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A Short Primer on Therapeutic Sauna
by Dr. Wen-Sheng Huang, ND

     A sauna is an invigorating bath 
which originated in Finland. Tra-
ditionally, the bather is subjected 
to a stay in a hot room, fol-
lowed by a cold plunge or being 
lightly beaten with birch twigs, to 
further improve circulation and 
clean the body.  A sauna not only 
provides physical heat expo-
sure, but also offers a relaxed 
environment and an opportunity 
to socialize with others enjoying 
the heat.
     Today, saunas are used world-
wide as a health-promoting tool 
and are usually combined with 
other spa services. There are two 
major forms of heat: steam and 
dry heat, which can be delivered 
by air conduction or infra-red.
Saunas provide many health 
benefits:
Improved circulation: By 
raising body temperature, heart 
rate and blood flow increases 
and helps the body redistribute 
and dissipate the heat. This effect 
not only strengthens the cardio-
vascular system, but oxygenates 
the body and stimulates metabo-
lism. Saunas can also lower blood 
pressure by vasodilatation.
Relaxation and stress 
reduction: With improved cir-
culation, muscles and tissues get 
needed resources and can more 

easily eliminate metabolic waste. 
In the heat, muscles relax and  
tension eases from the body. 
Improved immune re-
sponse: Hyperthermic stimula-
tion can mobilize white blood 
cells and increase their activity. 
The sauna is a perfect form of 
artificial fever to bring up our 
immunity against viruses, bacteria 
and cancer cells. 
Pain Reduction: The thermal 
effect of sauna improves vascular 
circulation and lymphatic drain-
age. It takes the pain of swelling 
away. The heat also dilutes the 
pain chemicals in the tissue, and 
relaxes the tissue tension. These 
synergistic effects can quickly and 
naturally relieve pain. 
Perspiration and elimi-
nation of toxins: A well-
hydrated body under prolonged 
heat exposure will produce a 
significant amount of sweat to 
dissipate the heat. This is the best 
way to open the skin excretion 
system and dispose of water-
soluble and fat-soluble toxins. 
Quite a few studies have shown a 
sauna’s effectiveness in eliminat-
ing heavy metal toxicity, organic 
solvents and synthetic chemical 
compounds.  
Wound healing and im-
proved skin condition: 
Besides improving circulation and 
warding off pathogens, hyper-
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thermia also increases fibroblast 
activities, thus speeding up the 
healing process in the body. Many 
skin ailments can be cured by 
adding sauna treatment.
     There are many different 
types of sauna available on the 
market and not all types deliver 
the same benefits. Each manufac-
turer claims their uniqueness and 
superiority to other products, 
which causes confusion. After 
years of study and trying out 
various saunas for clinical and at- 
home use, I recommend the far 
infra-red (FIR) sauna.
     All saunas can emit far infra-
red; it’s just a physical property. 
Anything with temperature above 
absolute zero emits black body 
radiation. At room temperature 
or above, most objects can emit 
infra-red, including you and me. 
Thus, it is important to differenti-
ate the heating source/elements 
in comparing FIR products.
     A good FIR sauna delivers 
heat by radiation instead of air 
conduction. This feature can 
dramatically cut down pre-heat 
time. FIR does not heat the air 
inside the sauna much compared 
with the traditional sauna, and 
this decreases risk of burning. 
The heat penetrates deeper into 
tissue and disperses more evenly, 
while conduction saunas only 
heat up the surface.     

     Different molecules have 
their own frequency (wavelength) 
profile. In the human body, most 
tissues emit and resonate FIR 
wave lengths between 6 to 20 
micron (peak at 9.3 micron).  This 
is called the “vital range” and the 
radiation is called “vital rays.” 
The optimal wavelength to heat 
up the body is 7 to 14 microns. 
Technically, it is hard to regulate 
the heater to generate most of 
its energy output in this range. To 
have a peak output wavelength 
between 7 to 14 microns, the 
perfect black body (the heater) 
temperature should not exceed 
141˚C (285˚ F). Any device using 
a heater above this temperature 
emits more infra-red or near 
infra-red, thus it should not be 
called FIR device. In recent years, 
new designs of heating compo-
nents have been developed for 
saunas, which generate FIR within 
this optimal vital range. They are 
well worth the extra cost.  

Dr. Wen-Sheng Huang, 
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Transfusion/Chelation Still a Better Option than Hy-
droxyurea/Phlebotomy for Sickle Cell Anemia
ABSTRACT: Stroke is a devastating complication of sickle cell 
anemia (SCA) with high recurrence if untreated. Chronic transfusions 
reduce recurrent strokes but have associated morbidities including 
iron overload. Stroke With Transfusions Changing to Hydroxyurea 
(SWiTCH) was a multicenter phase 3 randomized trial comparing 
standard treatment (transfusions/chelation) to alternative treat-
ment (hydroxyurea/phlebotomy) for children with SCA, stroke, and 
iron overload. SWiTCH was a noninferiority trial with a composite 
primary end point, allowing an increased stroke risk but requiring su-
periority for removing iron. Subjects on standard treatment received 
monthly transfusions plus daily deferasirox iron chelation. Subjects on 
alternative treatment received hydroxyurea plus overlap transfusions 
during dose escalation to maximum tolerated dose (MTD), followed 
by monthly phlebotomy. Subjects on standard treatment (N = 66) 
maintained 30% sickle hemoglobin (HbS) and tolerated deferasirox at 
28.2 ± 6.0 mg/kg/d. Subjects on alternative treatment (N = 67) initi-
ated hydroxyurea and 60 (90%) reached MTD at 26.2 ± 4.9 mg/kg/d 
with 29.1% ± 6.7% fetal hemoglobin (HbF). Adjudication documented 
no strokes on transfusions/chelation but seven (10%) on hydroxy-
urea/ phlebotomy, still within the noninferiority stroke margin. The 
National Heart, Lung, and Blood Institute closed SWiTCH after 
interim analysis revealed equivalent liver iron content, indicating futil-
ity for the composite primary end point. Transfusions and chelation 
remain a better way to manage children with SCA, stroke, and iron 
overload.
Ware RE, et al. Stroke With Transfusions Changing to Hydroxyurea 
(SWiTCH). Blood. 2012 Apr 26;119(17):3925-32. 

Preventing Cardiovascular Events Using Antiplatelets 
in Chronic Kidney Disease Patients not Indicated
BACKGROUND: Antiplatelet agents are used to prevent car-
diovascular events; however, treatment effects may differ in persons 
with chronic kidney disease (CKD) because atherosclerotic disease 
is less prevalent, whereas bleeding hazards may be increased in this 
population.
PURPOSE: To summarize the effects of antiplatelet treatment on 
cardiovascular events, mortality, and bleeding in persons with CKD.
DATA SOURCES: Embase and Cochrane databases through No-
vember 2011 without language restriction.
STUDY SELECTION: Randomized trials that included adults 
with CKD and compared antiplatelet agents with standard care, 
placebo, or no treatment.
DATA EXTRACTION: Data for populations, interventions, 
outcomes, and risk for bias were extracted. Quality of evidence for 
treatment effects on myocardial infarction, death, and bleeding was 
summarized by using Grading of Recommendations Assessment, 
Development, and Evaluation guidelines.
DATA SYNTHESIS: Nine trials (all post hoc subgroup analyses 
for CKD) involving 9,969 persons who had acute coronary syn-
dromes or were undergoing percutaneous coronary intervention and 
31 trials involving 11,701 persons with stable or no cardiovascular 
disease were identified. Low-quality evidence has found that in per-
sons with acute coronary syndromes, glycoprotein IIb/IIIa inhibitors 

or clopidogrel plus standard care compared with standard care alone 
had little or no effect on all-cause or cardiovascular mortality or on 
myocardial infarction but increased serious bleeding. Compared with 
placebo or no treatment in persons with stable or no cardiovascular 
disease, antiplatelet agents prevented myocardial infarction but had 
uncertain effects on mortality and increased minor bleeding according 
to generally low-quality evidence.
LIMITATIONS: Data for antiplatelet agents in persons with CKD 
are frequently derived from post hoc analyses of trials of broader 
populations. Definitions for bleeding outcomes and trial duration 
were heterogeneous.
CONCLUSION: Benefits for antiplatelet therapy among persons 
with CKD are uncertain and are potentially outweighed by bleeding 
hazards.
PRIMARY FUNDING SOURCE: None.
Palmer SC, et al. Effects of antiplatelet therapy on mortality and cardio-
vascular and bleeding outcomes in persons with chronic kidney disease: 
a systematic review and meta-analysis. Ann Intern Med. 2012 Mar 
20;156(6):445-59.

