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Mark Squibb�
High ORP levels indicates persisting lymphatic toxicity.  Alpha Keto Glutarate and bile flow detox likely beneficial. �

Mark Squibb�
Suggests acute chlorine deficiency, likely cause of sluggish digestion.  Betaine will help  alot.�

Mark Squibb�
Suggests poor cellular exchange.  Normally would recommend 1M units of emulsified Vitamin A.  Doesn't seem appropriate until toxicity issues resolve.  Also, have questions regarding catabolic.�

Mark Squibb�
Suggests kidneys doing liver's job.  This is good because they're able.  More attention required to support liver.�

Mark Squibb�
Quite high.  Bile not flowing.  Long term, lymphatic sludge likely participates in pathology history.  Frequent bile flow detoxes are likely to help alot.�

Mark Squibb�
Pink ring on protein plate suggests potassium reabsorption.  This is typical of catabolic metabolism and often resolves with lipid K.  I gave Patti some during my visit.  �

Mark Squibb�
Suggests overactive tricarb metabolic pathway.  This is typical for anabolic leaning individuals.  She didn't present obvious hypoglycemic at the time, so it's hard to tell what's going on here.  
Supporting tricarb metabolsim is usually a good idea, so I included it in the protocol.�

Mark Squibb�
Low BP is another classic indicator.  Likely resulting from acute deficient digestion and mineral absorption.  Betaine/stomach acid strongly indicated.  See instructions.
Betaine is NOT always indicated because long-term catabolics also show low BP, but they have strong stomach acid and Betaine is contraindicated.�

Mark Squibb�
BP failure is expected.  Not unusual for diagnosis.�

Mark Squibb�
This is good.  I'm surprised here adrenals were able to come back - and strongly enough to lift her BP to normal levels likely indicates she is gaining strength.�

Mark Squibb�
Low breath hold and low breath rate suggests acid retention and no need to breathe. 
This combination likely results from high acid, and low oxygen use.  Probable indicator  for acute mitochondrial under performance. �

Mark Squibb�
No urinary ascorbate suggests either:
* oxidative stress fully consumed antioxidant resources
* healing progress limited by absence of resource
* Glutathione recycling in liver likely deficient�

Mark Squibb�
Urinary proteins indicate long term catabolic imbalance.�


