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Abstract—The ability of a patient to effectively stabilize (lock) and thus
prevent rotation of his/her joint against forces applied by one of the authors
(C.F.B.) appears to vary with the nature of the substance with which the patient
is in proximity. C.F.B. believes the patient’s nutritional needs can be evaluated
by determining which of several substances is most effective in strengthening
the weakened patient. The purpose of this study is to determine why such
changes in physical strength occur. Bottles of pills were placed one after another
on the supine patient’s abdomen and chart recordings of force vs. time were
made for the most effective strengthening agent and for an inactive placebo
substance as the patient attempted to resist shoulder flexion. In the first set of
trials, the tester was unblinded and the patient blinded. These same substances
next were placed in opaque cloth bags so that both the tester and the patient were
blinded and charted again. Finally, recordings of force vs. time again were made
for the strengthening agent and the placebo substance, with the tester unblinded
and the patient blinded. The tester, C.F.B., favored a signature hypothesis in
which some electromagnetic emanation from the beneficial substance made the
patient strong. Another author, P.R.B., favored a mental influence hypothesis,
whereby C.F.B. made the patients strong through a subconscious mental
influence reflecting his belief that a particular substance would be beneficial.
When C.F.B. was unblinded, the patients were weak (yielded) in every placebo
trial and were strong (locked the joint) in every trial with the active agent. When
C.F.B. was blinded, patients again were weak with one compound and strong
with the other; but C.F.B. correctly identified the active and placebo substances
in only 8 of 27 patients. These findings support the mental influence hypothesis.
Neither C.F.B. nor the patients were consciously aware of any mental
interaction. When strong, individual patients could hold against peak forces
on average 20-90% higher than the forces that caused them to yield when weak.

Keywords: motor function—nutritional testing—mental influence—electro-
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495



496 C. F. Buhler et al.

Introduction

Manual muscle testing has long been a part of patient evaluation. It is used by
physiatrists, orthopedists, neurologists, chiropractors, osteopaths and physical
therapists, among others. The patient is positioned so that the muscle or muscle
group to be tested causes trunk or limb rotation in a particular direction. The
tester then applies a counterforce as the patient makes a maximal effort to
produce the desired rotation. Beasley (1956, 1961) recognized patient
motivation increased when enough force was applied by the tester to cause
the limb to rotate in the direction opposite that intended by the patient. This
provides a defined endpoint for both the patient and tester.

Beasley stressed the desirability of making quantitative measurements of the
forces produced by the patients. More recent studies (Burgess & Jones, 1997;
Jones & Burgess, 1998) showing subjects can produce different amounts of force
at a given effort level (effort-force rescaling) underscore the importance of
making quantitative force measurements.

In the 1960s, manual muscle testing began to be used in unexpected ways
(Diamond, 1979; Goodheart, 1966, 1976; Hawkins, 2002; Walther, 1976). For
example, it was reported that simply holding a presumably harmful substance
like lead in the hand made almost all subjects weak when any of a number of
muscles were tested, whereas subjects were strong when holding a presumably
beneficial substance like vitamin C. The tests most commonly were done using
the shoulder joint, with the tester pressing down at the wrist on the outstretched
arm of the standing patient, the starting position of the arm being parallel to the
floor. The patient held the substance with the other hand and whether s/he knew
what was being held made no difference to the outcome (Hawkins, 2002).

This led to the hypothesis that muscle testing could be used to assess the
nutritional needs of patients, what substances they might be allergic to, the
appropriateness of medications taken, etc. If it were true that patients would be
weakened by holding substances harmful to them and strengthened by holding
beneficial substances, the medical and scientific impact would be considerable.

Using quantitative force measurements, one of the authors (C.F.B.) has
verified that the strength of a blinded patient can vary with the nature of the
substance with which the patient is in proximity. The goal of this experiment is
to determine why such changes in motor function occur.

C.F.B. favors the hypothesis that different substances have distinctive
electromagnetic signatures that change the patient’s strength. This proposition
is called the signature hypothesis.

Another author (P.R.B.) thinks that C.F.B. changes the patient’s strength with
a subconscious mental influence that reflects C.F.B.’s beliefs, desires and
expectations. This is called the mental influence hypothesis.

To test these hypotheses, blinded patients who were weak following
‘diagnosis’ of a medical problem were evaluated with different nutritional
substances until one was identified that produced a strong response (the active or
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strengthening substance). Another substance was identified that did not improve
the strength of the already weak patient (the placebo substance).

The signature hypothesis predicts that when C.F.B. is blinded, the active
substance will strengthen and the placebo substance will not. The mental
influence hypothesis predicts one substance will strengthen and the other will
not, but C.F.B. will not be able to reliably identify the active and placebo
substances. The mental influence hypothesis makes this prediction because
C.F.B. knows in advance he will be given both substances to test on each patient.
In order for his signature hypothesis to be verified, he must find that one
substance strengthens and the other does not. However, he will not know which
is the active substance and which is the placebo.

Methods

Patient Selection

Of the 27 patients who participated in this study, only 2 were not currently being
seen at the ChiroMAT Clinic. Any actual or potential patient was considered
eligible. They were asked if they would like to be in an experiment designed to test
how nutritional substances influenced motor function. In exchange, they would
receive a nutritional evaluation and a nutritional supplement free of charge. All
agreed and were scheduled to appear on 1 of 2 days (see Procedure).

The participants ranged in age from 17 to 79 years (mean 49.9). Fourteen were
women and 13 were men. All but 2 were right-handed. One right-handed patient
with a painful right shoulder was tested on the left. All other patients, including the
2 who were left-handed, were tested on the right. The Institutional Review Board
of the University of Utah has determined this experiment to be exempt because it
does not expose the patients to anything other than regular chiropractic care.

Measuring Strength and Stamina

Manual muscle testing was used in this study to evaluate the nutritional needs
of patients. One of the authors (C.F.B.) did all of the evaluations. The patient
was supine with the pronated right arm held straight upward at a right angle to
the frontal plane. Force was applied to the patient’s wrist by the examiner with
a force transducer (Hoggan FET System) interposed between the examiner’s
hand and the patient’s wrist. The force was applied at right angles to the same
place on the back of the wrist (=1 cm), thus tending to flex the shoulder with
constant leverage. The patient was instructed to keep the back of the shoulder
flat on the table and the elbow straight and locked while making a maximal
effort to resist shoulder flexion. Any attempt by the patient to shift the body out
of the test position during the application of force should be seen as an
inappropriate response and the test should be discarded. This is a critical
component of any muscle test as it indicates recruitment and leads to increased
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Fig. 1.
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This is a record of force vs. time obtained with the tester unblinded and the patient blinded.
The active agent was on the patient’s abdomen during set A and the placebo substance during
set B. When the placebo was present (set B), the patient yielded in every trial, the shoulder
flexed about 10° and the force declined. When the active substance was present, the patient
was able to lock the joint, even though the peak force was higher, and did not yield in any
trial. The numbers above the tracings are peak force values in pounds, with those in
parentheses indicating the values relative to the mean of set B. The numbers below the
tracings are for the areas enclosed by the force vs. time tracings. One unit = 0.75 Ib-sec. The
force-time areas were measured from a baseline (upper horizontal line) that was equal to 10%
of the mean peak force value in set A. The numbers in parentheses indicate the values relative
to the mean area in set B. When the active substance was present, the mean peak force was
higher by a factor of 1.28 and the mean force-time area was greater by a factor of 3.20.

adaptive strength and faulty results. The patient was alerted in advance of each
trial that force was about to be applied.

Muscular strength was measured after a bottle of pills of the nutritional
substance to be tested was placed on the patient’s abdomen. The bottle, as it was
moved to and rested on the abdomen, was out of the patient’s line of sight; the
back of the patient’s head and shoulders always was against the examining table
during muscle tests. Since C.F.B. did not tell the patient what supplement he was
testing, the patient was blind.

Figure 1 is a record of force vs. time obtained with the tester unblinded and
the patient blinded. The active agent was on the patient’s abdomen during set A
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and the placebo substance during set B. The way in which the patient’s forces are
measured is designed to emphasize the improvements in strength that can occur
in the clinic. When the patient is weak, sufficient force is produced by the
examiner to flex the patient’s shoulder 10-15°; i.e., the patient yields in every
trial (set B). When the patient is strong, the force is increased to a higher level,
but not so high that the patient yields, and is sustained for about 2 sec, at which
time the examiner releases the force (set A). This has the advantage that it is less
likely to injure the patient, but has the disadvantage that it underestimates the
patient’s ability to produce force because the tester terminates the trial before the
patient yields.

In order to evaluate these force measurements, it is helpful to understand
something of the biomechanics of strength testing and the design of the force
transducer. The force acting back on the force transducer from the patient’s wrist
equals the force with which the examiner is pressing against the wrist.
Gravitational effects on the transducer are small and can be ignored. The only
forces relevant for flexion of the arm at the shoulder are those that act at right
angles to the wrist in the direction producing shoulder flexion torque. The force
transducer accurately measures this force by having a side-load rejection ratio of
more than 100 to 1 and by being insensitive to the point on the contact surface
where the force acts.

