilton Hotel,  Washington, 
DC. Contact: 800.843.8114; www.aicr.org/conference

November 4-6
HEALING YOUNG BRAINS. Lexington, KY; sponsored 
by the Midway Foundation for Integrative Medicine. Learn 
from the experts: Joseph Chilton Pearce, Alan Gaby, MD, 
Doris Rapp, MD, Scott Shannon, MD, Dickson Thom, DDS, 
ND, Craig Keebler, MD, Christopher Shade, PhD and more! 
Seminar provides AMA Category 1 CMEs, naturopathic 
CMEs, acupuncturist CMEs and CEUs for psychologists, 
social workers and all mental health practitioners. Contact: 
Healthy Medicine Academy to register and for questions: 
303.499.4700, info@healthymedicineacademy.com, 
www.healthymedicineacademy.com. 

November 4-6
6TH INTERNATIONAL SYMPOSIUM OF 
AYURVEDA AND HEALTH. SPONSORED BY CASC 
UNIVERSITY OF CONNECTICUT HEALTH CENTER. 
University of Connecticut Health Center, Farmington, CT. 
Contact: www.ayurvedahealth.org; http://casc.uchc.edu.

November 7-11
12TH ANNUAL SCIENCE AND CLINICAL 
APPLICATION OF INTEGRATIVE HOLISTIC 
MEDICINE. Renaissance Vinoy Resort in St. Petersburg, FL. 
Jointly sponsored by Scripps Center for Integrative Medicine 
and the American Board of Integrative Holistic Medicine. 
Pre-Conference seminar: Bring Integrative Medicine to Your 
Practice. Optional ABIHM Board Certification Exam on 
November 12, 2011. Contact: Scripps Conference Services 
& CME, 858.652.5400; www.scripps.org/conferenceservices; 
med.edu@scrippshealth.org

November 12-13
ARIZONA NATUROPATHIC MEDICAL ASSO-
CIATION PRESENTS “THYROID, ADRENALS 
AND MORE.” Southwest College of Naturopathic Medi-
cine, Tempe, AZ. Contact: www.aznma.org



Group n= Markedly Effective Effective Ineffective Overall Effectiveness 
Treatment 30 6 (20) 20 (66.7) 4 (13.3) 86.70% 
Control 30 7 (23.3) 20 (66.7) 3 (10.0) 90.0% 
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The Medical Orient Express

Injection of Vitamin B1 and B12 
into ST-36 an Option for Diabetic 
Peripheral Neuropathy
Summary: Sixty diabetic peripheral neu-
ropathy (DPN) patients were randomized 
into two groups with 30 subjects in each. The 
sex, age, and duration of illness were compa-
rable between the groups. The control group 
received IM injection of 500µg mecobalamin, 
once daily for 20 days. The treatment group 
received acupoint injection at alternate ST-36 
of 100mg vitamin B1 and 500µg vitamin B12 
(cyanocobalamin), once daily for 20 days. Pa-
tients’ symptoms and electromyograms were 
re-assessed after 20 days. The treatment was 
considered 1) markedly effective, if neuropa-
thy was resolved, and motor and sensory 
nerve conductions were greatly improved 
or normalized; 2) improved, if neuropathy 
was reduced and motor and sensory nerve 
conductions were also improved; 3) ineffec-
tive, if there was no change in neuropathy 
and electromyogram. Results showed the 
rate of overall effectiveness in the treatment 
group was 86.9%, and that of the control 
group was 90.0%. The difference between the 
groups was not statistically significant (see 
chart below). The researcher concluded that 
injection of vitamin B1 and B12 into ST-36 is 
effective for the treatment of DPN. The treat-
ment is also safe and more economical than 
mecobalamin IM injections.Wang XX. Modern 
Traditional Chinese Medicine (Xian Dai Zhong Yi 
Yao). 2011;31(3):45-46. 

Plum-Blossom Needling, A Valuable Add-on for Treatment of Diabetic 
Peripheral Neuropathy
Summary: One hundred and fifty patients with diabetic peripheral neuropathy (DPN) were 
randomized into two groups, with 75 patients in each. The sex, age, and duration of illness 
were comparable between the groups (P>0.05). By the end of the study, there were four drop-
outs and two disqualifications. The control group received IM injections of 500µg methylco-
balamin, three times per week for six weeks. In addition to the IM injection, the treatment 
group also received plum-blossom needling on the three Yin or three Yang meridians of the 
affected limbs, three times per week for six weeks. The plum-blossom needling was performed 
by first cleaning the areas to be treated, then initiating tapping with plum-blossom needles 
distally to centrally and then reversing tapping course. The tapping was done until the skin 
turned flushing-red but without causing bleeding, and one meridian at a time. Patients were 
assessed and given a DPN severity score before and after treatment according to the following 
criteria: 1) Cohen & Harris 1987 method, 2) physical exams including reflexes and deep/shal-
low sensations, 3) psychosocial impact, 4) quality of life. Treatment effectiveness was calculated 
by the following equation: improvement index = (pre-treatment DPN score – post-treatment 
DPN score) / pre-treatment DPN score x 100%. A patient was considered 1) cured, if the 
improvement index was ≥ 90%; 2) significantly improved, if 90% > improvement index ≥ 75% ; 
3) improvement, if 75% > improvement index ≥ 30%; 4) unresponsive, if improvement index < 
30%.  Both groups showed significant improvement in all parameters after treatment (P<0.05), 
indicating that both approaches are effective for DPN. 

Traditional Chinese Patent Medicine “Gui Pi Wan” Effective for Idio-
pathic Thrombocytopenia Purpura 
Summary: Sixty patients with idiopathic thrombocytopenic purpura (ITP) were random-
ized into two groups, with 30 subjects in each. There were no significant differences in the 
sex, age, duration of illness, and platelet count between both groups. The control group was 
given prednisone 1mg/kg/day with or without Leucogen 20mg, three times daily for three 
months. Prednisone dosage was reduced if platelet count reached 80 x 109/L or increased 
by 30 x 109/L. If the treatment result was unsatisfactory, then the patient would receive 
additional immune-suppressive treatment: vincristine slow IV drip (6-8 hours) 1-2mg 
weekly for four weeks. Patients in the treatment group received Gui Pi Wang (歸脾丸) 
six grams three times daily for three months; the medicine was manufactured by Guang-
zhou ZhongYi Pharmaceutical Company Ltd. Complete blood count was done weekly and 
platelet-associated antibodies (PA IgG, PA IgM, PA IgA) were done monthly as assess-
ment tools. Results showed that the drug-treated control group had a significantly better 
improvement in platelet count than the treatment group did at one month post-treatment 
(P<0.05). However, after three months of treatment, the difference between platelet counts 
became insignificant ((P>0.05). The same patterns of change were also observed in the 
platelet-associated antibody titers.  Although Gui Pi Wan’s platelet-raising effect was slower, 
it appeared to be equally as effective as drug therapy for ITP at three months. 

Wu YH. Modern Traditional Chinese Medicine (Xian Dai Zhong Yi Yao). 
2011;31(3):2-3.

This section provides practical clinical 
research summaries translated from 

Chinese journals. Copies of the original
journal articles are available for a small

fee. For more details, please visit 
www.dragonsmedicalbulletin.com.

However, results showed that the treatment group achieved a better overall rate of effec-
tiveness (74%) than the control group (53%) and that the difference is statistically signifi-
cant (P<0.05). There were no side effects noted in either group.
Zhou HQ. World Chinese Medicine (Shi Jie Zhong Yi Yao). 2011;6(4):327-328.

Parameter 
Pre-Treatment Score Post-Treatment Score 

Treatment Control Treatment Control 

Numbness 7.58 ± 2.64 7.64 ± 2.41 4.02 ± 1.80 4.52 ± 1.90 

Pain 5.83 ± 3.94 5.32 ± 3.71 3.10 ± 2.55 3.06 ± 3.02 

Glove Sensation 1.35 ± 1.86 1.14 ± 1.67 0.77 ± 1.18 0.64 ± 1.04 

Stocking Sensation 0.97 ± 1.58 1.56 ± 2.00 0.57 ± 1.03 0.79 ± 1.19 

Sensory Decline 1.90 ± 1.22 1.94 ± 1.22 1.83 ± 1.26 1.67 ± 1.24 

Reflex Decline 2.73 ± 2.04 2.41 ± 1.89 2.62 ± 2.17 2.25 ± 1.95 

Psychosocial Health 1.37 ± 0.90 1.32 ± 0.85 0.92 ± 0.76 1.03 ± 0.78 

Quality of Life 1.03 ± 0.93 1.11 ± 0.80 0.84 ± 0.84 0.90 ± 0.79 

 

