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MALE:

A: BLOOD
Cortisol
T3
T4
Total Estrogen
IgA, IgM, IgG

B: URINE
24-hour urine collection (check for active hormones)

C: BASAL METABOLIC TEMPERATURE
Upon waking, place thermometer in axilia for 
10 minutes before getting up. Normal temperature
should be 97.8 -98.2 degrees.

D: BLOOD, URINE & HAIR ANALYSIS FOR
HEAVY METALS AND TOXINS

FEMALE:

A: BLOOD
Cortisol
T3
T4
Total Estrogen
IgA, IgM, IgG

B: URINE
24-hour urine collection (check for active hormones)

C: BASAL METABOLIC TEMPERATURE
Upon waking, place thermometer in axilia for 
10 minutes before getting up. Normal temperature
should be 97.8 - 98.2 degrees. This is only accurate
in menstruating women from second to fourth day.

D: BLOOD, URINE & HAIR ANALYSIS FOR
HEAVY METALS AND TOXINS

P r o t o c o l
MALE + FEMALE - PHASE 1 PROTOCOL

IMPORTANT CONSIDERATIONS

Determining the source or sources of body estrogen is
critical. While the ovaries do indeed produce estrogen,
they are far from the only source. Non-ovarian estrogen
may enter the body or be produced in any of the fol-
lowing ways:
� The adrenal cortex (zona reticularis and possible

interface layer) both produce forms of estrogen.
� Ingesting soy protein may raise estrogen levels, since

soy contains estradiol. The amount of soy ingested
seems to make no difference; any soy protein may be
enough to push a estrogen prominent person into
estrogen dominance. 

� The enzyme aromatase converts DHEA, DHEAS
and various androgens to estrogen in the tissue.

CAUTIONS
� Taking calcium supplements can bind thyroid 

hormone if the two enter the body simultaneously.
Even though lab results indicate normal levels of 
thyroid in the blood, the patient’s system may still be
thyroid deprived if the hormone is bound by calcium.
If both supplements are necessary they should be
taken six to eight hours apart.

� Aspirin and other medications containing salicylates
may cause severe gastritis in patients undergoing
steroid therapy. 

� Any patient undergoing steroid therapy should be
monitored regularly for fructosamine to deter-
mine if an early onset or acceleration of diabetes 
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mellitis may be occurring. The steroid will not
cause diabetes mellitis, but it may accelerate disease
onset.  

� Patients should monitor their blood pressure 
morning, noon, and night, since thyroid therapy
may raise blood pressure levels. Patients  with an
unidentified pre-coronary condition may be at risk.
Those patients with an identified cardiac disease
should have thyroid medication dosages adjusted
accordingly, and contact their physician immediately
should tachycardia or arrhythmia occur. (See Therapy
Possibilities, page 5.)

PATIENTS WHO HAVE BEEN REGULATED
SHOULD AVOID THE FOLLOWING:
� Birth control pills with estrogen
� Foods that contain estrogen
� Toxins (if possible)
� Xenoestrogens (from black plastic, etc.)
� Stress. If stress cannot be avoided and there are

changes in estrogen and immunogolubulins during a
high stress period extra hydrocortisone may be indi-
cated to address the adrenaline production, which
uses hydrocortisone as a catalyst.

MEASURE PRIMARY E-I LEVELS

BEFORE MEASURING OTHER

HORMONES AND SUBSTANCES
If the Endocrine-Immune panel is run first and the

patient’s levels for cortisol, total estrogen, IgA, IgG,
and IgM and thyroid are normalized by appropriate
treatment and supplements, the normalized blood
levels may provide a more realistic baseline for evalu-
ating other hormones and substances. Attempting to
measure them without first normalizing the
endocrine-immune blood imbalances may well yield
confusing results.
� The endocrine system regulates the immune 

system. Measurements should reflect how hor-
mones in the system are affecting not only the
adrenal-pituitary-hypothalamic axis, but how they
are regulating the immune system, not just blood
hormone levels per se. Even with proper hormone
supplementation the availability of the hormone
may depend on the patient's ability to absorb
through the gut wall. 

FACTORS WHICH MAY LIMIT ABSORPTION:
� Food sensitivities
� Digestive enzyme deficiencies, and 
� Ingesting oil-based supplements (These can coat the

gut and limit or eliminate the availability of digestive
hormone).

� IgA deficiency

REGULAR TESTING IS NECESSARY
� Patients should be tested regularly during and

after treatment to monitor progress, particularly if
there is risk of a disease like diabetes, which may be
accelerated by steroid use. A blood test will reveal
whether or not the supplementation or treatment
is maintaining the status quo, improving the
patient’s health, or contributing to ill health.