The next question is what features of the patient’s force response should be
measured? Two have been chosen: the peak force and the force-time area. The
peak force is a widely used measure of physical strength and has been shown to
be reliably evaluated with hand-held dynamometers (Bohannon, 1995, 1997a;
Brinkmann, 1994; Hsieh & Phillips, 1990; Mulroy et al., 1997; see Sapega,
1990, for a general discussion of force measurement in the clinic and Bohannon,
1993, for a list of the 132 studies in which hand-held dynamometers had been
used up to 1993). The precision of hand-held dynamometry compares favorably
with fixed dynamometers (Brinkmann, 1994; Magnusson et al., 1990; Stratford &
Balsor, 1994) and hand-held dynamometers display good consistency when
a patient is repeatedly tested (Bohannon, 1986, 1997a,b; Hosking et al., 1976;
Hsieh & Phillips, 1990) so long as there is a well-defined endpoint for the test and
the tester can easily break the stabilized patient (Agre et al., 1987; Byl et al.,
1988; Mulroy et al., 1997).

The force-time area is the area under the force-time curve and is influenced by
both the amplitude of the force and its duration. It has been used in the past as
a global measure of motor output (Nicholas et al., 1978; Ryan & Agnew, 1917).
The force-time areas were measured with a planimeter.

Both peak force and force-time area measures have a straightforward
interpretation when the patient resists displacement (Figure 1, set A). When the
patient yields and the arm moves (Figure 1, set B), some of the force measured
by the transducer is that required to produce angular acceleration of the limb.
What is important in the present context is that these inertial forces add to the
force measured in the placebo trials and so work against the hypothesis that
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therapy strengthens the patient. It is especially important to minimize Type |
error when doing research that is potentially controversial and no attempt has
been made to correct either peak force or force-time area measurements for
inertial forces.

Another factor increasing the measured force during the placebo trials is the
well-known increase in muscular force that occurs when a contracting muscle is
stretched even though there has been no increase in the neural drive to the
muscle. Animal studies have shown that these increases can be as great as
10-20% of the prestretch isometric force (Joyce et al., 1969). Once again
these forces increase the placebo break values and so work against the
hypothesis that therapy strengthens. No attempt was made to correct either peak
force or force-time area measurements for these eccentric enhancements in
muscular force.

Stretch reflexes also add to the muscular forces produced during the joint
rotation that occurs during the placebo trials. These forces would be reduced for
a given fusimotor drive during the trials in which the patient resists
displacement. Stretch reflex force also works against the hypothesis that therapy
strengthens and no attempt has been made to estimate or correct either peak
force or force-time area measurements for these forces.

In summary, it can be argued that peak force and force-time area
measurements of the placebo trials (Figure 1, set B) should be restricted to
the portion of the trial before the limb begins to move. This would ensure that
the placebo measurements are comparable to the measurements of the trials with
the active agent, which cover only times when the patient has control of the load
and is successfully resisting displacement. Another argument for this approach is
that the patients were instructed not to let their arm be displaced and to make
a maximal effort to prevent this. How much they should resist after they lose
control of the load was not specified. Although patients were not encouraged to
resist after movement began, their behavior will have varied with their
interpretation of the task and their motivation. As a consequence, whether the
force peaks as movement begins or later may vary from patient to patient. In any
case, once the force begins to fall in a continuous fashion, it is safe to assume
that movement is underway. Hence, measurements of force-time area in the
placebo trials should be restricted to the time between when the force exceeds
threshold and when it peaks.

The counter-argument to these ideas is that to minimize Type I error, the
methods used should always work against the hypothesis that the patient is
strengthened by therapy. For this reason, we have included the entire placebo
force response, including the declining phase of the force, in the force-time area.
(Note that a threshold is set below which the force is not measured in order
to exclude baseline fluctuations; see Figure 1.) The effect of including the
declining phase of the force is to increase the placebo force-time areas and thus
reduce the magnitude of any increase of the active-agent trials over the placebo
trials. This increase in the placebo trials is somewhat diminished because some
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of the patient’s muscular force has to be diverted to support the arm against
gravity as the shoulder flexes and so is not registered by the force transducer.
No correction has been made for this gravitational effect.

A 2-tailed unpaired t test (one that does not assume equal variance) was used
to evaluate the statistical significance of changes in the magnitude of peak forces
and force-time areas. Lines were fit to data points using linear regression
analysis.

Procedure

The experiment was done on 2 different days; 10 patients were tested on the
first day and 17 on the second.

Patients arrived at the clinic at an appointed time. They read a form describing
the possible risks and benefits of participating in the experiment, and all
indicated their willingness to participate by signing the form.

The patient was escorted to an examining room where C.F.B. and P.R.B.
waited. The patient’s motor status was evaluated by C.F.B. and all patients tested
strong on arrival. C.F.B. then searched for some indication of an incipient or
actual health problem using methods honed over many years of practice. It is
beyond the scope of this paper to describe these methods in detail. Suffice it to
say that from the perspective of Western medicine, they would not be expected
to change physical strength.

Within 2-10 min, every patient was diagnosed with a medical issue that was
revealed when s/he tested weak. Typically, 4-6 bottles, each containing
a different nutritional supplement appropriate for the diagnosed medical
condition, were placed one by one on the patient’s abdomen until the most
effective strengthening agent was found. A bottle containing a placebo substance
also was identified, which, when placed on the patient’s abdomen, did not
improve the patient’s ability to resist shoulder flexion; i.e., the patient remained
weak. The patient’s strong response with the strengthening bottle on the
abdomen was then charted. The patient’s weak response was next charted with
the placebo bottle on the abdomen. Three trials were done with each substance.
These tests constitute the first part of the nutritional experiment. The patient was
blinded and the tester was unblinded.

In the second part of this study, the tester (C.F.B.), P.R.B. and the patient were
blinded. The proper dosage of the strengthening agent was determined first by
opening the pill bottle, placing the inverted bottle cap on the patient’s abdomen,
adding 1 pill to the bottle cap and testing shoulder flexion to see if the patient
was as strong as with the entire bottle of pills. If necessary, another pill was
added and the test repeated. The maximal dose for this group of patients was
6 pills; the minimum was 2.

P.R.B. took a glass bottle holding the appropriate dose to another room and
waited outside the closed door while another individual (the blinder) placed
enough placebo pills into an identical glass bottle so that the 2 bottles had
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a similar weight. The bottles (9.5 mm tall, 3.5 mm diameter, 68 gm weight
capped and empty) were capped and placed into 1 of 2 cloth bags (15 mm wide,
10 mm high, with a zipper along the top, 17.7 gm weight). One bag was black
and the other, tan. Whether the active agent would be in the black or the tan bag
was predetermined using a random number table. Randomization was violated
near the end of the assignment so that the active agent was distributed between
the black and tan bags as equally as possible.

The 2 bags were weighed (Sartorius PT120 portable electronic balance). The
amount of placebo was adjusted until the bags weighed almost the same. The
largest difference in bag weight was 0.7%; the mean difference was 0.1%.

A different bottle was used to hold the strengthening substance for each
patient. The same bottle was used for the placebo substance for all but 1 patient.
Only 1 patient required a different placebo and a different bottle was used for
that patient.

When the blinding was complete, the blinder opened the door to her room
while holding both bags in the other hand and gave them to P.R.B. He returned
to the examining room with the bags. The active agent was in the black bag for
19 patients and in the tan bag for 18 patients. C.F.B. always found one bag to
strengthen the patient and the other not to strengthen. For 15 patients, he found
the tan bag to strengthen. The remaining 12 patients were strengthened by the
black bag. These outcomes were charted with 3 trials for each bag. These tests
with everyone in the examining room blinded constitute the second part of the
nutritional experiment.

In the third part of the experiment, the strengthening and placebo bottles used
in the first part were retested with C.F.B. unblinded and charted with 3 trials for
each.

The patient was given the bottle of strengthening pills minus those in the cloth
bag. The cloth bags were returned to the blinder by P.R.B. Then P.R.B. brought
the next patient to the examining room, etc. The average duration of a session
was 14 min; the shortest was 8 min and the longest was 22 min.

C.F.B. was not told whether he had accurately identified the active and
placebo substances until all patients had been tested. The person analyzing the
data did not know whether C.F.B. had been correct or incorrect in the blinded
part of the experiment.

Summary of Procedure

1. Patient’s motor status is evaluated. All patients test strong.

2. Incipient or real medical problem is revealed when patient tests weak.

3. Appropriate nutritional substances are sequentially placed on patient’s
abdomen until one is found that makes the patient strong.

4. Placebo substance is identified that leaves patient weak.

5. Chart recordings of force vs. time are made for strengthening and placebo
substances with C.F.B. unblinded and the patient blinded.
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6. Step 5 is repeated with both C.F.B. and the patient blinded.
7. Step 5 is repeated with C.F.B. again unblinded and the patient blinded.

Normalization of the Data

The experiment consisted of 3 parts for each patient. In each part, the patient
was tested with a strengthening substance and a placebo substance, and 3 records
of force vs. time were made for each substance (Figure 1). In the first and third
parts (tester unblinded, patients blinded), the patients always were able to resist
flexion of the shoulder joint when the strengthening substance was present and
always yielded in the presence of the placebo. In the second part (both tester and
patients blinded), the patients also were strong and weak, but C.F.B. correctly
identified the active agent in only 8 of the 27 patients.

