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The Rapid Bone Repair Protocol™
(The Full Monty)

I. Introduction

If you are reading this protocol either you or a loved one probably has “broken” or “fractured” a
bone. This introduction to the physiology of how bones are repaired by your body and to the nutritional
and physical needs that a “bone repair” requires should help you to understand how the “healing”
process will eventually occur (Naturally), and how we can significantly “speed up” that repair process
by following these best practices. This report will cite many medical studies, but will not be “clinical”
or “technical” in nature. I will try to use common language so the protocol is easily understood. Cited
studies can be found at the end of the protocol for more detailed study (for those who are interested).

These steps are not “magic bullets” nor are they a “miracle cure.” The amount of time that your
fracture will take to heal depends on many factors specific to your (and only your) injury. These factors
include, but are not limited to:

e  The severity of the fracture (the number of broken bones, the extent of the damage),

e  The type of fracture,

e I[s the fracture sticking through the skin?

e Is there potential infection at the site?

e s this a repeat injury?

e  Are there other injuries alongside the fracture? (Ligaments, tendons, soft tissue organs)
e  Your general state of health when the injury occurred,

e  Your allergies & health issues,

e  Your age,

e  The general health of your immune system

The one thing that all of these have in common is that they are OUT OF YOUR CONTROL. You
can't go back in time and prepare yourself better for the fracture. Since the fracture has already
occurred, we will be focusing on tangible physical and nutritional steps that you can take FROM HERE
ON OUT that will allow your body to heal as quickly as possible.

ALL of the steps in the Rapid Bone Repair Protocol are IN YOUR CONTROL. You do not need to
simply sit back and wait passively for your body to eventually get the job done. Your body is amazing,
and can repair itself from dramatic trauma. But, why not help it along? Why not stack the cards in your
favor, so that you can reduce the “recuperative” time, and quickly get back to your “normal” activities?
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Your body will eventually get the job done without your input at all (in most cases). Your body will
self-immobilize the fracture, and will leech the needed minerals for the repair from your other bones
(depleting them in the process), and you will eventually get back on your feet. But, why sit back
passively and make it difficult for your body to heal itself? We now understand how the body goes
about healing fractures, and with this medical and scientific knowledge, along with some common
sense, we can help the healing process along.... Rather than simply being passive observers.

If you are a professional athlete or a worker or a parent, time on the sidelines is money. Getting
back in the game, as quickly as possible, is important, if not absolutely necessary. We cannot stay on
the sideline for long, certainly for no longer than we absolutely HAVE TO. This protocol is perfect for
you!

This protocol has personally worked for me multiple times. As a competitive athlete, I was not
willing to “sit it out”, but was motivated to help my body heal as quickly as possible. If you are
interested, you can read my story, dealing with the first versions of this protocol in the appendix. That
being said, your injury is specific to you. You and your healthcare practitioner are the ones who need to
examine the evidence presented, and decide on your course of action. This protocol works, and it is
currently being used by doctors, chiropractors, physical therapists and other healthcare professionals,
but YOU and YOUR healthcare professional will need to supervise YOUR specific recovery plan. In
other words, this protocol does not give you the ability to simply bypass your health provider, but it
should be monitored by your healthcare provider. This protocol is informational and educational, but
your custom treatment plan should be prescribed by your healthcare provider (in light of the
recommendations made in this protocol).

The “healing arts” have been going on for thousands of years. We should learn from our ancestors
and potentially take some of their accumulated wisdom and apply it today. This protocol therefore,
looks at some ancient medicinal advice, but combines that with the latest scientific, nutritional and
medical studies available. This protocol truly takes the best of both worlds and synthesizes them
together to give your body the very best “treatment” options available.

The protocol is divided into sections. The first section will give a general overview of normal
healthy bones and then the types of fractures, and how the body normally repairs a fractured bone. In
this section, we will define certain terms, and we can see physiologically what occurs from the time of
fracture, up until the time when the bone can be considered “repaired.” After this introductory chapter,
we will jump right in to the “Bone Repair Protocol” and look at the physical recommendations (the first
three protocols). These are physical and mechanical things that you can do to speed up the bone healing
process. The next 4 steps in the protocol all deal with nutritional recommendations that you should
follow to fuel your body with the necessary “stuff” to rapidly get back in the game. Following the
Protocol, we have a chapter quickly dealing with long term bone health... and how this protocol can be
modified to work well on a permanent basis to continually keep your bones as healthy as possible.
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II. Bones and Bone Fractures

Bone is a living tissue

It is easy to think that our bones are made up of lifeless matter, which gives structure to our skeletal
system. But your skeleton is very much a living part of your body - similar to your softer tissues and
organs. Your body stores minerals in the hard, compact bone. The bone produces red blood cells in the
inner red marrow, and it stores fat in the yellow marrow.

Your bones are useful for the structure of your body (for support, for leverage, for protection, etc.),
but they are also important as storage centers (minerals and fat) and as actual blood factories.

It is also true that your bones are constantly remaking themselves. This process of “remodeling”
takes place when cells called osteoclasts break down the old bone (deconstruction/demolition), so that
osteoblasts (re-construction/new construction) can replace it with new bone tissue. Two different types
of cells called a chondroblast and a fibroblast (re)form and produce new cartilage. These four types of
cells are the primary cells responsible for bone removal and new bone growth.

This constant remodeling of the bones does not just occur as a child, and then stop as an adult. No-
there is constant bone remodeling that gradually replaces old bone tissue with new bone tissue. This
remodeling process only stops at death. Until then, your body will be constantly “renovating” the bones
in your skeletal system. Your body remodels between 2% and 4% of your skeletal system each year.