                                          Comparison of Treatment Effectiveness

Comparison of Changes in Various Parameters Before and After Treatment
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were randomly assigned to receive a standardized regimen (50 mg L-carnitine/kg body-
weight/day) of liquid L-carnitine (n=19) or placebo (n=11) for three months. Measures 
included changes in professionally completed Childhood Autism Rating Scale (CARS), hand 
muscle testing, and modified clinical global impression (CGI) forms; parent completed Autism 
Treatment Evaluation Checklist (ATEC), treatment adherence measurement (TAM), fre-
quency and intensity of side effect rating (FISER)/global rating of side effect burden (GRSEB)/
patient report of incidence of side effects (PRISE) forms; and lab testing.
Results: Significant improvements were observed in CARS (-2.03, 95% CI=-3.7 to -0.31), 
CGI (-0.69, 95% CI=-1.1 to -0.06), and ATEC scores. Significant correlations between 
changes in serum free-carnitine levels and positive clinical changes were observed for hand 
muscle strength (R2=0.23, P=0.046), cognitive scores (R2=0.27, P=0.019), and CARS scores 
(R2=0.20, P=0.047). Study subjects were protocol-compliant (average adherence was >85%) 
and generally well-tolerated the L-carnitine therapy given.
Conclusions: L-carnitine therapy (50 mg/kilogram-bodyweight/day) administered for three 
months significantly improved several clinical measurements of ASD severity, but subsequent 
studies are recommended.
Geier DA, et al. A prospective double-blind, randomized clinical trial of levocarnitine to treat autism 
spectrum disorders. Med Sci Monit. 2011 Jun;17(6):PI15-23.

Early Mammography Screen Doesn’t Contribute to Decreased Mortality
Objective: To compare trends in breast cancer mortality within three pairs of neighbour-
ing European countries in relation to implementation of screening.
Design: Retrospective trend analysis.
Setting: Three country pairs (Northern Ireland (United Kingdom) v Republic of Ireland, 
the Netherlands v Belgium and Flanders (Belgian region south of the Netherlands), and 
Sweden v Norway).
Data Sources: WHO mortality database on cause of death and data sources on mam-
mography screening, cancer treatment, and risk factors for breast cancer mortality.
Main Outcome Measures: Changes in breast cancer mortality calculated from linear 
regressions of log transformed, age adjusted death rates. Joinpoint analysis was used to iden-
tify the year when trends in mortality for all ages began to change.
Results: From 1989 to 2006, deaths from breast cancer decreased by 29% in Northern 
Ireland and by 26% in the Republic of Ireland; by 25% in the Netherlands and by 20% in 
Belgium and 25% in Flanders; and by 16% in Sweden and by 24% in Norway. The time trend 
and year of downward inflexion were similar between Northern Ireland and the Republic of 
Ireland and between the Netherlands and Flanders. In Sweden, mortality rates have steadily 
decreased since 1972, with no downward inflexion until 2006. Countries of each pair had 
similar healthcare services and prevalence of risk factors for breast cancer mortality but dif-
fering implementation of mammography screening, with a gap of about 10 to 15 years.
Conclusions: The contrast between the time differences in implementation of mammogra-
phy screening and the similarity in reductions in mortality between the country pairs suggest 
that screening did not play a direct part in the reductions in breast cancer mortality.
Autier B, et al. Breast cancer mortality in neighbouring European countries with different levels of 
screening but similar access to treatment: trend analysis of WHO mortality database. BMJ 2011 Jul 
28; 343:d4411

Boluoke® cont’d from p.8
Fragment 1+2, Thrombin/Antithrombin Complex, and Soluble Fibrin Monomer. Since Bo-
luoke® does not affect INR, INR can’t be used for monitoring purposes.
There are risks and benefits associated with both being on and off of Coumadin®. We do 
not recommend that anyone make that decision on their own. Please consult a doctor 
about what your husband’s options are. Trying to manage the risk on your own is NOT 
recommended.