Can Low-Dose Lisinopril Improve Sperm Quality and/or 
Quantity in Oligospermia?
ABSTRACT: The outcomes of drug treatment for male infertility 
remain conjectural, with controversial study results. Our pilot study 
employed a randomized, placebo-controlled, crossover methodol-
ogy with intention-to-treat analysis. Thirty-three men with idiopathic 
oligospermia were randomized to start either daily oral lisinopril 2.5 
mg (n = 17) or daily oral placebo (n = 16). Lisinopril was found to 
cause a normalization of seminal parameters in 53.6% of the partici-
pants. Although the mean ejaculate volume was unchanged (P ≥ 0.093), 
the total sperm cell count and the percentage of motile sperm cells 
increased (P ≤ 0.03 and P < 0.001, respectively), whereas the percent-
age of sperm cells with abnormal morphology decreased (P ≤ 0.04). 
The pregnancy rate was 48.5%, and there was no serious adverse 
drug event. It is concluded, albeit cautiously, that prolonged treatment 
with 2.5 mg/day of oral lisinopril may be well tolerated in normoten-
sive men with idiopathic oligospermia, may improve sperm quantity 
and quality, and may enhance fertility in approximately half of those 
treated.
Mbah AU, et al. Low-Dose Lisinopril in Normotensive Men With Idiopathic 
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 Words from the Publisher    

    What is the current state of the Natural 
Health Products Directorate (NHPD)? For 
those not familiar with it, the NHPD is the 
branch of Health Canada that regulates the 
sales of natural health products, according to 
the Natural Health Products Regulations 
     Since these regulations came into effect 
in January 2004, the Directorate has received 
thousands of product applications and has 
been trying to clear the severe backlog. They 
were finally able to do so, nine years later, by 
the end of February 2013.
     The NHPD began by assessing simple vita-
mins and minerals, then other single-ingredi-
ent herbal products, homeopathic remedies, 

amino acids, fatty acids, and traditional 
Chinese herbs. Those that passed were 
granted natural health product licenses. The 
last two categories to be assessed were the 
probiotics and enzymes. 
     Fibrinolytic enzymes include nattokinase 
and lumbrokinase. Unfortunately, last year 
the Directorate decided not to approve 
nattokinase, due to what they judged to 
be a lack of clinical safety data, despite the 
protests of manufacturers and clinicians. 
The NHPD’s rationale can be found here: 
http://www.hc-sc.gc.ca/dhp-mps/prodnatur/
legislation/docs/nattokinase-eng.php 
     Currently lumbrokinase is going through 
the same assessment process. Even though 
lumbrokinase has much more safety data 
(including historical safe use of earthworms, 
pharmacokinetic/pharmacodynamics, animal 
studies, toxicity, teratogenicity, many human 
studies, and over 20 years of safe clinical 
use), the NHPD is still reluctant to license 
it. The regulatory body does not have the 
authority to grant licenses to natural health 
products that are designed for prescription 
by health care professionals; that category 

(professional product) simply does not exist. 
     Yet, NHPD leaves little or no recourse for 
the manufacturers of these products. 
On one hand, the Directorate was created 
to protect Canadians’ rights to access safe 
and effective natural health products. On the 
other hand, the NHPD is only able to grant 
licenses to products that treat non-serious 
conditions (which do not require monitor-
ing). This means that natural substances, 
which are powerful enough to prevent or 
treat serious medical conditions (e.g. rhema-
toid arthritis, cardiovascular disease etc…), 
will not likely be granted a product license. 
This completely defeats the original purpose 
for which the NHPD was created! 
     I encourage all DMB readers to write 
the NHPD about this apparent contradic-
tion in its regulations. They must oversee 
the use of ALL natural medications. When 
this is not the case, many safe and effective 
natural health products (like nattokinase 
and/or lumbrokinase) will eventually be 
driven underground in the Canadian market. 
What good are the Natural Health Products 
Regulations then? How can Health Canada 
properly protect Canadians, when there is an 
underground market?

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

Oligospermia and Infertility: A 5-Year Random-
ized, Controlled, Crossover Pilot Study. Clin 
Pharmacol Ther. 2012 Apr;91(4):582-9.

Patients with Nephrotic Syndrome 
Tend to be Aspirin-Resistant  
BACKGROUND: Aspirin has a beneficial 
role in prevention of cardiovascular and 
thromboembolic events. Patients may experi-
ence thromboembolic events despite aspirin 
treatment, a phenomenon called aspirin resis-
tance. We evaluated the frequency of aspirin 
resistance and its correlation with clinical and 
biochemical parameters among patients with 
nephrotic syndrome (NS).
METHODS: A total of 83 patients (50 
males, 33 females, age range 18-79 years) 
with NS using aspirin 100 mg/day were 
included in the study. Demographic infor-

mation and aetiology of NS based on the 
histology of a renal biopsy were recorded 
for each patient. Blood samples were drawn 
to investigate the association of aspirin 
resistance with inflammation and thrombotic 
risk factors. Aspirin resistance was defined 
as a normal collagen/epinephrine closure 
time<159 seconds using a platelet function 
analyzer (PFA-100).
RESULTS:  Aspirin resistance was deter-
mined in 51 patients (61.4%). The number of 
patients exposed to azathioprine therapy was 
significantly higher in the aspirin-sensitive 
group (P=0.043), whereas patients exposed 
to cyclosporine therapy were signifi-
cantly higher in the aspirin-resistant group 
(P=0.017). More patients in the aspirin-resis-
tant group were on angiotensin-converting 
enzyme inhibitor therapy compared with the 
aspirin-sensitive group (P=0.024). The aspirin-
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resistant group showed significantly higher 
serum low-density lipoprotein cholesterol 
(LDL-C) (151±47 versus 104±21 mg/dL; 
P<0.001), triglyceride levels (192±116 versus 
134±82 mg/dL; P=0.015) and glomerular 
filtration rates (91.8±43.0 versus 74.0±35.6 
mL/min/1.73 m2; P=0.044) compared with 
the aspirin-sensitive group. In multivariate 
analysis, LDL-C was the only parameter as-
sociated independently with aspirin resis-
tance [odds ratio (OR) 1.04, 95% confidence 
interval (CI) 1.02-1.06; P=0.004].
CONCLUSIONS:  A significant number 
of patients with NS are resistant to aspirin 
therapy. Serum LDL-C level is closely associ-
ated with aspirin resistance in NS.
Akoglu H, et al. High frequency of aspirin 
resistance in patients with nephrotic syndrome.  
Nephrol Dial Transplant. 2012 Apr;27(4):1460-6. 
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would improve the tolerability of hypertonic saline.
RESULTS AND CONCLUSIONS: The results showed that 
nebulized Hyaneb was more effective in reducing the need for β(2) 
bronchodilators and caused a significant reduction in the incidence 
of adverse effects compared with nebulized hypertonic saline solu-
tion alone. Its safety profile indicates that Hyaneb can be used for 
the treatment of lung disease in cystic fibrosis.
Furnari ML, et al. Nebulized hypertonic saline containing hyaluronic acid 
improves tolerability in patients with cystic fibrosis and lung disease com-
pared with nebulized hypertonic saline alone: a prospective, randomized, 
double-blind, controlled study.  Ther Adv Respir Dis. 2012 Dec;6(6):315-22. 
Epub 2012 Sep 11.