Types of Fractures

There are many types of fractures. In a complete fracture, the bone snaps into two or more separate
parts. An incomplete fracture consists of some type of a crack or splintering, but the parts of the bone
are still connected - the break does not go all the way through the bone making separate parts.

In a compound fracture, also called an open fracture, the bone breaks through the skin; it may then
recede back into the wound, and not be visible through the skin. This type of fracture carries with it an
increased risk of infection - due to the skin barrier being damaged, and potentially allowing bacteria,
dirt, and possibly other matter into the wound.

In a simple fracture, also called a closed fracture, the bone breaks (either completely or
incompletely), but there is no open wound through the skin.

Simple fractures include:

e Greenstick fracture: an incomplete fracture, in which the bone is bent, and half of it is splintered,
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like a green tree limb. This type occurs most often in children.

e Transverse fracture: a fracture at a right angle to the bone's axis. This occurs often in the long bones
of the arms and legs.

e An impacted fracture is one whose ends are driven into each other.

e A pathological fracture is caused by a disease that weakens the bones, until they fracture from some
(possibly slight) trauma.

e A stress fracture is normally a hairline crack that occurs from a single trauma or, more commonly,
from repeated trauma (such as of a long distance runner).

e A double fracture is where two or more bones are broken simultaneously.

e A spiral fracture is a corkscrew-like damage to the bone (very unstable).

e An oblique fracture is where the bone is broken at an angle.

e A compression fracture is where a bone has been crushed (normally from a fall or something
similar).

e A comminuted bone fracture is where two or more parts of a bone have broken off from the same
section of bone (it is very unstable).

These fracture categories are simply an introduction to all of the possible ways that bone can be
damaged. Of course, there can also be multiple fractures, which mix and match different types of
fractures. Each of these types of fracture is incredibly painful. Add that pain to a loss of mobility, and
each fracture is extremely inconvenient.

Steps in the Bone Repair Process

Immediately after fracture has occurred, the body begins to repair the damage. Your body knows
how to fix itself, and it is amazing to see the steps in the process of bone repair:

1. The Reactive Phase (Your body quickly reacts to the damage)

When the bone breaks, the blood vessels that are running the length of the bone break as well.
Blood quickly leaks out of these veins, and forms a clot called a fracture hematoma. This hematoma
(basically a collection or “clot” of blood outside of blood vessels) helps to stabilize the fractured ends
of the bone, and keep them lined up for mending. The clot also cuts off the flow of blood to the jagged
bone edges (to stop the internal bleeding). Without fresh blood, these bone cells on the very ends
quickly die. Swelling and inflammation follow, due to the work of blood-cells starting to remove dead
and damaged tissue. Tiny blood vessels grow into the fracture hematoma to fuel the healing process.

This fracture hematoma is the beginning of the re-connection of the pieces of bone. From this
moment forward, this hematoma will begin to transform into firmer and firmer cells, providing more
and more stability and strength, until the bone is completely “healed.” During this repair process, if the
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hematoma, (or soft callus, or firbrocartilaginous callus) is re-separated by a further trauma, recovery
will be slowed dramatically.

2. The Restorative Phase (Your body begins restoration)

After several days, the fracture hematoma (or “stabilizing blood clot”) develops tougher tissue,
transformed into a soft callus or “fracture callus.” This callus gives stability to the bone ends as healing
continues. Sometimes, this callus is referred to as a “cartilage scaffold.”

Two types of cells quickly get to work to transform this soft callus into an even tougher and more
stable connection. Fibroblasts begin producing fibers of collagen, the major protein in bone and
connective tissue. Chondroblasts begin to produce a type of cartilage called fibrocartilage. These
transform the soft callus into a tougher fibrocartilaginous callus, which strengthens and bridges the gap
between the two pieces of bone.

Next, osteoblasts produce bone cells, slowly transforming the fibrocartilaginous callus into a bony
callus. This harder callus provides necessary protection and stability for the bone to enter the final stage
of healing. From this point on, the body will be constantly increasing the strength and rigidity of the
type of bone in the callus.

The initial injury was stabilized as a blood clot, which then progressed to a soft callus composed
primarily of collagen. The Callus then moves to fibrocartilage, then to woven bone, then on to lamellar
bone, then on to trabecular bone. The body is incrementally and consistently strengthening and
“improving” the strength of the callus, until the complete recovery of the bone.

3. The Re-Modeling Phase (Bone repair is finalized with “finishing touches”)

The body establishes the “final” position of the bone within the flesh, begins reabsorbing bits of
dead bone, and creates an even harder bone callus to bridge the gap between the two pieces of bone.
The bone is almost as strong as before the fracture. Osteoclasts work to re-absorb the trabecular bone,
and osteoblasts replace the trabecular bone with harder “compact bone”. These cells also decrease the
callus bulge, gradually returning the bone to its original shape.

We can see that the bone repair process is intricate, complex and absolutely amazing. To speed up
this process, we simply need to understand what is happening at each step, and help our body with
specific physical means (when needed) and nutritional means (also when needed) so that the body has
all of the raw materials necessary, at the exact time it needs them.
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II1. The Bone Repair Protocol

The protocol has 3 physical recommendations, and 4 nutritional recommendations. We will
initially look at the 3 Physical recommendations. These physical recommendations are ways that we
can treat the broken bone, apart from our nutritional or food intake. It has to do with physical therapy,
with protection of the fracture site, with attempting to increase the blood flow to the injured area.... In
other words, these are steps that you can, and should, be taking that do not have to do with pills or
chemicals or anything that you would ingest. These steps will not alter the chemical makeup of your
body, but will still be very helpful in allowing your body to heal the fracture as quickly as possible.

A. Physical Recommendations

1. Protocol ONE: Initially Immobilize and Protect the injured bone

Every fractured bone will need to be re-aligned to the correct anatomical position professionally,
and as quickly as possible. This “reduction” or re-alignment is normally done with some type of
traction or “pulling”, which allows the fractured bone-ends to separate slightly, so that the bone can
naturally re-align without too much grinding. This re-alignment is normally checked with an x-ray to
make sure that it is lined up correctly. In some cases, the bones will not re-align with simple pulling,
and continual traction may be necessary (temporarily). Or, in severe cases, the fracture may need to be
opened up and re-aligned surgically (typically done with screws, wire, plates, rods, etc., in a very
mechanical fashion).

If the re-alignment of the bone has not taken place correctly, it may be necessary (in some cases) to
re-fracture the callus, which has formed at the fracture site, in order to correctly re-align the bone.

Once the fracture has been reduced, the fractured site should not be allowed to re-bend or be
separated again. This normally is not an issue, because naturally your body will try to protect the
fracture site. It hurts to “move” or “jar” the fractured bone, so our body naturally will “protect” any
broken bone.

In order to keep the bones aligned and protected the doctors will try to immobilize and stabilize the
bone in that correct alignment. They will try to come up with a way to allow the body to keep that
fractured bone in alignment, while it heals. Normally, a cast is sufficient to accomplish this. A cast is
like a temporary exo-skeleton, which allows your damaged endo-(inner)-skeleton to heal itself.

If a cast will not keep the bone aligned correctly, there may be other mechanical means of bone
alignment, like straps, splints, “traction”, belts - or other medieval-looking devices.

The blood clot that has formed at the fracture site should NOT be re-bent or re-broken, if at all
possible, once the initial “reduction” has correctly repositioned the fractured bone. From the moment of
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the initial fracture, that blood clot will be working overtime to increasingly solidify, to strengthen, to
become callus, and then to eventually become bone.

Protocol ONE is common practice in medical treatment of fractured bones. This step will probably
already have been done by your healthcare provider by the time you are reading this protocol.

The main thing to remember here is not to re-fracture the blood clot/callus/cartilage/soft bone as it
is in the healing process. There are three forces that should be protected against: shear, bending and
twisting.

Shear happens when the two loose ends of the bone are kept pressing against each
other, but one moves to the left, while the other moves to the right. It is a grinding of the P
bone-ends. You should not allow your fractured bones to shear against each other. This [ f ¢ ﬁ
will definitely slow the healing process. Now, normally a cast will give significant
protection against shear forces.

Bending happens when the unbroken ends of the fracture are forced
downward, while the fracture location itself is forced upwards (or vice versa). \(

This force could easily damage the blood clot/callus, and the result is a longer
time required for healing. Fortunately, a regular cast also gives good protection
from bending forces.

Twisting happens when one bone turns clockwise, while the other bone is
turned counterclockwise. This type of a force on a callus or blood clot could -
cause the blood clot or callus to be damaged, resulting in slower healing of the

fracture. Again, a normal “cast” will typically protect the fracture from

Tortion/Twisting

twisting.

So Protocol One is to initially immobilize and protect the fracture site. Seems like a “no brainer.”
There is some medical evidence however, that minor movement of the “repairing” bone is actually
beneficial. Because of this evidence, we do not need to keep the bones “completely” still.

There are many studies that are very clear at saying that some motion at the ends of the fractured
bone may in fact help in healing. Apparently, in the early stages of healing (first 4-6 weeks),
mechanically moving the ends of the fracture in an axial direction (IE separating the fracture apart and
letting it come back together) just a small distance (.2 mm to 2 mm) is actually beneficial to, and
speeds up, bone repair.

Moving the bone larger distances apart seems to slow down healing, as does moving the bones
using shear (side to side movement), torsion (twisting) or bending the bone.

The research that focuses on the motion between the ends of the fractured bone segments (Inter
Fragmentary Motion - [FM) is very difficult to do, because every fracture has a whole list of factors
that are unique to that specific injury, making comparisons difficult.
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In fact, from one study in Norway (done with rabbits), it is clear that slight motion at the fracture
site is one of the primary factors in rapid healing (and in the strength of the healed bone). The
researchers broke (then repaired with an internal plate) the tibia of a whole batch of (19) rabbits. Ten
were left to heal with only the plate (group A), the other rabbits also received a cast immobilizing their
leg (group B). After 6 weeks, all of the rabbits were killed and their tibias were dissected to see how
well the breaks had healed (compared to the normal tibias). Interestingly, those rabbits without the cast
(group A) had bones, which were at 107% of normal strength. Those rabbits in group B (with the cast)
had tibia that were at 55% of normal strength. The researchers concluded that the most likely cause of
delayed healing was the reduced function of the muscles, which led to a decreased blood flow to the
fracture area.

NASA has found that astronauts will develop atrophy of their muscles in as little as 3 days without
gravity (and therefore strain on the muscle system), if they are not doing exercises to prevent the
atrophy. So, we are talking about a very quick degeneration of the muscles (and the bone), if there is
complete immobilization.

In other studies (also done with rabbits with non-fractured bones), joint immobilization caused
radical muscle atrophy and bone loss. The lack of muscular action is thought to be the most important
factor in causing bone atrophy. There was a reduction in femoral bone strength by one third after
immobilization of the hind limb (of the rabbits) in a plaster cast for 6 weeks.

It is interesting to note that the actual strength of the bone is significantly affected by the use of the
muscles around that bone.

From these studies we can conclude that complete immobilization should be avoided, as it may in
fact slow down the healing of the fracture. One can see why for a simple fracture a basic cast (which
does not provide perfect immobilization) can promote healing better than complete immobilization
(which would require a longer time of physical therapy to repair the atrophy degeneration caused by
immobilized muscles, as well as the reduced blood flow to the area caused by non-used muscles).

With this research in mind, we can see that we do not need to “baby” the repairing limb with
complete immobilization. Minor motion is not only acceptable, but beneficial, not only for the actual
fracture repair itself, but also with the repair/health of the surrounding muscles and soft tissue. If the
surrounding muscles can be used (at least minimally) during the early and mid-stages of the bone
repair, the amount of time needed for repair of the complete injured system (bone, cartilage, muscle,
tendons, ligaments, etc.) is reduced.

Ultimately, what allows the body to heal the fracture of the bone is the flow of blood to that injured
area. The better the blood flow to the injured area, the quicker the injury will be healed.

The analogy to think of is a construction site in a busy city. When a construction project is
undertaken, there are an enormous amount of materials that first need to be removed (dirt, ruble, old
buildings, damaged cells, damaged bone, etc.). This normally occurs using bulldozers and back-hoes,
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which put all of the material to be removed into large dump trucks. These dump trucks need an exit
path to take the rubble, trash and by-products of construction to a dump site far removed from the
construction site. The waste needs to be removed or construction will grind to a standstill.

At the same time, all of the new raw materials need to be brought in to the construction site.
Cement trucks will be coming in with raw cement. Large trucks will be arriving with steel and wood
and other raw building materials. There is a constant influx of materials in order for any construction to
occur.

Your blood flow is the transportation highway to and from the “re-construction” site (bone
fracture). If the blood flow is constricted or reduced in any way, the repair will take longer (or not
occur at all). If blood flow to an injured area is shut off completely, that injured area will simply die.

After the fracture and initial blood clot forms, tiny blood vessels begin to immediately work their
way into that blood clot in order to provide blood flow. Anything that keeps the blood flow from
beginning or continuing well is destructive and counterproductive to a rapid repair of the fracture.
Many of the lifestyle issues that we will be discussing are counterproductive to a quick fracture repair,
because they decrease blood flow. Those things that increase blood flow, naturally speed up the repair
of the bone. So, massages, exercise, hot tubs and whirlpools will generally be very good to increase
blood flow and therefore to promote a quick recovery. This brings us to Protocol Two. Protocol Two
should not be initiated, until the fracture has entered the Restorative Phase of bone healing (a fracture
callus is already well developed) - possibly 3 to 4 days after the initial injury.

2. Protocol TWO: Increase the blood flow to the injured area

Principle: “Anything that increases the blood flow to the fracture site, without damaging the
fracture callus, will promote and increase the speed of the bone repair.” We will look at four primary
methods of increasing the blood flow to the fracture site: Axial movement of the fracture, Physical
Therapy, Massages/Whirlpools/Hydrotherapy, and micro motion Wave Therapy
(Ultrasound/Electrotherapy).

A. Axial Movement IFM (Interfragmentary Movement)

We have already mentioned that the studies show that small micro-movements at the actual bone
fracture site stimulate healing. The healing effect of this micro-movement is such an accepted principle
that producers of bone splints now are making the splints with flexibility built in to the splints. There
are flexible portions of the splints that are bolted to a damage bone. This flexibility allows slight
movement of the fractured bone ends, and therefore increases the speed of fracture repair. Previously,
these splints had been totally rigid, and had simply been bolted to the bones, not allowing any
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interfragmentary movement.
With these small improvements in hardware, bones now heal slightly faster.

For the purpose of this protocol, your procedure will be to somehow allow the bone ends to have
enough interfragmentary movement, without damaging the callus. It is your “challenge” to figure out a
way to move the bone ends apart slight distances (.2mm to 2mm) without bending them, twisting them,
or allowing shear movement occur.

The controlled studies of bone movement tell us that if the fractured bone ends are bent more than
20 degrees on a consistent basis, then the callus itself will become larger and much more flexible. In
other words, the repair will be much more like cartilage. It will actually create a larger, more flexible
callus, but in the end, it will take longer to transform that callus into actual bone. Ultimate bone healing
is not accelerated, even though the repair is very flexible sooner.

So, you will need to figure out a way that you can do minor
micro-movements of the fractured bone ends. Most of the

medical studies are using these micro-movements for 20 minutes _Mfﬁzlr?‘i
a day or so. If someone is trying to replicate the results of these

experiments on their own fracture site, they will need to keep in

mind the limits of movement, and refrain from separating the (2mm MAXIMUM)

fracture beyond the 2mm of movement - and of course, totally
avoid the shear, twisting or bending of the fracture site.

One possible method someone could use to create micro-vibrations might be to use a personal
vibrator or any vibrating type gizmo on the far end of the fractured bone. These vibrations should be
less than 2mm, therefore limiting the movement at the fracture site to less than 2mm as well. An
example of a vibrating machine would be a vibrating plate that one stands upon.

Any attempt at interfragmentary movement should be overseen by your healthcare provider, and of
course, great care must be used, especially if there are multiple fractures or complications.

B. Physical Therapy

As soon as possible, after the fractured bone has been reduced and protected, physical therapy on
the fractured bone site should begin. The sooner mobility is returned to the area, the sooner the body
will heal the fracture. In fact, if there is ligament and tendon damage, as well as a fractured bone, there
is a distinct possibility that the soft tissue repair may take longer than the actual bone repair.

Some serious fractures may need to hold off on physical therapy, but in general, the sooner that you
can work to return mobility to the joints around the fracture, the quicker the complete injury will heal.

Page 12 of 47



When we are talking about physical therapy, we are talking about moving the muscles and joints on
both sides of the fracture site, but not directly on the fracture site itself. For instance, if a forearm bone
has been broken (radius or the ulna), then the physical therapy would initially concentrate on the
movement at the hand and the shoulder. When the pain level has decreased, then the physical therapy
should begin with the wrist joint and the elbow joint. Joints should not be immobilized long term, if at
all possible. Remember the damage that can happen from complete immobility in as little as three days.
The immobility CAUSES this damage. You must return to using your joints and muscles as quickly as
possible.

Weight-bearing physical therapy exercises should not begin, until you have been cleared for them,
thru your healthcare physician. Normally, the physician will initially classify the injury as non-weight
bearing (NWB). Then, the healthcare provider may allow you partial weight bearing (PWB), and then
on to weight bearing as tolerated (WBAT), and finally they will allow full weight bearing (FWB).
The goal is to begin moving weight on to the damaged limb, as quickly as possible (while still
protecting it from further damage). Once you have been cleared to apply weight bearing as tolerated
(WBAT), you are to use your pain as a guide, as to how much weight to put on the healing bone.
Remember, the goal is to NOT re-damage the callus. You should begin putting weight on the bone, but
at the same time, you should be very careful to not re-injure the broken bone.

It is true that high impact stress on the bones (from running or jumping) does indeed increase the
bone density, and strengthen our bones. In the case of an injury being repaired, however, we do NOT
want to use high impact “jarring” of the bone during the healing process. The likelihood of damaging
the callus, and causing a delay in healing is too great. These “high impact” exercises should be avoided
in the healing phase of the fracture. They should, however, be implemented in any strategy of long term
bone strength/health. We will look at a strategy for long term bone health later in this report.

Muscle exercise of the surrounding joints of a fracture will increase the blood flow to the area
(which increases the speed of healing). Any muscular exercises distal (beyond the fracture site) should
be exercised soon after the fracture has been professionally stabilized, and often, if these exercises do
not cause pain to the fracture. You would not want to begin exercises while the initial blood clot is still
forming at the fracture site, but within a few days of the injury, the callus should be ready to get heavy
blood flow.

For example, if the humerus is fractured (the upper arm bone), then exercises of the hand and wrist
would be able to begin, as soon as your pain threshold will allow it. The exercising of the hand and
wrist put no strain at all on the stability of the humerus, and those distal exercises will significantly
increase the amount of blood flowing to the fracture site (and beyond....to feed the muscles in the hand
and wrist).

Another benefit of rigorous exercise during fracture recovery is that exercise not only increases
blood flow throughout the whole body, but it also signals our body to produce HGH (human growth
hormone). This HGH occurs naturally whenever we exercise, and will be carried to all parts of the
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body. Of course, this natural HGH will stimulate growth at the fracture site (where it is needed). So,
exercise of the whole body or other parts of the body from the fracture have a beneficial effect on
rapidly healing the fracture.

Nothing stated above should be construed, so that anyone should think it is acceptable to “play
through” a broken bone injury. NEVER continue to use a broken bone. If the bone is not protected and
allowed to heal, the continual re-damaging of the fracture callus will increase the amount of time
needed to heal the bone. If a broken bone is not protected and allowed to heal, it is possible for the
bone to NEVER heal.... To become what is known as a “non-union.” Do not think that you can tough it
out, and play “just a few more times.” NO.... When the fracture occurs, you MUST STOP using the
injured bone immediately.... And start at the beginning with the complete “Rapid Bone Repair
Protocol.”

C. Massages/Whirlpool/Contrast Hydrotherapy

The recurring principle is that anything that protects the healing bone from damage (through shear,
bending, twisting or LARGE axial movements), and yet increases the blood flow, will accelerate
healing. Beyond range of motion and actual exercises that are done with physical therapy, there are
other methods of increasing the blood flow to the damaged area.

Massages are a legitimate way to increase the blood flow to a specific area of the body. Massaging
the areas distal to the fracture will certainly increase blood flow to and past the fracture site, and
therefore accelerating healing. Massaging on the fracture site itself must be done with extreme care,
and will initially be quite painful, but after the callus has formed, there would not be much danger of
damaging the callus, if care was used in the massing of the fracture site itself. At this time, massaging
the callus itself has not been studied in clinical trials, but the general principles clearly apply. If the
bone is protected from further damage, AND the blood flow is increased at the fracture site, the healing
will be accelerated.

The whirlpool is basically massaging something, using hot or warm water under pressure. After the
initial callus is formed (3 or 4 days), using a whirlpool to gently massage beyond (distal to) the fracture
site is a legitimate treatment option. Of course, the same rules apply. Care must be taken to not do any
further damage to the healing callus by causing any shear, twisting, bending or large axial movements.

When pain tolerance will allow, gentle whirlpool therapy can begin at the actual fracture site.

To this date, there are no known controlled clinical studies showing that whirlpool therapy helps
increase the speed of fracture healing, but there are many that show whirlpool treatment does indeed
help decrease swelling, and also helps in the reduction of pain. This type of therapy will certainly
increase the blood flow to the site stimulated, and so should certainly be used, even in the absence of
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definitive clinical “proof.”

Contrast hydrotherapy is a method of alternating cold and hot water on an affected limb (or
actually the whole body). It has been used for many years as a treatment for all types of injuries, and
for general health immunity. There have been many clinical trials on contrast hydrotherapy, and the
evidence supports the fact that alternating hot and cold water on an injury site certainly does
something, though the results of the studies do not decisively prove anything definitively. The evidence
does seem to show that contrast hydrotherapy can decrease recovery time after physical exercise, but
no real studies have looked at how it affects a healing fracture.

Because there are no authoritative studies (yet) does not mean that we cannot use the therapy. It
certainly does seem that alternating hot and cold water on an affected limb would indeed increase the
blood flow to the limb. This increased blood flow is what we want to stimulate. Alternating hot and
cold water could easily be done carefully without putting any damaging forces on a fracture callus.
Shear, twisting, bending and large axial movements could be avoided during these hot/cold water
treatments.