There were 6 sets of records for each patient. Each set consisted of 3 trials:
a weak and a strong set for the first part, a weak and a strong set for the second part,
and a weak and a strong set for the third part. The 3 parts were normalized
separately. Using patient 1 to illustrate the method, the individual peak-force
values in the weak and strong trials of the first part were divided by the mean value
of the peak forces when the patient was weak (Figure 1). This allows each peak
force in the weak and strong trials of the first part to be expressed relative to the
mean value of the weak trials. The relative mean for the weak trials, therefore, will
equal 1; and the relative mean for the strong trials will be larger than 1 by a factor
that indicates the magnitude of the strengthening effect. This puts all patients on
the same footing regardless of strength. The force-time areas of patient 1 in the first
part were normalized in the same way (Figure 1). This procedure was repeated on
the data of patient 1 for the second and third parts. This allows the relative changes
in peak forces and force-time areas for patient 1 in all 3 parts of the experiment to
be compared. The data for the other 26 patients were normalized in the same way.

Results

Comparison of Unblinded and Blinded Data

Figure 2 shows the data from the first part of the experiment (tester unblinded,
patients blinded). In this figure, the force-time area for each trial has been
plotted as a function of the peak force for the same trial. Open circles indicate
placebo tests where the patient yielded in every trial. Filled circles are for the
strengthening substance; the patient held in every trial. That the patient did not
yield increases the force-time area for a given peak force and magnifies the
effect of increases in peak force on the force-time area, increasing the slope of
the relationship between force-time area and peak force. In the presence of the
strengthening substance, the mean peak force increased by a factor of 1.49 (p =
922 X 107 , unpaired t test, 2-tailed) and the mean force-time area by a factor
of 428 (p=1.14 X 107°7).
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Fig. 2. Force-time area is plotted against peak force for each trial in the first part of the experiment.
The tester was unblinded and the patients were blinded. Each of the 27 patients is represented
by 3 trials for the placebo substance and 3 trials for the active substance. The open circles
show the placebo tests and the filled circles the tests with the active substance. The patients
yielded in every placebo trial and held in every active trial. The mean peak force increased
when the active agents were present by a factor of 1.49 + 0.23 (p=9.22 X 103, unpaired t
test, 2-tailed) and the mean force-time area increased by a factor of 4.28 = 1.29 (p=1.14 X
107%"). The mean peak force and force-time area values for the placebo tests are both 1.00
because the data were normalized. The standard deviations are *0.087 and *0.16
respectively. Linear regression analysis gave a slope of 1.45 for the placebo data with
a correlation coefficient of 0.81, and a slope of 3.78 for the active substances with
a correlation coefficient of 0.66.

Figure 3 shows data from the third part of the experiment (tester unblinded,
patients blinded) similarly plotted and using the same bottles of strengthening
and placebo substances. In the third part, the mean peak force increased by
a factor of 1.50 in the presence of the strengthening agent (p=25.75 X 107*) and
the mean force-time area by a factor of 3.97 (p=1.07 X 10°?). The increases in
mean peak force are almost identical in the first and third parts of the
experiment; the increases in mean force-time area are larger in the first part, but
not significantly so (p=0.10). The increases in force-time area are more variable
in the first part than in the third part (SDs of 1.29 and 1.07 respectively), but the
difference is not statistically significant (p = 0.10, F test).

Figure 4A shows the data in the second part of the experiment (both tester and
patients blinded) of the 8 patients for whom C.F.B. correctly identified the
strengthening and placebo substances. The mean peak force increased by
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Fig. 3. The data from the third part of the experiment are represented as in Figure 2. The tester was
unblinded and the patients were blinded. Each patient is represented by 6 trials, 3 with the
placebo substance (the patient yielded in each of these trials) and 3 with the active substance
(the patient held in each of these trials). In the presence of the active substance, the mean
peak force increased by a factor of 1.50 *+ 0.27 (p =5.75 X 10-%®) and the mean force-time
area increased by a factor of 3.97 + 1.07 (p = 1.07 X 107). The mean values for the
placebo tests are 1.00 because the data were normalized. Standard deviations are 0.082 for
peak force and 0.14 for force-time area. The slope of the placebo line is 1.25, with
a correlation coefficient of 0.74. The slope of the line when the patients were strengthened is
3.04, with a correlation coefficient of 0.78.

a factor of 1.58 in the presence of the strengthening agent (p=2.02 X 10~'") and
mean force-time area increased by a factor of 4.37 (p =2.54 X 10~'?).

Figure 4B shows the 19 patients for whom C.F.B. incorrectly identified the
strengthening and placebo substances. Here the mean peak force increased by
a factor of 1.52 in the presence of the placebo substance (p =3.61 X 107'%) and
the mean force-time area increased by a factor of 4.16 (p =2.51 X 107>%). The
peak-force and force-time-area increments were not significantly different
depending on whether the substances were correctly or incorrectly identified
(p = 0.35 and 0.53 respectively).