� Measuring the E-I blood panel is simple.
Running the tests can do no harm; drawing the
blood for the panel is no more invasive than
drawing blood for a standard CBC and lood
chemistry. Having the E-I’s results at one’s dis-
posal does not require any particular action.
However, I have found those results invaluable in
determining the course of treatment that will best
help my patients achieve health, comfort, and a
long and happy life. 

I offer the specifics of the E-I panel and treatment
protocol in the hope that it will provide veterinarians
and physicins with added information, and promote
better health for their patients. I welcome information
and suggestions from those interested in exploring this
treatment plan more fully. I urge members of the gen-
eral public who feel they or their animals may benefit
from this treatment plan to contact a qualified physician
or veterinarian and discuss the possibilities it may offer.
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TESTING FOR NON-OVARIAN ESTROGEN
An accurate reading for non-ovarian estrogen in

women can be obtained by measuring estrogen levels
twice within the menstrual cycle:
� First on the seventh day of the cycle, when estrogen

is lowest, 
� Then again on the twenty-first day of the cycle, when

estrogen is highest. The degree of variation probably
indicates endogenous and exogenous non-ovarian
estrogen.

HANDLING THE BLOOD SAMPLES
� Fill the red top serum separator tube and spin the

sample down. 
� Refrigerate the serum sample immediately, ship it  to

the lab refrigerated, keep it cold at the lab, and run it
while still cool. 

� Blood that has warmed to room temperature at any
point in the process may yield false high hormone
and antibody levels. 

The following factors can affect blood hormone and
antibody levels, and should be included in evaluating
lab results. Keep in mind that:
� Estrogen levels will be higher if the patient:

• Uses birth control pills or hormone supplements
• Has ingested soy protein and other estrogen-con-

taining foods. 
• Has ingested or been exposed to toxins
• Is experiencing stress

� Normally with estrogen dominance and B cell
deregulation all antibody levels will be depressed. If
one level is depressed and the others normal or high
lab error must be considered. 

SUGGESTED VALUES
I would suggest these values as a starting point (see

Figs. 1 and 2). Highs and lows will certainly need to be
modified based on physicians’ clinical experiences and
patient results. 

FIGURE 1
PROPOSED “NORMAL” RANGES FOR MALES

IMMUNOLOGY
TOTAL ESTROGEN CORTISOL T3 T4 IGA IGG IGM

40-115 5.5-20 86-187 4.5-12 70-320 700-1,500 55-200
PG/ML UG/DL NG/DL UG/DL MG/DL MG/DL MG/DL

THYROID

FIGURE 2
PROPOSED “NORMAL” RANGES FOR FEMALES

IMMUNOLOGY
TOTAL ESTROGEN CORTISOL T3 T4 IGA IGG IGM

5.5-20 86-187 4.5-12 70-320 700-1,500 55-200
UG/DL NG/DL UG/DL MG/DL MG/DL MG/DL

THYROID

1-10 DAYS 61-394 PG/ML
11-20 DAYS 122-437 PG/ML
21-30 DAYS 156-350 PG/ML

PREPUBERTAL
LESS THAN 40 PG/ML

POSTMENOPAUSAL
LESS THAN 40 PG/ML

B l o o d  T e s t s  a n d  E v a l u a t i o n s



If identifying the hormonal imbalance is the first
step, choosing the appropriate therapy options for each
patient is the second. Here is a suggested treatment 
regimen. The broad treatment outline is very similar for
each patient: the hormones must be balanced, which
may mean hydrocortisone supplements, thyroid supple-
ments, some combination of the two, or even other
hormones if indicated.

While the broad outlines remain much the same for
many patients, the actual implementation will need to
be shaped by veterinarian and physician decisions
guided by patient response to the medications pre-
scribed. I have repeatedly found in my work with ani-
mals that patients’ systems are highly individual.
Physicians using the program report the same thing.
Reading the blood tests provides a picture of the prob-
lem; listening to the patient’s body as it reacts to thera-
py reveals whether the problem is being addressed effec-
tively. Options exist. If the first medication causes dis-
comfort or uncomfortable side effects, explore those
options. The focus of treatment is correcting the imbal-
ance, re-regulating the immune system, and helping
each patient’s body to work at optimum level. 

HYDROCORTISONE REPLACEMENT
ALTERNATIVES

Synthetic steroids
� Predisone or Prednisolone
� Medrol
� Triamcinolone  

Synethetic steroids typically have a twenty-four
action, so need be administered just once a day. 

Synthetic hydrocortisone
� Cortef (a synthetic hydrocortisone)

Synthetic hydrocortisone is normally administered
three to four times a day,  in dosages of 2.5 to 5 mg. If
insomnia occurs, the fourth (evening) dose of the day
can be omitted.