It is also possible to increase the blood flow to a fracture site by doing hydrotherapy to the opposite
limb. For instance, if the right ankle is broken, and for some reason cannot be immersed in alternating
hot/cold water....then the opposite ankle can be treated. Blood flow, even in this instance, increases to
the damaged ankle.

D. Wave Therapy (Ultrasound and Electrotherapy)

Both ultrasound and electromagnetic therapy would cause micro-vibrations and micro-movements
of the bone ends and the callus. It would follow from our general principle that they should contribute
in helping a bone to heal.

(LIPUS) Low Intensity Pulsed Ultrasound is an FDA approved method (in 1994) of treating soft
tissue and skeletal injuries. It is increasing in popularity, and will become much more popular in the
medical field, as practitioners acquire the machines, and become more comfortable prescribing them
for use in injury repair. Side effects are minimal to non-existent.

Ultrasound has been used and studied for years in the treatment of “non-unions” (a fractured bone
that has refused to re-connect). Recently, they have begun to be studied and used with “regular”
fractures, and do indeed show promise as a regular and effective treatment, which will help in the repair
process of a fractured bone. There have been 7 definitive studies on LIPUS and bone repair. Three of
those studies showed significant benefit and speed in fracture repair, while 4 of the studies do not show
any increase. One of the factors that might explain why the 4 studies do not show any increase in
rehabilitation time is that those studies didn't start the ultrasound until after the 4™ week. It might be
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that the ultrasound has its most dramatic effects when started early and continued through the whole
healing process.

In fact, three of the studies had a dramatic difference in length to rehabilitation. Using the LIPUS
procedure, the length to recovery averaged 11 weeks, but those who received the placebo treatment had
recoveries averaging 20 weeks. This is a dramatic difference in time between the two groups, and the
medical researchers are optimistic that LIPUS is a beneficial procedure, which needs more controlled
studies.

In the meantime, before the authoritative data is all in, due to the free market, there are new
portable LIPUS machines that are available online for $60 to $100 dollars. All of the studies used the
same parameters, so if you are going to be using LIPUS, use these parameters: a 30-mW/cm?2 intensity,
1.5-MHz frequency repeated at 1 kHz, and a pulse width of 200 ps administered for 20 minutes each
day.

The exact mechanism of how and why the ultrasound is beneficial is still not fully known, but
many believe that the benefits are mechanical in nature. In other words, the micro-vibrations at the
molecular level instigate the healing processes, and therefore, speed up bone healing. In any case, it is a
safe procedure that MAY be very helpful in the healing process.

Electrotherapy is also used to speed up bone healing. It is a machine that sends small electrical
charges into the muscles (or bone), stimulating contraction in the muscles, and potentially stimulating
bone healing at a fracture site. Again, this procedure is accepted by the FDA and many clinics, and
physical therapy offices will have and use these devices.

Studies have been going on for over 60 years, and, in general, the findings are encouraging. One
author (D. Paterson) is as bold as to state: “It has been proved that electrical stimulation produces

’

osteogenesis (bone regeneration). Orthopedic surgeons should no longer be skeptical about this.’

In fact insurance companies now offer Electrotherapy in cases of bone non-union, and in certain
other “difficult” fracture cases. They acknowledge that electrotherapy has a healing effect, but since
most fractures eventually heal without the electrical stimulation, why include it for every treatment?
Therefore, the therapy is only available for difficult fracture cases or “non-unions.”

So here we have another therapy that helps in fracture repair, but is not covered by most insurance
companies (for budgetary reasons). This only makes sense. The insurance company is concerned with
your fracture repair, but NOT generally concerned with your RAPID bone repair.

Fortunately, there are machines available to the knowledgeable consumer that will allow treatment
at home. In fact, some of these machines are combo machines that include both electrotherapy and
ultrasound in the same portable machine. These dual purpose machines are available online for under
$130. They are sometimes marketed as “muscle stimulators.”

The original principle that is the basis of protocol 2 remains: “Everything that increases the blood
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flow to the fracture site, without damaging the fracture callus, will promote and increase the speed of
the bone repair.” Many of these other procedures may do much MORE than increase the blood-flow,
but they at LEAST increase the blood-flow, and should, therefore, be thoughtfully considered by you
and your healthcare provider, for inclusion in your own personal treatment plan.

3. Protocol THREE: Sleep 8 to 10 hours each night

Your body is in overdrive, working “like a dog” to repair the fractured bone. It makes sense that
sleep is absolutely necessary as a stimulating factor in rapid bone repair.

There have been multiple studies on sleep and wound healing, but they show mixed results. Some
studies show sleep patterns positively affect the time it takes for a wound to heal, other show no
improvement at all.

One study on rats in Wisconsin did show that long term sleep deprivation caused significant
damage to the bone health of rats in the study. Bone strength was affected, osteoblast count were
decreased, among other findings. The authors concluded: “these findings suggest that chronically
inadequate sleep affects bone metabolism and bone marrow composition, in ways that have
implications for development, aging, bone healing and repair, and blood cell differentiation.”

Sleep is also one of the few known times when your body produces and releases HGH (human
growth hormone), which is definitely a factor in increasing the rate of your fracture repair. Any natural
HGH that your body produces will be directed to the area of need (your fracture site).

Sleep may also be a mitigating factor on Stress levels. Of course, stress levels will be elevated
when and if you have a fractured bone, but studies have shown that high levels of stress significantly
slow down healing. Regular and sufficient sleep after a fracture will ensure that the stress levels are at
least minimized, so as not to exacerbate (or lengthen) the bone healing process.

This step in the protocol is the easiest one to perform. You can start tonight and continue until the
fracture is completely healed.