In Figure 5, the data for the correct and incorrect judgments in the second part
of the experiment have been combined for comparison with the first and third
parts of the experiment. Mean peak forces increased by factors of 1.49, 1.53 and
1.50 in the first, second and third parts respectively. The mean force-time areas
increased by factors of 4.28, 4.22 and 3.97. None of these differences were
statistically significant.
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Fig. 4A. These are the 8 patients for whom C.F.B. correctly identified the placebo and active
substances in the second part of the experiment (both tester and patients blinded). Again, there
were 3 trials per condition with the patient yielding in every placebo trial and holding in every trial
with the active agent. The mean peak force increased by a factor of 1.58 = 0.25 when the active
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The data for all 3 parts of the experiment have been combined in Figure 6A.
The open circles indicate weak responses (trials where the patient yielded),
which were always associated with the placebo when the tester was unblinded
(first and third parts of the experiment); this also was true for 8 of the patients
when the tester was blinded (second part of the experiment). The other 19
patients in the second part were weak in the presence of the active substance.
The filled circles indicate strong responses (trials where the patient resisted joint
rotation), which always were associated with strengthening substances when
the tester was unblinded and in 8 of the patients when the tester was blinded.
The other 19 patients were strengthened in the presence of the placebo when the
tester was blinded. The patients when strong had peak forces 51% greater on
average than when they were weak (p=28.92 X 107°®) and the average force-time
area was greater by 316% (p = 3.12 X 107'%%).

Figure 6B shows the data in Figure 6A after averaging the weak and strong
trials for each individual subject. Nine trials were averaged to obtain each of
these mean values. The mean peak force and the mean force-time area equal 1
for each subject when weak because the data were normalized (large open
circle). The filled circles indicate the mean values of the strong trials for each
subject. The overall strengthening effect is robust when viewed patient by
patient; individual patients, when strong, can stabilize peak forces on average
20-90% higher than the forces that caused them to yield when weak.

Discussion

Several hypotheses may be pertinent to our experiments.

Biomechanical Hypothesis

This hypothesis proposes that the strength of the patients does not change,
but that patients when seemingly weak are caught off guard or somehow
overwhelmed by the tester and that patients are treated with restraint when

«—

agent was present (p = 2.02 X 107'") and the mean force-time area increased by a factor of 4.37 *
1.25 (p=2.54 X 10'?). In the placebo trials, the means of the peak forces and force-time areas equal
1.00 because of normalization; the standard deviation is 0.079 for peak force and 0.13 for force-time
area. The slope of the placebo trials is 1.46 (correlation coefficient 0.89) and the slope of the active-
agent trials is 4.47 (correlation coefficient 0.89).

Fig. 4B. These are the 19 patients for whom C.F.B. incorrectly identified the placebo and active
substances in the second part of the experiment (both tester and patients blinded). Here the patient
yielded in all 3 trials when the active substance was present and held in all 3 placebo trials. The mean
peak force was greater by a factor of 1.52 * 0.30 when the placebo substance was present (p=3.61 X
107"%) and mean force-time area was greater by a factor of 4.16 * 1.52 (p = 2.51 X 107%%). The
means of the peak forces and force-time areas in the active-agent trials equal 1.00 because the data
were normalized; standard deviations are 0.084 and 0.17 respectively. When the patients were weak,
the slope of the line is 1.65 (correlation coefficient 0.79). The slope for the patients when strong is
4.30 (correlation coefficient 0.84).
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2nd Part, Tester & Patients Blinded, All Data
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T ® Patient When Strong
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Relative Value of Force—Time Area
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Relative Value of Peak Force

Fig. 5. The data in Figures 4A and B have been combined as there were no statistically
significant differences between their peak forces and force-time areas. Patients when weak
yielded in every trial and patients when strong held in every trial. The mean peak force is
greater by a factor of 1.53 = 0.28 (p = 4.59 X 107%°) in the strong trials and the mean force-
time area is greater by a factor of 4.22 + 1.44 (p=4.22 X 10~**). The means for the weak trials
are 1.00 with standard deviations of 0.082 and 0.16 for peak force and force-time area
respectively. The slope of the line for the weak trials is 1.60 (correlation coefficient 0.81); and
for the strong trials, the slope is 4.33 (correlation coefficient 0.85).

seemingly strong. Three things are important for this hypothesis. Was force
applied to the patients when ‘weak’ with greater leverage or with the shoulder in
a less favorable position? Did the trials of the patients when weak begin before
they were ready? Were the patients when weak subjected to forces that built up
more rapidly or to higher levels?

Great care was taken to apply the force at right angles to the same place on the
patient’s wrist in every trial. This was not difficult because of the obvious
anatomical landmarks at the wrist. Accurate placement within =1.0 cm can be
achieved and produces an error of *2.2% in muscular force estimation for
a patient with an arm of 46 cm from shoulder to wrist. Almost all patients had
arms longer than 46 cm. The patients were watched carefully to be sure that the
shoulder was flat against the examining table and remained there during the
tests. The patient’s elbow was straight and locked in the extended position.
Patients were not charted unless these conditions were met. The patients were
always alerted by being told to resist just before the force was applied. Every
chart recording used in this report was examined for evidence that the rate of rise
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of the force was higher when the patients could not resist displacement. Figure 1
is typical; the tendency is for the rate of rise of the force to be greater when the
patients were able to resist displacement. Figure 6B illustrates that individual
patients when strong could hold against peak forces on average 20-90% greater
than caused them to yield when weak.

Social Interaction Hypothesis

There was no observable change in C.F.B.’s manner that might explain
whether a patient was weak or strong. P.R.B. accompanied C.F.B. whenever he
was with patients and C.F.B. was uniformly agreeable and professional in his
conduct. At no time were the patients when weak subjected to intimidation or
distraction, nor were the patients when strong selectively encouraged.

Mechanical Interaction Hypothesis

According to this hypothesis, C.F.B. applies force in subtly different ways to
the patient depending on whether he wants the patient to yield or resist. C.F.B.
trains the patient to recognize these subtle mechanical cues so the patient will
know what C.F.B. expects. Neither C.F.B. nor the patient is consciously aware
of the existence of these mechanical cues or of the training process.

This hypothesis faces 3 major difficulties. (1) Naive patients may test weak,
for example, and a few seconds later test strong after an intervention thought to
be beneficial. There is no time for training in such cases. (2) Even if the patients
could be trained to yield or resist based on subtle mechanical cues, there is no
reason for them to yield at lower forces than they can resist without yielding.
Patients make a maximal effort in every trial, and this is particularly noticeable
when one is forced to yield. As discussed in Methods, for a given motor drive
patients would be expected to yield at higher forces than they can successfully
resist. Thus this hypothesis fails to account for the observation that patients can
be weakened and strengthened by C.F.B. (3) A careful search of the patient’s
force records yielded no evidence of a uniformly different way in which C.F.B.
applied force when the patient was weak vs. strong. There is a tendency for the
force to rise more rapidly when the patient is strong (see Biomechanical
Hypothesis and Figure 1), but there are cases where the forces rise at similar
rates and a few where the force rises more rapidly when the patient yields.

Placebo Hypothesis

This hypothesis attributes strengthening to a placebo response by the patient.
It does not apply to these experiments because the patients did not have
a placebo response; they always were weak when the placebo substance was
present in the first and third parts of the experiment (tester unblinded, patients
blinded). It is difficult for patients to develop the expectations needed for
a placebo response when they cannot predict whether they will be weak or
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Fig. 6A. The data from all 3 parts of the experiment (Figures 2, 3 and 5) have been combined,
since there were no statistically significant differences between their peak forces and force-time
areas. Patients when weak yielded and patients when strong held in every trial. The mean peak
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strong while being tested. From the point of view of the patients, the tester
controls their physical strength.

Signature Hypothesis

This hypothesis proposes that a substance held in the hand or resting on the
abdomen improves a patient’s ability to resist joint rotation because the
substance has an electromagnetic emanation that is strengthening. This
hypothesis predicts C.F.B. when blinded will be able to accurately identify
substances that strengthened the patient or had no influence on the already weak
patient.

Mental Influence Hypothesis

This is a broad category of interaction that includes both conscious
expressions of the will and subconscious mental manifestations of beliefs,
desires, attitudes and expectations. This hypothesis predicts C.F.B. will find
patients to be weak with one of the blinded compounds and strong with the
other; this is the only outcome allowed by the signature hypothesis, which he
favors. The mental influence hypothesis also predicts C.F.B. will not be able to
reliably identify the blinded substances.

The active agent always strengthened the patients when the tester was
unblinded, but the active agent strengthened only 30% of the patients when the
tester was blinded. In 70% of the trials, the placebo strengthened the patients.

This result is clearly supportive of the mental influence hypothesis. The chi-
square test can be used to determine the likelihood this result would have
occurred by chance alone. Once the outcome with the active agent is specified,
the outcome with the placebo also is known; therefore only the results with the
active agent were tested.

The sample consisted of 27 patients; each was tested while blinded in both
parts 1 and 3 of the experiment with the tester unblinded. These patients were
strong in 54 out of 54 tests when the active agent was present. When the tester
also was blinded, 8 patients were strong and 19 were weak with the active agent.

«—

force is greater by a factor of 1.51 + 0.26 (p==8.92 X 1075®) in the strong trials and the mean force-
time area is greater by a factor of 4.16 + 1.28 (p=3.12 X 10~'°®). The means for the weak trials are
1.00 with standard deviations of 0.083 and 0.15 respectively. The slope of the line for the weak trials
is 1.44 (correlation coefficient 0.71); and for the strong trials, the slope is 3.79 (correlation
coefficient 0.76).

Fig. 6B. The 9 weak trials have been averaged across the 3 parts of the experiment for each patient.
The mean values are 1.00 for both peak force and force-time area because of normalization and are
indicated by the large open circle. The 9 strong trials for each patient have been averaged also and are
indicated by the filled circles.
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These data were entered into a 2 X 2 contingency table. The chi-square is 45.8,
p < 0.0001, and the mental influence hypothesis is supported.

The accuracy of the blinded tester differs from what would be expected if
he were as likely to select the active agent as the placebo (p = 0.034, binomial
test, 2-tailed). It is not known why in our study the blinded tester correctly
identified the active agent only 30% of the time.

There was no awareness on the part of C.F.B. or the patients that any mental
interaction had occurred either when C.F.B. was unblinded or blinded. It is for
this reason that the mental influence is considered to be subconscious. For
C.F.B. consciously to will a particular patient to be strong or weak would have
been inappropriate because he believed that he simply was evaluating the motor
status of the patient.

It is not known how one person’s mind can act on another person’s motor
function. The mental influence hypothesis is consistent with an earlier study in
which the ability of subjects to hold against the muscular forces of an
experimenter apparently was influenced by the intentions of the latter (Burgess
& Wei, 1984). It is only a modest extension of the interpersonal mental influence
hypothesis to an intrapersonal version, which states that one’s own mind can
influence one’s own motor behavior. We have been unable to find any paper in
the peer-reviewed scientific literature that provides evidence for a direct mental
influence of one person on the physical strength of another.

Other Related Studies of Motor Function

There have been a number of studies in which the more controversial aspects
of muscle testing have been examined. They can be divided into those with force
measurements and those without. Without force measurements, there is no way
to rule out the biomechanical hypothesis discussed above. If the tester is simply
overwhelming the patients/subjects when they are found to be weak, and is
unaware of this due to effort-force rescaling (Burgess & Jones, 1997; Jones &
Burgess, 1998; see also Hyman, 1999), muscle testing outcomes that at first
seem surprising are relatively easily explained.

Studies in which force is measured and subjects are found to be strong and
weak for no ‘known’ reason pose a challenge to orthodox science, even when the
experiments are unblinded (Caruso & Leisman, 2000; Chorbajian et al., 1988;
Diamond, 1979; Monti et al., 1999; Omura, 1979; Scopp, 1978). The
explanation that has been favored so far is that the subject/patient has been
changed in some way by the substance with which s/he is in contact, the lie just
told, the reflex (acupuncture) point pressed on, etc., and that these patterns of
strength and weakness can be used for medical diagnosis and lifestyle
recommendations (Diamond, 1979; Goodheart, 1966, 1976; Hawkins, 2002;
Walther, 1976). Another possibility, the one supported by our findings, is that
the beliefs, desires, attitudes and expectations of the practitioner determine
whether the patient/subject is weak or strong.
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Which of these 2 alternatives is correct can be established by a research
design in which a series of tests is done to establish that blinded patients are
reliably weak under one set of conditions and reliably strong under another set of
conditions. Once these nonintervention controls are completed, the tester is
blinded and the tests are repeated.

Several carefully done experiments have not studied the ability of subjects to
resist joint displacement at the hands of a tester, but have used the subject’s
ability to produce handgrip or elbow-flexion force as an indicator of motor
performance (Arnett et al., 1999; Braud, 1989; Keating et al., 2004; Kendler &
Keating, 2003; Radin, 1984). In this design, the tester has been replaced by an
experimenter who presents various substances to the subject who then makes
a maximal effort against a dynamometer. Unfortunately, no unblinded experi-
ments were reported showing which substances were reliably associated with
strong and weak responses. After blinding both the experimenter and the subject,
substances thought likely to weaken and strengthen the subject had similar
effects. These results are consistent with the mental influence hypothesis, but
this hypothesis would only be relevant if consistent weak and strong responses
were obtained for particular substances when the experimenter was unblinded.

The mental influence hypothesis explains how perceptually dramatic changes
in one’s ability to resist joint rotation can occur that may or may not be
correlated with particular stimuli, depending on whether the tester is blinded.
However, our experiment was done at 1 clinic by 1 tester with a small group of
patients. More studies need to be done before the generality of the mental
influence hypothesis can be accepted. Perot et al. (1991) gave subjects a form of
muscle manipulation aimed at unloading muscle spindle receptors within the
muscle and thereby creating weakness. The effect was present after blinding the
tester. This may mean that the mental influence of the manipulator, who
remained in the room, was influencing the subjects. Alternatively, this procedure
may actually produce muscle weakness by spindle unloading.
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