Vitamin D3 Supplementation Improves Cardiovascular 
Profiles in Overweight and Obese Women
ABSTRACT: Evidence indicates that vitamin D deficiency 
contributes to CVD. We investigated the effect of vitamin D3 
supplementation on cardiovascular risk factors in women. Healthy 
premenopausal overweight and obese women (n 77; mean age 38 
(sd 8·1) years) were randomly allocated to the vitamin D (25 μg/d 
as cholecalciferol) or the placebo group in a double-blind manner 
for 12 weeks. Blood pressure, serum lipoproteins, apolipoproteins 
and anthropometric parameters were recorded. Dietary intake 
was recorded using 24 hour food recall and FFQ. Physical activity 
was assessed by the International Physical Activity Questionnaire. 
Mean total cholesterol concentrations increased in the vitamin D 
group (0·08 (sd 0·56) mmol/l) but declined in the placebo group 
(0·47 (sd 0·58) mmol/l), and a significant effect was observed (P ≤ 
0·001). In the vitamin D group, mean HDL-cholesterol concentra-
tion increased, whereas it decreased in the placebo group (0·07 (sd 
0·2) v. - 0·03 (sd 0·2) mmol/l; P = 0·037). Mean apoA-I concentra-
tion increased in the vitamin D group, although it decreased in the 
placebo group (0·04 (sd 0·39) v. - 0·25 (sd 0·2) g/l; P ≤ 0·001). Mean 
LDL-cholesterol:apoB-100 ratio augmented in the vitamin D group, 
while this ratio declined in the placebo group (0·11 (sd 0·6) v. - 0·19 
(sd 0·3); P = 0·014). Body fat mass was significantly decreased in the 
vitamin D group more than the placebo group (- 2·7 (sd 2) v. - 0·4 
(sd 2) kg; P ≤ 0·001). The findings showed that supplementation 
with vitamin D3 can significantly improve HDL-cholesterol, apoA-I 
concentrations and LDL-cholesterol:apoB-100 ratio, which remained 
significant in the multivariate model including anthropometric, 
dietary and physical activity measures.
Salehpour A, et al. Vitamin D3 and the risk of CVD in overweight and 
obese women: a randomised controlled trial. Br J Nutr. 2012 Nov 
28;108(10):1866-73. Epub 2012 Feb 9.

Topical Honey Treatment Helps Chemotherapy-In-
duced Mucositis 
ABSTRACT: In spite of being one of the most investigated 
subjects among supportive care in cancer, no therapy has been found 
effective in treatment of chemotherapy-induced oral mucositis. 
Based on the observations that honey bees products have anti-
inflammatory and wound healing effects, the present study tried to 
evaluate the effect of topical application of honey and a mixture of 

A No-Brainer: Supplement with Probiotics When Tak-
ing AntiBiotics
BACKGROUND: Antibiotic treatment may disturb the resistance 
of gastrointestinal flora to colonization. This may result in complica-
tions, the most serious of which is Clostridium difficile–associated 
diarrhea (CDAD).
PURPOSE: To assess the efficacy and safety of probiotics for the 
prevention of CDAD in adults and children receiving antibiotics.
DATA SOURCES: Cochrane Central Register of Controlled Trials, 
MEDLINE, EMBASE, CINAHL, Allied and Complementary Medicine 
Database, Web of Science, and 12 gray-literature sources.
STUDY SELECTION: Randomized, controlled trials including 
adult or pediatric patients receiving antibiotics that compared any 
strain or dose of a specified probiotic with placebo or with no treat-
ment control and reported the incidence of CDAD.
DATA EXTRACTION: Two reviewers independently screened 
potentially eligible articles; extracted data on populations, inter-
ventions, and outcomes; and assessed risk of bias. The Grading of 
Recommendations Assessment, Development and Evaluation guide-
lines were used to independently rate overall confidence in effect 
estimates for each outcome.
DATA SYNTHESIS: Twenty trials including 3,818 participants 
met the eligibility criteria. Probiotics reduced the incidence of 
CDAD by 66% (pooled relative risk, 0.34 [95% CI, 0.24 to 0.49]; I2 
= 0%). In a population with a 5% incidence of antibiotic-associated 
CDAD (median control group risk), probiotic prophylaxis would 
prevent 33 episodes (CI, 25 to 38 episodes) per 1,000 persons. Of 
probiotic-treated patients, 9.3% experienced adverse events, com-
pared with 12.6% of control patients (relative risk, 0.82 [CI, 0.65 to 
1.05];I2 = 17%).
LIMITATIONS: In 13 trials, data on CDAD were missing for 
5% to 45% of patients. The results were robust to worst-plausible 
assumptions regarding event rates in studies with missing outcome 
data.
CONCLUSION: Moderate-quality evidence suggests that probi-
otic prophylaxis results in a large reduction in CDAD without an 
increase in clinically important adverse events.
PRIMARY FUNDING SOURCE: None.
Bradley C, et al. Probiotics for the Prevention of Clostridium difficile–Associ-
ated Diarrhea: A Systematic Review and Meta-analysis. Ann Intern Med. 
18 December 2012;157(12):878-888.

Adding Hyaluronic Acid to Nebulized Hypertonic 
Saline Minimizes Adverse Effects in Cystic Fibrosis 
Patients
BACKGROUND: Hypertonic saline inhalation has been shown to 
be effective in patients with cystic fibrosis and lung disease. However, 
adverse events including marked airway narrowing are reported and 
a bronchodilator must be given before the administration of the 
product.
METHODS: We carried out a prospective, randomized, double-
blind, parallel-group, controlled study of a hypertonic saline solution 
containing hyaluronic acid (Hyaneb) versus standard hypertonic 
saline therapy to assess whether the presence of hyaluronic acid 
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weeks in: executive function (TMT-B) (p = 0.007), attention/concen-
tration (TMT-A) (p = 0.002), and non-verbal memory (ROCF-imme-
diate/delayed recall) (p = 0.001/0.002), mood (p = 0.002), FACT-Br 
subscale (p = 0.001), and the FACT physical subscale (p = 0.003). 
Conclusions: Some improvement in quality of life and cognitive 
function were noted with Ginkgo biloba. However, treatment with 
Ginkgo biloba was associated with a high dropout rate.
Attia A, et al. Phase II Study of Ginkgo Biloba in Irradiated Brain Tumor Pa-
tients: Effect on Cognitive Function, Quality of Life, and Mood. J Neuroon-
col. 2012 Sep;109(2):357-63. Epub 2012 Jun 15.

Citicoline did not Improve Cognitive Function in Trau-
matic Brain Injury Patients 
CONTEXT: Traumatic brain injury (TBI) is a serious public health 
problem in the United States, yet no treatment is currently available 

to improve outcome after TBI. Approved 
for use in TBI in 59 countries, citicoline 
is an endogenous substance offering 
potential neuroprotective properties 
as well as facilitated neurorepair post 
injury.
OBJECTIVE: To determine the ability 
of citicoline to positively affect func-
tional and cognitive status in persons 
with complicated mild, moderate, and 
severe TBI.
DESIGN, SETTING, AND PA-
TIENTS: The Citicoline Brain Injury 
Treatment Trial (COBRIT), a phase 3, 
double-blind randomized clinical trial 
conducted between July 20, 2007, and 
February 4, 2011, among 1,213 patients 
at eight US level 1 trauma centers to in-
vestigate effects of citicoline vs placebo 
in patients with TBI classified as compli-
cated mild, moderate, or severe.
INTERVENTION: Ninety-day regi-
men of daily enteral or oral citicoline 
(2000 mg) or placebo.
MAIN OUTCOME MEASURES: 

Functional and cognitive status, assessed at 90 days using the 
TBI-Clinical Trials Network Core Battery. A global statistical test 
was used to analyze the nine scales of the core battery. Secondary 
outcomes were functional and cognitive improvement, assessed at 
30, 90, and 180 days, and examination of the long-term maintenance 
of treatment effects.
RESULTS: Rates of favorable improvement for the Glasgow Out-
come Scale-Extended were 35.4% in the citicoline group and 35.6% 
in the placebo group. For all other scales the rate of improvement 
ranged from 37.3% to 86.5% in the citicoline group and from 42.7% 
to 84.0% in the placebo group. The citicoline and placebo groups 
did not differ significantly at the 90-day evaluation (global odds ratio 
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honey, olive oil-propolis extract, and beeswax (HOPE) in treatment 
of oral mucositis. This was a randomized controlled clinical trial con-
ducted on 90 patients with acute lymphoblastic leukemia and oral 
mucositis grades 2 and 3. The mean age of enrolled patients was 6.9 
years. The patients were assigned into three equal treatment groups: 
Honey, HOPE, and control groups. Topical treatment for each patient 
consists of honey, HOPE, and benzocaine gel for honey, HOPE, and 
control groups, respectively. Recovery time in grade 2 mucositis was 
significantly reduced in the honey group as compared with either 
HOPE or controls (P < .05). In grade 3 mucositis, recovery time 
did not differ significantly between honey and HOPE (P = 0.61) but 
compared with controls, healing was faster with either honey or 
HOPE (P < .01). Generally, in both grades of mucositis, honey pro-
duced faster healing than either HOPE or controls (P < .05). Based 
on our results that showed that honey produced faster healing in 
patients with grade 2/3 chemotherapy-
induced mucositis, we recommend using 
honey and possibly other bee products 
and olive oil in future therapeutic tri-
als targeting chemotherapy-induced 
mucositis.
Abdulrhman, M, et al. Honey and a Mixture 
of Honey, Beeswax, and Olive Oil-Propolis 
Extract in Treatment of Chemotherapy-
Induced Oral Mucositis: A Randomized 
Controlled Pilot Study.  Pediatr Hematol 
Oncol. 2012 Apr;29(3):285-92. 

Ginkgo Biloba May Improve 
Cognitive Function in Patients 
Who’ve Had Brain Radiation 
Treatment
ABSTRACT: Ginkgo biloba has been 
reported to improve cognitive func-
tion in older adults and patients with 
Alzheimer’s disease and multi-infarct 
dementia. We conducted an open-label 
phase II study of this botanical product 
in symptomatic irradiated brain tumor 
survivors. Eligibility criteria included: 
life expectancy ≥30 weeks, partial or whole brain radiation ≥ six 
months before enrollment, no imaging evidence of tumor progres-
sion in previous three months, or stable or decreasing steroid dose, 
and no brain tumor treatment planned while on study. The Ginkgo 
biloba dose was 120 mg/day (40 mg t.i.d.) for 24 weeks followed by 
a six-week washout period. Assessments performed at baseline, 12, 
24 (end of treatment), and 30 weeks (end of washout) included KPS, 
Functional Assessment of Cancer Therapy-Brain (FACT-Br), Profile 
of Mood States, Mini-Mental Status Exam, Trail Making Test Parts A 
(TMT-A) and B (TMT-B), Digit Span Test, Modified Rey Osterrieth 
Complex Figure (ROCF), California Verbal Learning Test Part II, and 
the F-A-S Test. Results: Of the 34 patients enrolled on study, 23 (68 
%) completed 12 weeks of treatment and 19 (56 %) completed 24 
weeks of treatment. There were significant improvements at 24 
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[OR], 0.98 [95% CI, 0.83-1.15]); in addition, there was no significant 
treatment effect in the two severity subgroups (global OR, 1.14 
[95% CI, 0.88-1.49] and 0.89 [95% CI, 0.72-1.49] for moderate/
severe and complicated mild TBI, respectively). At the 180-day 
evaluation, the citicoline and placebo groups did not differ signifi-
cantly with respect to the primary outcome (global OR, 0.87 [95% 
CI, 0.72-1.04]).
CONCLUSION: Among patients with traumatic brain injury, the 
use of citicoline compared with placebo for 90 days did not result 
in improvement in functional and cognitive status.
Zafonte RD, et al. Effect of Citicoline on Functional and Cognitive Status 
Among Patients With Traumatic Brain InjuryCiticoline Brain Injury Treat-
ment Trial (COBRIT). JAMA. 2012 Nov 21;308(19):1993-2000. 

Low Serum Magnesium Should be Optimized in Pa-
tients with Atrial Fibrillation 
BACKGROUND: Low serum magnesium has been linked to 
increased risk of atrial fibrillation (AF) after cardiac surgery. It is 
unknown whether hypomagnesemia predisposes to AF in the com-
munity.
METHODS AND RESULTS: We studied 3,530 participants 
(mean age, 44 years; 52% women) from the Framingham Offspring 
Study who attended a routine examination and were free of AF and 
cardiovascular disease. We used Cox proportional hazard regres-
sion analysis to examine the association between serum magne-
sium at baseline and risk of incident AF. Analyses were adjusted for 
conventional AF risk factors, use of antihypertensive medications, 
and serum potassium. During up to 20 years of follow-up, 228 
participants developed AF. Mean serum magnesium was 1.88 mg/dL. 
The age- and sex-adjusted incidence rate of AF was 9.4 per 1,000 
person-years (95% confidence interval, 6.7-11.9) in the lowest 
quartile of serum magnesium (≤1.77 mg/dL) compared with 6.3 per 
1,000 person-years (95% confidence interval, 4.1-8.4) in the highest 
quartile (≥1.99 mg/dL). In multivariable-adjusted models, individuals 
in the lowest quartile of serum magnesium were ~50% more likely 
to develop AF (adjusted hazard ratio, 1.52; 95% confidence interval, 
1.00-2.31; P=0.05) compared with those in the upper quartiles. 
Results were similar after the exclusion of individuals on diuretics.
CONCLUSIONS: Low serum magnesium is moderately associ-
ated with the development of AF in individuals without cardiovas-
cular disease. Because hypomagnesemia is common in the general 
population, a link with AF may have potential clinical implications. 
Further studies are warranted to confirm our findings and to eluci-
date the underlying mechanisms.
Khan AM, et al. Low serum magnesium and the development of atrial 
fibrillation in the community: the Framingham Heart Study. Circulation. 
2013 Jan 1;127(1):33-8. Epub 2012 Nov 21.

Have A Patient with Difficult Venous Access? Try 
Topical Application of 20% Black Pepper Essential Oil.
OBJECTIVES: To evaluate the effect of topically applied black 
pepper essential oil on easing intravenous catheter insertion (IVC) 
in patients with no palpable or visible veins compared to a control 
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group (standard nursing practice).
DESIGN: Randomized, controlled study.
SUBJECTS: One hundred twenty hospitalized patients, who 
were referred to a hospital vascular team because of difficulty in 
accessing veins for IVC insertion.
INTERVENTIONS: Topical application of 20% essential oil of 
black pepper in aloe vera gel or standard nursing care (hot packs 
with or without vigorous tactile stimulation).
OUTCOME MEASURES: Pre- and post-test vein visibility and/
or palpability and number of attempts at IVC insertion.
RESULTS: A higher percentage of patients achieved optimal 
scoring (vein score=2) or improved scoring (vein score of 1 or 
2) to black pepper intervention than standard nursing care. The 
black pepper group also reduced the number of patients whose 
veins were still not visible or palpable after the intervention to 
nearly half that of the control group (p<0.05). The number of IVC 
attempts following black pepper was also half that of the control 
group.
CONCLUSION: Topical application of black pepper is a viable 
and effective way to enhance vein visibility and palpability prior to 
intravenous insertion in patients with limited vein accessibility; it 
also improves ease of IVC insertion.
Kristiniak S, et al. Black pepper essential oil to enhance intravenous 
catheter insertion in patients with poor vein visibility: a controlled study. J 
Altern Complement Med. 2012 Nov;18(11):1003-7.

Low-Fat or Low-Glycemic-Load Hypocaloric Diet 
Results in Weight Loss and Improved Inflammatory 
Markers
BACKGROUND: Low-grade inflammation is linked to metabolic 
syndrome and obesity. We studied the effects of weight loss and 
dietary composition on serum concentrations of biomarkers of 
inflammation and adipokines.
METHODS: Men and women (n=181) aged 30-65 years with a 
body mass index (BMI) of 28-40 kg/m(2) (28-35 kg/m(2) for wom-
en) and one or more components of metabolic syndrome were 
randomized to follow one of two hypocaloric diets, a low-fat or 
low-glycemic-load diet for three months. Blood samples were taken 
pre- and postintervention. Serum concentrations of interleukin-6 
(IL-6), tumor necrosis factorα (TNF-α), plasminogen activator 
inhibitor-1 (PAI-1), monocyte chemoattractant protein-1 (MCP-1), 
and adipokines (leptin, resistin, and adiponectin) were analyzed us-
ing multiplexed microsphere immunoassays.
RESULTS: Weight loss was not different in the low-fat 
(4.4%±3.8%) and low-glycemic-load (4.9%±3.2%) groups. Concen-
trations of IL-6, TNF-α, PAI-1, and leptin were significantly reduced 
in both dietary groups with no between-group differences, whereas 
MCP-1 and adiponectin concentrations did not change. Subjects 
with full metabolic syndrome (three or more components; n=109) 
experienced greater weight loss than subjects (n=72) with one to 
two components and greater reduction in leptin [7.08 (95% confi-
dence interval 5.19, 8.97) vs. 3.46 (0.91, 6.00) ng/mL; p=0.02] and a 
tendency to greater reduction in TNF-α (1.00 [0.60, 1.44] vs 0.40 
[0.02, 0.78] pg/mL; p=0.05).
CONCLUSION: Hypocaloric diets improved inflammatory 