These three physical protocols are the cornerstone of quick fracture repair. Protecting the fracture
site, increasing the blood flow to the fracture site, and getting enough sleep are all essential in the
healing process. Next, we will look at the protocols that deal with things that we ingest, inhale or inject
in one way or another, and how those “nutrients” or “chemicals” affect the rate of fracture repair.

B. Nutritional Recommendations
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4. Protocol FOUR: Immediately Stop These Four Things:

a. Smoking

Smoking has been shown to decrease blood flow. Enough said. The goal of this whole rapid bone
repair protocol is to increase blood flow, which in turn will help the body to heal the fractured bone.
Smoking decreases blood flow, thereby slowing down the healing process.

One meta-study looked at 974 clinical trials dealing with smoking and fractures. They compiled all
of the data, and showed that smoking negatively affects bone healing. They point out that the overview
“suggests smokers have a 40% increased time to union and 40% increased chance of non-union
compared with non-smokers”.

In another study of tibial fractures (the large upper leg bone), comparing time to complete healing,
the researchers found that smokers took 269 days to heal, while non-smokers took 136 days to heal.
That is almost twice as long, almost 100% more time.

I know these studies won't convince a committed smoker to give up smoking, but for those of you
who need to rapidly heal a broken bone, these studies just might push you over the edge to a lifestyle
change that you should really make.

b. Heavy Alcohol Use

Moderate alcohol use has been shown to have health benefits, but heavy alcohol usage negatively
affects the body’s ability to heal bones rapidly.

One study on rats with heavy alcohol use and fractured bones concluded that heavy alcohol use
resulted in 26% less rigidity, 24% less intrinsic strength, and 14% less bone ash density of the repair
tissue. These results are significant. Heavy alcohol use negatively affects fracture repair.

c. Heavy Sugar use

Heavy sugar use should be stopped immediately. Sugar is not one of those nutritious foods that will
help your body in the healing process. In fact it does just the opposite.

Sugar has been shown to immediately and dramatically decrease the immune response system of
your body. Researchers found that sugars reduce the phagocytic capacity of white blood cells (your
immunity response). Phagocytic capacity is the ability of white blood cells to kill viruses, bacteria and
remove foreign matter from the blood. In 1973, a scientific study, done by Albert Sanchez and
colleagues at the Loma Linda University in California, found that oral ingestion of 100 gm of sugar (2
sodas) from glucose, fructose, sucrose, honey, or orange juice significantly reduced the capacity of
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neutrophils to engulf bacteria. They found that the greatest suppression happened between 1 to 2 hours
after consumption, and was significant even 5 hours after feeding. The same study found that ingesting
the same amount of starch (complex carbohydrates, which your body turns into glucose) did not affect
the immune system in the same way.

Sugar is clinically linked to diabetes, heart disease, premature aging, what is now known as
“metabolic syndrome,” weakened immune system, and many other chronic and short term illnesses.
There have been over 8000 medical and scholarly studies, and the results are not mixed. They
consistently agree by showing damage being caused to the human body after ingesting sugar. The only
real debate is “how much is too much?” In other words, everyone agrees that refined sugar is an insult
to the human body, but everyone is trying to figure out how to have as much of it as possible.

One 12 can or bottle of soda contains more sugar than any adult should ingest in one day. Period.
That doesn't include all of the added-in extra sugar from condiments, dressings, soups, prepared foods,
etc.

Suffice it to say. When you are trying to help your body repair a traumatic “fracture”, you should
cut out any “extra” sugar at all.

Extra sugar can be considered anything that is significantly designed around sweeteners, such as
sodas, desserts, sports drinks, candies, chocolates, fruit juices, honey, ice cream, etc. They ALL slow
down the healing process. Sugar that is found in bread, mayonnaise, ketchup, mustard, some (non-
sweet) dressings, soups, etc. are almost impossible to track down and eliminate from a diet, so allow
them to remain. No need to go “crazy” and become a “sugar-phobic” or a “sugar-nazi”, but at the same
time, ANY foods designed specifically around sugar should be immediately eliminated from your diet,
until the fracture has been completely healed.

Of course it would be best to continue eliminating those “extra” sugar foods from your diet
completely. Your health will absolutely be improved. Actually, if this single change were made in the
standard “American” diet, dramatic health improvement would immediately follow across the board.

d. Aspirin, Ibuprofen, or “Aleve”

In the past few years, there have been multiple medical studies that show that Non-Steroidal Anti-
Inflammatory Drugs (NSAID's) delay fracture repair. They should be avoided initially AND throughout
the complete duration of the fracture repair.

The authors summarize their findings, “In summary, non-steroidal anti-inflammatory drugs inhibit
osteoblasts in the early phases of bone-healing. These drugs exert an inhibitory action on fracture
repair in animal models. They have been found to cause a delay in fracture-healing. It may be prudent
for patients to avoid non-steroidal anti-inflammatory drugs following osseous (bone) injury”.

An NSAID's list to avoid include the following drugs:
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Aspirin (Anacin, Ascriptin, Bayer, Bufferin, Ecotrin, Excedrin)
Choline and magnesium salicylates (CMT, Tricosal, Trilisate)
Choline salicylate (Arthropan)

Celecoxib (Celebrex)

Diclofenac potassium (Cataflam)

Diclofenac sodium (Voltaren, Voltaren XR)

Diclofenac sodium with misoprostol (Arthrotec)

Diflunisal (Dolobid)

Etodolac (Lodine, Lodine XL)

Fenoprofen calcium (Nalfon)

Flurbiprofen (Ansaid)

Ibuprofen (Advil, Motrin, Motrin IB, Nuprin)

Indomethacin (Indocin, Indocin SR)

Ketoprofen (Actron, Orudis, Orudis KT, Oruvail)

Magnesium salicylate (Arthritab, Bayer Select, Doan's Pills, Magan, Mobidin, Mobogesic)
Meclofenamate sodium (Meclomen)