Natural hydrocortisone
Natural hydrocortisone, which appears to be biolog-

ically identical to the hydrocortisone the body naturally
produces, is placed in combination with olive oil and is
absorbed through the lymphatic system. It tends not to
cause steroid hepatopathy. I have used an an ultra
extract of soy or yams in my animal practice, and had

excellent results. While products including soy plant
materials contribute to estrogen dominance, the ultra
extract I use as a hydrocortisone supplement has had all
plant material removed.

While blood tests do not reflect synthetic steroids,
they do reflect natural hydrocortisone, since it
appears to be biologically identical to the body’s own
hydrocortisone.

Natural hydrocortisone supplements are initially
administered three times a day at a beginning level of 
5 mg dosage three times a day. If insomnia occurs, give
5 mg twice a day, with the last dose being given no later
than 6 o’clock p.m.

WHY THYROID REPLACEMENT?
� The patient may have a deficiency in T3/T4
� T3/T4 may be bound by elevated estrogen levels
� T4 transference into active T3 may not occur if

there is a hydrocortisone imbalance
Active and storage thyroid (T3 and T4) supple-

ments generally need to accompany the steroid therapy
when it is administered to humans. This ensures that
the estrogen dominant lock on the thyroid hormone
can be superseded. The thyroid hormone also helps
ensure that the hydrocortisone is processed properly
within a 24-hour period. If proper thyroid therapy is
not utilized the cortisone will go from a physiological
level to a pharmacological level and harm the patient.

One grain (or 60 mg) of T3/T4 supplementation is
usually sufficient for a 100 pound patient, if there are
no absorption issues and no allergies that relate to the
source of the thyroid hormone, i.e. porcine or bovine
thyroid tissue. Since people, unlike animals, can
develop cardiac problems on thyroid hormone it is
imperative that each patient treated use a battery oper-
ated blood pressure cuff and keep an active daily jour-
nal, measuring blood pressure and heart rate morning,
noon, and night.

Thyroid therapy may raise blood pressure levels in
unidentified pre-coronary patients, which could lead to
cardiac difficulties. If cardiac issues are present or sus-
pected it is safer to begin T3/T4 dosages at 15 to 30 mg
per day. The level can be increased by 15 mg (one quar-
ter grain) every ten days, if necessary. Regulation may
proceed more slowly, but the patient will be safer.

Patients should also be informed that excess T3/T4
dosages may cause arrhymthia and tachycardia. If this
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occurs they should notify their physician immediately,
and a blood test should be done immediately. In this
case waiting the normal two-three week waiting period
before evaluation is unacceptable.

With catastrophic diseases that definitely need
hydrocortisone and T3/T4 supplementation an 
aromatase inhibitor should be considered. Other 
hormones, like DHEA, DHEAS and androgenic hor-
mones may be converted to total estrogen by aromatase
in the tissue. If a patient’s life is in jeopardy there is no
reason not to use an aromatase inhibitor to somewhat
guarantee that endogenous hormones are not metabo-
lized into additional total estrogen.  

EVALUATING THE TREATMENT
The E-I test needs to be repeated 2-3 weeks after the

initial evaluation to verify that the patient is absorbing
correctly, and that levels are falling within the normal
range. From then on, the test should be run every 2 to
3 weeks until the patient is stable,  at which the time fre-
quency can be reduced to every six months.

TROUBLESHOOTING
Indications that the therapy will or will not work

should show up by the second blood test at two to three
weeks (about a month after therapy has begun). If total
estrogen, IgA, IgG and IgM levels remain the same it is
likely that the oral medication is not entering the sys-
tem. In this instance a combination of Triamcinolone
and Depomedrol often needs to be injected intramus-

cularly. The T3/T4 hormones continue by mouth.
Immunoglobulin levels should be checked again  in two
to three weeks.

Once the IgA level reaches 70 mg/dl or higher the
patient can be switched from injectible steroids to oral
steroids, at which time it will take five to seven days to
reach a regulatory level. 

Three weeks after beginning the oral cortisone
total estrogen, IgA, IgG and IgM levels need to be
measured again. If the levels have not changed, the
oral hydrocortisone is likely not being absorbed, and
further injections are indicated. T3/T4 dosages
should be increased to the point where monthly injec-
tions will normalize the system. 

If the total estrogen and immunoglobulins are better
but not perfect the hydrocortisone level should be
increased 2.5 to 5 mg over the current dosage two to
three times a day. Three weeks later blood estrogen and
immunoglobulin levels should to be checked again, and
the dosage further adjusted up or down if necessary. At
this point in time if the patient is feeling well and the
medical disorder is in remission levels need to be con-
tinued as is. 


