A patient presents with
less than 98.2°F, three, six and nine hours after rising,
for five to

consistently low average temperatures,
as measured using a mercury thermometer sublingually
six minutes.

Assessment
and Nlanagement
of Thermoregulation

Martin Milner, ND

Y

Perform serum
TSH test.

Y

Y

Perform adrenal

saliva test, includ-
ing four circadian sali-
vary cortisols and one

salivary DHE

Alevel.

Y

If TSH is normal,
begin Wilson’s cyclic
slow-release T3 after
confirming normal
cortisol and DHEA. If
either DHEA or cortisol
is low, treat findings
under adrenal saliva
testing concurrently
with Wilson's cyclic
T3 therapy.

If TSH is

high, diagnose
hypothyroidism and
prescribe either T4;
thyroid, USP; or a
combination of T4 and
slow-release T3.

If cortisol is high and
DHEA is low, prescribe
DHEA in liquid suspen-
sion of ethanol and
glycerin, 1 mg/drop,
one to five drops daily
or twice daily, retained
sublingually for one
minute. Avoid all
sublingual hormones
for three days before
repeating saliva levels.

i

\

If cortisol a

ACTH stimu

nd DHEA

are low, rule out
adrenal failure with

lation test

(perform 8 AM serum
cortisol followed by
ACTH intramuscular
injection, then a
repeat cortisol one
hour later).

Give DHEA liquid 1
mg/gtt, sublingual -
one minute, 1to 5 gtt
twice a day; give at
high cortisol rhythm.

If cortisol levels

are not doubled, this
diagnoses adrenal
failure (Addison’s
disease). Treat
Addison’s with
hydrocortiso&e, DHEA,
and Florinef;™ and

consider additional
androgen
augmentation with
androstenedione,
testosterone, etc.
as needed.

If cortisol levels
double, this is
indicative of adrenal
insufficiency due to
low salivary cortisol
and DHEA. Treat this
adrenal insufficiency
with adrenal
glandulars or

tation, stress manage-
ment, B complex,
pantothenic acid,
vitamin C and essential
fatty acids. Repeat
adrenal saliva testing
to confirm optimal
replacement dosing.

pregnenalone augmen-

Y

High cortisol and
DHEA are usually in-
dicative of an overpro-
ducing adrenal gland in
ayoung patient.

However, rule out Cush-
ing’s syndrome

by administering
dexamethasone 1 mg.
at11to 12 PM. With
Cushing’s, the following
8 AM plasma cortisol
will remain unsup-
pressed, with an
elevated reading

of atleast 9 ug/dL.

Rule out high epineph-
rine output
as well.

Test 24-hour urinary
vannillyimandelic acid.

Y

If normal, implement
stress restrucmring,
Freeze Frame,
meditation, yoga,
exercise, deep breath-
ing exercises, tai chi,
etc.

If high, rule out an
adrenal-secreting
tumor with CT or MRI,
with or without
contrast.

v

Y

Y

Y

Y

Y

Consider a sex
hormone
imbalance.

Perform serum
IGF1 level. A low
level correlates
with HGH deficiency.

Treat HGH deficiencies
with proHGH, HGH
sublingual spray,
HGH injections or
other HGH analogues.

Consider
melatonin or
neurotensin
deficiency,
especially in patients
with a sleep disorder
or patients under high
levels of stress. Screen
by performing salivary
melatonin level.

Y

If patient is male,
perform screening
salivary testosterone,
dihydrotestosterone,
androstenedione,
DHEA, estrone and
progesterone.

\

If patient is menstruat-
ing female, perform
salivary female hor-
monal panel sampling
salivary estradiol and
progesterone levels
every two to three days
throughout monthly
menstrual cycle.
Confirm midcycle
ovulation with urine
ovulation predictor kit.
If patient does not
ovulate, void test until
ovulation is confirmed.
If patient is post-
menopausal (naturally
or surgically), perform
salivary estrone,
estradiol, estriol,
progesterone, testos-
terone and DHEA test.
If DHEA comes back
low, perform four
circadian salivary
cortisols to establish
whether cortisol is high
or low.

\

Augment with necessary hormone to balance levels of
estrone, estradiols, estriol, progesterone,
testosterone,dihydrotestosteone, pregnenalone,
DHEA, cortisol, androstenedione. DHEA and
androstenedione augmentation can elevate
testosterone levels in both men and women.

When giving DHEA,
androstenedione or
testosterone to men,
prescribe standardized
saw palmetto, 180 mg
daily, to prevent con-
version of testosterone
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Confirm melatonin defi-
ciency with salivary
melatonin levels or
with challenge test
using 5-hydroxytrypto-
phan (5HTP) followed
by salivary melatonin
level.

If melatonin levels are
low, augment with
melatonin and retest
salivary levels to avoid
overdosing.

Take full dietary
history and rule out
hypoglycemia, lack
of adequate total
calories, malnutrition

or malabsorption.

If hypoglycemic symp-
toms are present
(shakiness, fatigue,
weakness three to five
hours after eating, tem-
porarily relieve with
sweets), confirm with
glucose and insulin tol-
erance test and serum
fructosamine level.

If hypoglycemia or
prediabetes (increased
insulin resistance) is
diagnosed, improve
glycemic regulation

by adjusting dietary
caloric intake

to 30% to 40% protein,
30% carbohydrate

and 30% fat with

low saturated fat and
adequate essential
fatty acids (omega 3
and omega 6). Consider
supplementation with
chromium vanadyl!
sulphate, carnitine,
magnesium, etc.

Rule out essential
fatty acid defi-
ciency by question-
ing about levels of
intake of fish, flaxseed
or oil, or walnuts as di-
etary staples.

Assess diet
or test blood
for essential
fatty acids.

Give freshly ground
organic flaxseeds

two to four ths. daily
or 1to 3 tsps. of fish oil.
Increase dietary intake
of short life cycle fish
(salmon, trout, cod,
perch, etc.)

Rule out heavy
metal toxicity
with screening

hair analysis.

Perform hair
analysis.

If screening hair analy-
sis is positive for heavy
metals, confirm results
with fecal heavy metal
testing.

With heavy metal
toxicity chelate orally
and/or intraveneously
with appropriate chela-
tors.

TSH = thyroid-stimulating hormone
ACTH = adrenal corticotropic hormone
HGH = human growth hormone

CT = computed tomography

MRI = magnetic resonance imaging

into dihydrotesterone.
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