Clinical Quickies continued on p.9
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Net clinical benefit of warfarin in 
patients with atrial fibrillation: 
a report from the Swedish atrial 
fibrillation cohort study.
BACKGROUND: Known risk factors 
for bleeding during anticoagulant treatment 
are largely the same as those predicting 
thromboembolic events in patients with 
atrial fibrillation (AF). Our objective was to 
investigate how to maximize the likelihood 
of avoiding both stroke and bleeding.
METHODS AND RESULTS: All 
182,678 subjects with atrial fibrillation in 
the Swedish Hospital Discharge Register 
were studied for an average of 1.5 years 
(260,000 patient-years at risk). Patients 
were stratified according to risk scores with 
the use of historic International Classifica-
tion of Disease diagnostic codes in the 
register. Information about medication was 
obtained from the Swedish Drug Registry. 
Our primary end point was net benefit de-
fined as number of avoided ischemic strokes 
with anticoagulation minus the number of 
excess intracranial bleedings with a weight 
of 1.5 to compensate for the generally 
more severe outcome with intracranial 
bleedings. The adjusted net clinical benefit 
favored anticoagulation for almost all atrial 
fibrillation patients. The exceptions were 
patients at very low risk of ischemic stroke 
with a CHA(2)DS(2)-VASc score of 0 and 
moderately elevated bleeding risk (-1.7%/y). 
The results were broadly similar with 
CHADS(2), except for patients with very 
low embolic risk; the CHA(2)DS(2)-VASc 
was able to identify those patients (n=6205, 
3.9% of all patients) who had no net clinical 
benefit or even some disadvantage from 
anticoagulant treatment.
CONCLUSIONS: In almost all patients 
with atrial fibrillation, the risk of ischemic 
stroke without anticoagulant treatment is 
higher than the risk of intracranial bleeding 
with anticoagulant treatment. Analysis of the 
net benefit indicates that more patients may 
benefit from anticoagulant treatment.
Friberg L, et al. Circulation. 2012 May 
15;125(19):2298-307. 

Rapamycin affects tissue plasmino-
gen activator and plasminogen 

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

activator inhibitor I expression: a 
potential prothrombotic mecha-
nism of drug-eluting stents.
ABSTRACT: Although drug-eluting 
stents (DESs) can decrease the risk of reste-
nosis, this benefit is tempered by a possible 
increased risk of in-stent thrombosis. We 
assessed the effects of rapamycin on human 
umbilical vein endothelial cells (HUVECs) to 
identify the alterations in gene expression 
associated with thrombosis. Expression of 
tissue plasminogen activator (t-PA) and plas-
minogen activator inhibitor 1 (PAI-1) was 
assessed in HUVECs treated with rapamycin 
(final concentrations: 1, 10, 100, and 1000 
ng/mL) for 24 and 48 hours. Incubation of 
HUVECs with rapamycin strongly reduced 
the expression of t-PA in a concentration-
dependant manner (P < .05 to < .01). How-
ever, the expression of PAI-1 was induced by 
rapamycin (P < .05 to < .01). The increase 
in PAI-1 induction was up to 3.3-fold. In 
conclusion, rapamycin inhibited t-PA and 
induced PAI-1 expression in HUVECs. This 
effect may contribute to in-stent thrombosis 
associated with DESs.
Ma Q, et al. Angiology. 2012 Jul;63(5):330-5. 

A comparative study of antithrom-
botic and antiplatelet activities of 
different fucoidans from Laminaria 
japonica.
INTRODUCTION: Fucoidans extracted 
from brown algae represent an intriguing 
group of natural fucose-enriched sulfated 
polysaccharide, with excellent anticoagulant, 
antimetastatic, antiangiogenic and anti-
inflammatory activities. In the present study, 
we compared antithrombotic activities of 
four fucoidan fractions with different molec-
ular weight and sulfated ester content from 
Laminaria japonica in an electrical induced 
arterial thrombosis and their potential 
mechanism underlying such activity. 
RESULTS AND CONCLUSIONS: 
In vivo middle molecular weight (MMW) 
fucoidan fractions with molecular weight 
about 28,000 and 35,000 exhibited better 
antithrombotic activity in electrical induced 
arterial thrombosis than low molecular 
weight (LMW) fucoidan LF1 and LF2 (Mw 
7,600 and 3,900). Inhibition of arterial 
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thrombosis occurred at dose of 0.1-0.25mg/
kg for MMW fucoidans, accompanied 
with moderate anticoagulant activity and 
significant decrease of whole blood viscosity 
and hematocrit. The antithrombotic effects 
of MMW Fucoidans might be related with 
promotion of TFPI content and decrease 
of TXB2 content, without affecting platelet 
aggregation and 6-keto-PGF1α content in 
vivo. In contrast, LMW fucoidans showed a 
correlation among anticoagulant, antiplatelet 
and antithrombotic effects in vivo. Anti-
thrombotic action of LF1 and LF2 required 
high dose of 2.5-10mg/kg, concomitantly 
with anticoagulant activity and specific inhi-
bition of platelet aggregation in vivo. Their 
antithrombotic effect might be related to 
their promotion of TFPI and 6-keto-PGF1α, 
down regulation of TXB2, without affecting 
hemorheology. These findings suggested that 
fucoidan fractions with different molecular 
weight acted on the antithrombotic action 
by different mechanism. By comparison, 
highly sulfated fucoidan LF2 with molecular 
weight of 3,900 seemed to be a more suit-
able choice of antithrombotic drug for its 
antithrombotic activity accompanied with 
specific inhibitory activity on platelet ag-
gregation, low anticoagulant activity and low 
hemorrhagic risk in vivo.
Zhao X, et al. Thromb Res. 2012 Jun; 129(6):

Boluoke® Q&A cont’d on p.12

Boluoke® Q&A
Q: Are you familiar with alpha-2-antiplasmin 
(α2AP) as part of a comprehensive fibrino-
gen panel? Are there any studies or anec-
dotal reports to support that Boluoke® 
affects such? 
Below is a copy of the results from a patient 
who recently asked if his slightly low α2AP 
level could be due to taking warfarin. He 
is also taking two caps Boluoke® TID. To 
answer that, I did some research. Warfarin 
is an anticoagulant, whereas Boluoke® is a 
fibrinolytic (thrombolytic) agent. Therefore, 
by process of elimination, warfarin would 
seem to not have any effect on α2AP.
That leaves us to wonder whether a throm-
bolytic agent would decrease α2AP: 
www.ncbi.nlm.nih.gov/pubmed/7692999
Even though staphylokinase is not the same 
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biomarkers and adipokines independently of dietary composition. The 
response tended to be greater in subjects with three or more compo-
nents of metabolic syndrome than their counterparts with one to two 
components.
Heggen E, et al. Effect of a low-fat versus a low-gycemic-load diet on inflam-
matory biomarker and adipokine concentrations. Metab Syndr Relat Disord. 
2012 Dec;10(6):437-42. Epub 2012 Aug 13.

Another Study Shows Sublingual Immunotherapy Prom-
ising for Peanut Allergy
BACKGROUND: There are presently no available therapeutic op-
tions for patients with peanut allergy.
OBJECTIVE: We sought to investigate 
the safety, efficacy, and immunologic ef-
fects of peanut sublingual immunotherapy 
(SLIT).
METHODS: After a baseline oral food 
challenge (OFC) of up to 2 g of peanut 
powder (approximately 50% protein; me-
dian successfully consumed dose [SCD], 
46 mg), 40 subjects, aged 12 to 37 years 
(median, 15 years), were randomized 1:1 
across five sites to daily peanut or placebo 
SLIT. A 5-g OFC was performed after 44 weeks, followed by unblinding; 
placebo-treated subjects then crossed over to higher dose peanut SLIT, 
followed by a subsequent crossover Week 44 5-g OFC. Week 44 OFCs 
from both groups were compared with baseline OFCs; subjects suc-
cessfully consuming 5 g or at least 10-fold more peanut powder than 
the baseline OFC threshold were considered responders.
RESULTS: After 44 weeks of SLIT, 14 (70%) of 20 subjects receiving 
peanut SLIT were responders compared with three (15%) of 20 sub-
jects receiving placebo (P < .001). In peanut SLIT responders, median 
SCD increased from 3.5 to 496 mg. After 68 weeks of SLIT, median 
SCD significantly increased to 996 mg (compared with Week 44, P = 
.05). The median SCD at the Week 44 Crossover OFC was significantly 
higher than baseline (603 vs 71 mg, P = .02). Seven (44%) of 16 cross-
over subjects were responders; median SCD increased from 21 to 496 
mg among responders. Of 10,855 peanut doses through the Week 44 
OFCs, 63.1% were symptom free; excluding oral-pharyngeal symptoms, 
95.2% were symptom free.
CONCLUSIONS: Peanut SLIT safely induced a modest level of de-
sensitization in a majority of subjects compared with placebo. Longer 
duration of therapy showed statistically significant increases in the 
SCD.
Fleischer DM, et al. Sublingual immunotherapy for peanut allergy: a random-
ized, double-blind, placebo-controlled multicenter trial. J Allergy Clin Immunol. 
2013 Jan;131(1):119-27.

High Dose Resveratrol Did not Improve Metabolic or 
Inflammatory Parameters in Obese Subjects
ABSTRACT: Obesity, diabetes, hypertension, and hyperlipidemia 
constitute risk factors for morbidity and premature mortality. Based 
on animal and in vitro studies, resveratrol reverts these risk factors via 

stimulation of silent mating type information regulation 2 homo-
log 1 (SIRT1), but data in human subjects are scarce. The objective 
of this study was to examine the metabolic effects of high-dose 
resveratrol in obese human subjects. In a randomized, placebo-
controlled, double-blinded, and parallel-group design, 24 obese but 
otherwise healthy men were randomly assigned to four weeks of 
resveratrol or placebo treatment. Extensive metabolic examina-
tions including assessment of glucose turnover and insulin sensi-
tivity (hyperinsulinemic euglycemic clamp) were performed before 
and after the treatment. Insulin sensitivity, the primary outcome 
measure, deteriorated insignificantly in both groups. Endogenous 
glucose production and the turnover and oxidation rates of glu-
cose remained unchanged. Resveratrol supplementation also had 
no effect on blood pressure; resting energy expenditure; oxidation 
rates of lipid; ectopic or visceral fat content; or inflammatory and 
metabolic biomarkers. The lack of effect disagrees with persuasive 
data obtained from rodent models and raises doubt about the 
justification of resveratrol as a human nutritional supplement in 
metabolic disorders.
Poulsen MM, et al. High-Dose Resveratrol Supplementation in Obese 
Men: An Investigator-Initiated, Randomized, Placebo-Controlled Clinical 
Trial of Substrate Metabolism, Insulin Sensitivity, and Body Composition. 
Diabetes. 2012 Nov 28. [Epub ahead of print]

Legumes Improve Glycemic Control in Type 2 Dia-
betics
BACKGROUND: Legumes, including beans, chickpeas, and 
lentils, are among the lowest glycemic index (GI) foods and have 
been recommended in national diabetes mellitus (DM) guidelines. 
Yet, to our knowledge, they have never been used specifically to 
lower the GI of the diet. We have therefore undertaken a study 
of low-GI foods in type 2 DM with a focus on legumes in the 
intervention. 
METHODS: A total of 121 participants with type 2 DM were 
randomized to either a low-GI legume diet that encouraged 
participants to increase legume intake by at least one cup per day, 
or to increase insoluble fiber by consumption of whole wheat 
products, for three months. The primary outcome was change in 
hemoglobin A1c (HbA1c) values with calculated coronary heart 
disease (CHD) risk score as a secondary outcome. 
RESULTS: The low-GI legume diet reduced HbA1c values 
by -0.5% (95% CI, -0.6% to -0.4%) and the high wheat fiber diet 
reduced HbA1c values by -0.3% (95% CI, -0.4% to -0.2%). The 
relative reduction in HbA1c values after the low-GI legume diet 
was greater than after the high wheat fiber diet by -0.2% (95% CI, 
-0.3% to -0.1%; P &lt; .001). The respective CHD risk reduction 
on the low-GI legume diet was -0.8% (95% CI, -1.4% to -0.3%; P 
= .003), largely owing to a greater relative reduction in systolic 
blood pressure on the low-GI legume diet compared with the 
high wheat fiber diet (-4.5 mm Hg; 95% CI, -7.0 to -2.1 mm Hg; P 
&lt; .001). 
CONCLUSION: Incorporation of legumes as part of a low-GI 
diet improved both glycemic control and reduced calculated CHD 
risk score in type 2 DM. 
Jenkins DJ, et al. Effect of Legumes as Part of a Low Glycemic Index 
Diet on Glycemic Control and Cardiovascular Risk Factors in Type 2 
Diabetes Mellitus: A Randomized Controlled Trial. Arch Intern Med. 
2012 Oct 22:1-8. 
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March 23-24
California Naturopathic Doctors Association 
presents “MERGING MEDICINE XIV CONFER-
ENCE – ENVIRONMENTAL MEDICINE AND 
ONCOLOGY IN PRIMARY PRACTICE.”  The Hyatt 
at Fisherman’s Wharf, San Francisco, CA. 
Contact: www.calnd.org/mm14

April 11-13
AMERICAN ASSOCIATION OF OZONE THERA-
PY 2013 ANNUAL MEETING. Omni Dallas Park West, 
Dallas, TX. Contact: www.aaot.us/meetings-training/

April 11-14
NWNPC presents the 57TH ANNUAL NORTH-
WEST NATUROPATHIC CONVENTION. Down-
town Waterfront Marriott, Portland, OR. 
Contact: www.nwnpc.com/convention/

April 13-14
2013 SOUTHWEST CONFERENCE ON BOTANI-
CAL MEDICINE. Southwest College of Naturopathic 
Medicine, Tempe, AZ. 
Contact: www.botanicalmedicine.org/conferences/

April 17-21
AHMA & AAEM jointly presents “GATEWAY 
MEDICAL CONFERENCE – FATIGUE, THE MOD-
ERN DELIMMA.” St. Louis Union Station – A Double 
Tree by Hilton Hotel, St. Louis, MO. 
Contact: www.aaemonline.org/

April 18-20
HOLISTIC DENTAL ASSOCIATION 36TH AN-
NUAL CONFERENCE. Hilton Washington Dulles Air-
port, Herndon, VA. Contact: www.holisticdental.org/36th_
annual_meeting_april_2013

April 18-20
Best Answer For Cancer Foundation & IOICP 
presents 2013 IPT/IPTLD INTEGRATIVE CAN-
CER CARE CONFERENCE “INTEGRATIVE 
ALTERNATIVE ONCOLOGY: FIRST DO NO 
HARM.” Sheraton Dallas Hotel by the Galleria, Dallas, TX. 
Contact: www.bestanswerforcancer.org/annual-conference/
conference2013/

APRIL 26-28
International Society For Orthomolecular Medi-
cine presents 42ND ANNUAL INTERNATIONAL 
CONFERENCE “ORTHOMOLECULAR MEDI-
CINE TODAY.” Fairmont Royal York Hotel, Toronto, ON. 
Contact: www.orthomed.org/omt/omt.html

April 26-28
HEALTHY MEDICINE ACADEMY presents 
“INTEGRATIVE CANCER MEDICINE: CLINI-

CAL APPLICATIONS OF CANCER STRATEGIES.” 
DoubleTree Resort, Scottsdale, AZ. 
Contact: www.healthymedicineacademy.com

April 27-28
AzNMA 2013 SPRING CONFERENCE presents 
“PEDIATRICS TO GERIATRICS.” Fiesta Resort Confer-
ence Center, Tempe, AZ. Contact: www.aznma.org

May 2-5
Age Medicine Management Group (AMMG) pres-
ents 14TH CLINICAL APPLICATIONS FOR AGE 
MANAGEMENT MEDICINE. The Westin Diplomat 
Resort & Spa; Hollywood, FL. 
Contact: https://www.agemed.org/ 

May 9-12
American Osteopathic Association of Prolother-
apy Regenerative Medicine presents REGENERA-
TIVE MEDICINE FOR HEALING & PAIN TREAT-
MENT. Marriott Country Club Plaza; Kansas City, MO. 
Contact: www.prolotherapycollege.com 

May 10-12
BIOLOGICAL MEDICINE 2013 CONFERENCE – 
EAST with Dietrich Klinghardt, MD, PhD. Holiday Inn 
Midtown in New York, NY. The latest treatment guidelines and 
testing for Lyme disease/autism/cancer/ biological remedies/
electromagnetic radiation/environmental toxicity/mold illness/
parasites/new homeopathics and more. Also, half-day Autonom-
ic Response Testing Basics Refresher with Dr. Marc Schwartz 
on May 10. Contact: www.klinghardtacademy.com

May 12-15
NHP Research Society of Canada presents THE 
10TH ANNUAL NHP CONFERENCE AND TRADE 
SHOW. Caesar Casino; Windsor, ON. 
Contact: www.nhprs.ca/content/nhprs-annual-conference

May 17-19
Park Compounding & Bastyr Clinical Research 
Center presents IV THERAPY 2013 CONFERENCE 
AND EXPO. Crowne Plaza Anaheim Hotel;  
Anaheim, CA. Contact: www.ivtherapies2013.com

May 18-19
American College For Advancement In Medicine 
(ACAM) presents 2013 SPRING CONFERENCE.  
The Westin Diplomat Resort & Spa, Hollywood, FL. 
Contact: www.acamnet.org

May 18-19
National College of Naturopathic Medicine 
(NCNM) presents INTEGRATIVE CARDIOLOGY 
CONFERENCE. NCNM; Portland, OR. Contact: www.ncnm.
edu/alumni-ce/continuing-education.php
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The Medical Orient Express
Spooning Plus Ginger Poultice May 
Treat Common Cold
SUMMARY: Spooning is a common folk 
practice for the treatment of the common cold. 
It involves repeated pressured strokes over 
lubricated skin with a smooth edge. In the past, 
a ceramic Chinese soup spoon was commonly 
used. One hundred and eighteen patients diag-
nosed with the common cold were random-
ized into two groups. The age, sex, duration of 
illness, and body temperature were comparable 
between both groups. All patients met the 
criteria of Wind Cold according to Traditional 
Chinese Medicine theory: aversion to cold, 
low grade or no fever, no sweating, headache, 
body ache, sneezing, runny nose, tongue light 
red with thin clear or thin white coating, and 
pulse floating tight or slow. Exclusion criteria 
included: breast-feeding or pregnant women; 
severe illness in heart, liver, kidney, or hemato-
poietic systems; hematological, dermatological, 
psychiatric, and infectious diseases; allergic 
constitution; body temperature >39.0˚C; using 
other therapies or medication for cold. Both 
groups of patients received one spooning (Gua 
Sha, 刮痧) treatment, first on the GV Channel 
(Du Channel, 督脈), followed by the UB Chan-
nel (膀胱經), then finally on the whole back. 
The Spooning was done with uni-directional 
long smooth scrapings, from top to the bottom 
and from inside towards the outside. The goal 
was to produce a hyper-perfused erythematous 
skin or petichiae spots on the skin. In addi-
tion, the treatment group received a ginger 
poultice application on the back afterwards. The 
ginger poultice was prepared by first remov-
ing the skin of the ginger root, then mashing 
the root into a poultice. The ginger juice from 
the poultice was first applied on the Spooning 
area with a cotton swab. Then the poultice was 
made into small cones (moxa-like) and placed 
on (Da Zhui, 大椎), UB-13 (Fei Shu, 肺俞), 
UB-20 (Pi Shu, 脾俞), UB-21 (Wei Shu, 胃俞), 
and UB-23 (Shen Shu, 腎俞), and covered with 
plastic wrap and a warm towel for 15 to 20 
minutes. All patients were re-assessed 24 hours 
after treatment for aversion to cold, sneezing, 
nasal congestion, runny nose, headache, body 
ache, and temperature (if initially > 37.3˚C). 
A patient was considered 1) cured, if all cold 
symptoms resolved and temperature returned 
to normal without rebound; 2) improved, if cold 
symptoms were reduced and temperature was 
reduced > 1˚C but was still outside the normal 

range; 3) non-responsive, if cold symptoms and temperature did not change or got worse. 
Results showed that adding ginger poultice to spooning was statistically more effective than 
spooning alone for the common cold (Wind Cold type), and it normalized body temperature 

Acupressure on PC-6 Relieves Acute Angina
SUMMARY: One hundred and forty-two patients who visited the emergency depart-
ment for acute angina were randomized into treatment (n=68) and control (n=74) groups. 
The sex, age, symptomatic presentation, and concomitant disease profiles were statistically 
comparable between both. Inclusion criteria included: patients who had a bundle branch 
block, ventricular hypertrophy, valvular heart disease, drug-induced coronary ischemia, a 
heart attack in the previous three months, systolic/diastolic pressure less than 90/60mmHg 
or greater than 140/90mmHg, severe heart/brain/lung/ kidney or mental illnesses, diabetes, 
or peri-menopausal syndromes. Both groups of patients were given one tab (0.5mg) of sub-
lingual nitroglycerine, oxygen, and supportive treatments. In addition, the treatment group 
received acupressure on PC-6 (Nei Guan, 內關), continuously alternating on both sides for 
three minutes at a time, until angina was relieved. Blood pressure, heart rate, and EKG were 
recorded before and 30 minutes after treatment. The time-to-angina-relief and adverse 
reactions were also recorded. A patient was considered 1) markedly improved, if angina 
symptoms resolved and EKG reading normalized; 2) improved, if angina symptoms reduced 
and EKG reading improved, but had not reached normal range yet; 3) non-responsive, if 
there was no appreciable improvement in angina symptoms and EKG reading. The results 
showed that the improvement in the treatment group was significantly better than that in 
the control group.                                                    MOE Continued on page 12

This Herbal Formula May Help Chronic Urticaria
SUMMARY: Seventy-six patients diagnosed with chronic urticaria were randomly assigned 
into treatment  (n=40) and control (n=36) groups. Both were comparable in age, sex, and 
duration of illness. Exclusion criteria included: breast-feeding or pregnant women; having taken 
oral corticosteroids in previous two weeks, used topical corticosteroids in previous one week 
or oral anti-histamines in previous one week; severe hematological, cardiovascular, cerebro-
vascular, liver, kidney, and psychiatric illnesses. The control group received ranitidine 10mg 
once daily for four weeks. The treatment group received the modified herbal formula of Ma 
Huang Fu Zi Xi Xin Tang (麻黃附子細辛湯), one decoction pack per day (taken in two divided 
doses) for four weeks. The herbal formula consisted of Herba Ephedrae (Ma Huang, 麻黃) 6g, 
Radix Lateralis Aconiti Carmichaeli Praeparata (Pao Fu Zi, 炮附子) 10g, Herba cum Radice 
Asari (Xi Xin, 細辛) 3g, Radix Angelicae Sinensis (Dang Gui, 當歸) 15g, Radix Polygoni Multi-
flori (He Shou Wu, 何首烏) 15g. Radix Astragali (Huang Qi, 黃芪) was added to the formula 
is the patient was deemed Qi Deficient. Rehmanniae Radix preparata (Shu Di Huang, 熟地黃) 
and Polygonati odorati Rhizoma (Yu Zhu, 玉竹). All patients were assessed after four weeks. A 
patient was considered 1) cured, if all wheals and associated symptoms were resolved without 
recurrence; 2) improved, if wheals were reduced by 30% or the time between recurrences 
was prolonged, and skin itch was reduced; 3) non-responsive, if there was no obvious change 
in wheals and itchiness or wheals were reduced less than 30%. Results showed that the herbal 
treatment was statistically more effective than ranitidine in treating chronic urticaria (P<0.05).

All patients were followed for an 
additional year. Of the 37 cured or 
improved patients in the treatment 
group, five people had recurrences 
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                                    Comparison of Angina Symptom Improvement 
Group N= Markedly 

Improved 
Improved Non-Responsive Total Rate of  

Effectiveness 
Control 74 52 11 11 85.14% 

Treatment 68 56 9 3 95.59%* 
*Inter-group comparison, P<0.05 
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                                 Table 1.  Comparison of Treatment Effectiveness  

Group N= Cured Improved Non-Responsive Overall Rate of  
Effectiveness 

Control 58 43 (74.14%) 11 (18.97%) 4 (6.90%) 93.10% 
Treatment 60 56 (93.33%) 4 (6.67%) 0  100% 
 
                          Table 2.  Comparison of Time to Breaking of Fever ( ±S). 

Group N= Time to Breaking of 
Fever (hours) 

t Value P Value 

Control 58 13.6 ± 7.8  
3.977 

 
<0.05 Treatment 60 8.7 ± 5.3 
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                                  Table 1.  Comparison of Treatment Effectiveness 

Group N= Cured Improved Non-
Responsive 

Overall Rate of  
Effectiveness 

Treatment 40 25 (62.5%) 12 (30.0%) 3 (7.5%) 92.5% 
Control 36 16 (44.4%) 7 (19.4%) 13 (36.1%) 63.8% 

 

#1 
 

                                    Comparison of Angina Symptom Improvement 
Group N= Markedly 

Improved 
Improved Non-Responsive Total Rate of  

Effectiveness 
Control 74 52 11 11 85.14% 

Treatment 68 56 9 3 95.59%* 
*Inter-group comparison, P<0.05 
 
 
#2 
 
                                 Table 1.  Comparison of Treatment Effectiveness  

Group N= Cured Improved Non-Responsive Overall Rate of  
Effectiveness 

Control 58 43 (74.14%) 11 (18.97%) 4 (6.90%) 93.10% 
Treatment 60 56 (93.33%) 4 (6.67%) 0  100% 
 
                          Table 2.  Comparison of Time to Breaking of Fever ( ±S). 

Group N= Time to Breaking of 
Fever (hours) 

t Value P Value 

Control 58 13.6 ± 7.8  
3.977 

 
<0.05 Treatment 60 8.7 ± 5.3 

 
#3 
 
                                  Table 1.  Comparison of Treatment Effectiveness 

Group N= Cured Improved Non-
Responsive 

Overall Rate of  
Effectiveness 

Treatment 40 25 (62.5%) 12 (30.0%) 3 (7.5%) 92.5% 
Control 36 16 (44.4%) 7 (19.4%) 13 (36.1%) 63.8% 

 

Pan LY, et al. Chinese Journal of Information on Traditional Chinese Medicine (Zhong Guo Zhong Yi Yao 
Xin Xi Za Zhi). 2012; 19(12):63-64.
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(13.5%). Of the 23 cured or improved patients in the control group, eleven people had 
recurrences (47.8%).
Li AJ, et al. Chinese Journal of Information on Traditional Chinese Medicine (Zhong Guo Zhong Yi Yao 
Xin Xi Za Zhi). 2012; 19(12):81.



12   DMB  »  Mar 2013

Medical Bulletin
ISSN: 1916-2443X

Providing clinicians with current re-
search abstracts/summaries in tradition-
al Chinese medicine, nutritional medi-
cine, and conventional medicine, while 
ser ving as a platform for the exchange 
of clinical pear ls and experiences.

Dragon’s Medical Bulletin is pub-
lished ten times a year by: 

Richmond Alternative Medical Clinic Inc. 
150-7340 Westminster Hwy.
Richmond, BC  V6X 1A1
Phone: 604.207.0167
Fax: 604.273.2213

 
publisher and editor 

Mar tin Kwok, ND, Dr. TCM
editor@dragonsmedicalbulletin.com

managing editor & 
graphic designer 

Eugenia Teng

webmaster
Juliana Loh

editorial assistant
Faustina Chang

major sponsor
Canada RNA Biochemical Inc.

Disclaimer : Information presented 
in Dragon’s Medical Bulletin is meant 
as general information and may not 
be construed as medical advice or 
instruction. Clinicians are encouraged to 
discuss the information with their own 
peers and to do fur ther research before 
forming their own opinion. Readers who 
are not health care practitioners should 
consult appropriate health professionals 
on any matter relating to their health 
and should avoid self-diagnosing or self-
treating.

Dragon’s Medical Bulletin
is copyright ©2013, Richmond Alterna-
tive Medical Clinic. No par t of this 
publication may be reproduced in any 
medium or photocopied without writ-
ten permission from the publisher. 

b
w w w. d r a g o n s m e d i c a l b u l l e t i n . c o m

Dragon’s

Boluoke® Q & A continued from p.8
as lumbrokinase, it is nonetheless similarly fibrin-selective and a thrombolytic agent, thus, we 
could indirectly hypothesize that lumbrokinase could possibly decrease α2AP. Lumbrokinase 
also contains plasminogen activator, which could be yet another reason for a depleted α2AP 
level: www.ncbi.nlm.nih.gov/pubmed/3126344
I believe that the lower level is most likely due to the aggressive Boluoke® administration 
and very unlikely due to heretic deficiency. Do you agree? As potent as lumbrokinase is as 
a thrombolytic, if the α2AP level decreases much further, and increases the risk of hemor-
rage, would it be prudent to reduce the dosage of Boluoke®? On a side note, the patient’s 
HS-CRP levels decreased by 50% in less than a year. We surmise that this was the result of 
aggressive Boluoke® therapy which he began only three months ago.  I look forward to your 
response.
                                                                                                          Dr. L. Pearce

We do not have any direct evidence showing that lumbrokinase would degrade alpha-2-anti-
plasmin. However, it probably indirectly contributed to the α2AP decrease in your patient. 
Lumbrokinase enhances the fibrinolytic system in two ways: by direct fibrinolysis (which is 
independent of the plasminogen system), and by activating the plasminogen system. Lumbro-
kinase can turn plasminogen into active plasmin, which is quickly inactivated by circulating 
α2AP. So, if the patient takes more lumbrokinase, his body will generate more plasmin, thus 
depleting the body’s α2AP store. This is the most likely explanation at this point.
For patients who are on warfarin, we do not recommend giving high doses of lumbrokinase 
as additional protection, unless there was a past acute thromboembolism. If your patient 
is taking warfarin for prevention purposes, then adding lumbrokinase one cap QD up to 
TID should be sufficient. You may also use α2AP (or other markers) as a guide for dosing 
lumbrokinase. 

The other factors to look out for are material safety and electromagnetic field (EMF) emis-
sion.  All the components: the heater, tent, or enclosure boards, etc… must not release tox-
ins under working temperature.  A true FIR sauna has less risk of toxic off-gassing due to its 
lower working temperature. EMF is almost inevitable because most saunas run on electricity. 
To lower exposure, stay as far away from the heater as possible.   
     Patients should start FIR treatment slowly, then gradually build up the intensity. Patients 
should be well-hydrated (two to four cups of water) before and after entering the sauna. 
Start from 10 to 15 minutes or till sweating, and increase a minute or two each day. Any time 
a patient feels light-headed, they should stop sauna immediately, and leave the room.
Contraindications of using sauna include, alcohol or any medications that may impair sweat-
ing, poorly controlled blood pressure, abnormal heart rhythms, unstable angina, or advanced 
heart failure or heart valve disease. Increased heart rate is common, especially in  the 
traditional air conduction type of sauna (sometimes double the regular heart rate). In my 
clinical experience, a true FIR sauna does not raise the heart rate much, so it is excellent for 
patients who have cardiovascular concerns. 
     For patients using the sauna for detoxification, wiping off the perspiration and having 
good ventilation in the sauna are essential. I have smelled the toxic fumes from patients doing 
sauna days after exposure to organic solvents, flight fuel, and chemotherapy. 
Sauna treatment in cases of cancer/malignant tumor has been controversial, and must be 
considered on a case by case basis. Points to consider are a patient’s strength, type of tumor, 
current cancer status, ongoing treatment regiment and patient’s preference. 
     An infrared sauna is the best form of sauna for achieving therapeutic health benefits.

Sauna continued from p.1

 
                           Table 1.  Hemostasis Effectiveness Comparison between Groups 

Group N= Cured Markedly 
Improved 

Improved Non-
Responsive 

Overall Rate of 
Effectiveness 

Treatment 35 8 (22.9%) 17 (48.5%) 8 (22.9%) 2 (5.7%) 94.3%* 
Control 34 6 (17.6%) 14 (41.2%) 7 (20.6%) 7 (20.6%) 79.4% 

*Inter-group comparison, P<0.05 
 

 
                    Table 1.  Treatment Effectiveness Comparison between Groups 

Group N= Cured Markedly 
Improved 

Improved Non-
Responsive 

Overall Rate of 
Effectiveness 

Treatment 31 17 (54.8%) 9 (29%) 3 (9.7%) 2 (6.5%) 93.5%* 
Control 31 9 (29%) 5 (16.1%) 7 (22.6%) 10 (32.3%) 67.7% 

*Inter-group comparison, P<0.05 

 
 

 
 

Gu ZP. Shanghai Journal of Acupuncture and Moxibustion (Guang Ming Zhong Yi). 2012; 
31(9):662-663.
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