Mefenamic acid (Ponstel)

Meloxicam (Mobic)

Nabumetone (Relafen)

Naproxen (Naprosyn, Naprelan*)

Naproxen sodium (Aleve, Anaprox)

Oxaprozin (Daypro)

Piroxicam (Feldene)

Rofecoxib (Vioxx)

Salsalate (Amigesic, Anaflex 750, Disalcid, Marthritic, Mono-Gesic, Salflex, Salsitab)
Sodium salicylate (various generics)

Sulindac (Clinoril)

Tolmetin sodium (Tolectin)

Valdecoxib (Bextra)

Notice that the list to avoid does NOT include acetaminophen (Paracetamol; Tylenol).
Acetaminophen relieves pain by elevating the pain threshold, that is, by requiring a greater amount of
pain to develop, before it is felt by a person. It can safely be taken in all stages of your fracture repair,
without inhibiting the repair process.

Now that we have looked at some of the chemicals and substances to AVOID during fracture
repair, it is time to take a look at the nutrients and substances that we should INCREASE.

5. Protocol FIVE: Temporarily Increase Protein and Caloric intake (x3)

Your body is working overtime to repair a major trauma. Give it the calories and energy it needs to
complete the process. You should immediately increase your caloric intake to three times (x3) your
“normal” accepted caloric intake. If you normally eat 2500 calories, you should increase that to 7500
calories per day, until the fracture is significantly healed. This is a temporary elevation of calories for
the purpose of insuring that the required proteins and “fuel” is available for your body to carry out the
fracture repair. You should NOT be restricting calories, while your body is trying to repair a fractured
bone.
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Many studies show that low protein diets are correlated with weaker bones. When the protein
levels in a diet are switched to a high protein diet, the strength and density of the bones also increases.
In fact, one study concluded that, “dietary proteins are as essential as calcium and vitamin D for bone
health.”

Another study of elderly patients who had suffered hip fractures found that those with protein
supplementation had an average hospital stay of 69 days, while those without the protein
supplementation had an average hospital stay of 102 days. When all things are equal, other than protein
intake and the protein group shows healing 35 days sooner... wow! How easy is that to fix!

Remember, this protocol is not a license to overeat or “gorge.” It is a temporary increase of calories
and protein, so that your body has the necessary materials and energy available to rapidly heal the
fracture. When the fracture is completely healed, the caloric intake should return to the “normal”
amounts (women: 1500-1900 calories and men: 2300-2500 calories). It would be wise to continue with
a high protein diet for long term bone health (if there is the possibility of osteoporosis).

6. Protocol SIX: Temporarily “Shock-load” the Raw Structural Elements your body needs to repair
the bone (x3)

We recommend three times the daily recommended amount of ALL of the structural elements that
are required to build or “grow” bone. This includes all of the minerals found in bone, all of the proteins
and amino acids found in cartilage, tendons and ligaments. Some of these raw structural elements are
not even mentioned with a Daily recommended allowance, but the intake of those should be increased
as well. From here on out, we will talk about an increase over the Daily recommended values of a
mineral or a vitamin as a “Shock-load.” We are recommending a Shock-load of essential minerals and
other basic bone-building blocks.

We will be recommending a “Shock-load” of the vitamins, amino acids, proteins and other “co-
factors” in the next protocol, but for now, we will stick with the essential structural elements that you
need to ingest.

These essential substances that any bone needs are Calcium, Phosphorus, Magnesium, Collagen,
Chitosan and Silica. These six substances can potentially be obtained from the diet, but to get them in
the quantities that your body needs during the healing process would be difficult. It is much easier to
get a good portion of these, using oral dietary supplements.

The body will need these elements in the basic percentages that occur in bones naturally. So, if you
just started eating bones, you would go a long way towards fulfilling this protocol. And this makes
sense, because your body is trying to “fill in the gap” between two fracture ends. Your body needs the
specific minerals in the specific percentages that are found in bone and cartilage. This principle seems
almost self-intuitive, yet is currently far from the accepted “knowledge.” As a matter of fact, there are
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still medical practitioners, for whatever reason, that may even say that supplemental minerals and
vitamins are a “waste of time and money.” DO NOT LISTEN TO THEM. In fact, the medical studies
of the past 50 years have been consistently showing how beneficial these minerals and vitamins are to
health in general, and bone health in particular.

A natural and popular method of getting these nutrients that folks have recently begun talking
about is eating what is known as “bone broth.” This bone broth is a great idea and highly
recommended. It can be inexpensively made at home, or purchased pre-prepared. Basically, “bone
broth” is simply beef, poultry or fish bones that have been boiled and simmered, until the minerals have
come out into the “broth.” You will have the minerals and amino acids in the correct proportion that
your body needs them. Basically, the procedure for making bone broth is to get 2 pounds of good
healthy bones, and then bring them to a boil. Once they are boiling, reduce the heat and simmer them
for 8 hours (fish), 24 house (poultry) or 48 hours (beef). The resulting broth will be mineral and amino
acid rich. If allowed to cool down to room temperature, it will solidify. This is not fat, it is collagen and
the gelatinous amino acids that your body needs to repair any structural skeletal issue. This “broth” is
NOT vegan or vegetarian, nor could it be. It would be best to consider temporarily becoming an
“omnivore”, if you are a vegan or vegetarian that is hoping for a “rapid bone repair.” Of course,
“chicken soup” has been used as a folk remedy for years. Maybe grandma knew what she was talking
about!

These structural elements that your body needs to repair the bone are like the concrete blocks, the
steel re-bar, and the poured concrete at a construction site. Make sure your body has plenty of them.
Any excess supplies will not hurt the re-construction process, but lack of supplies will definitely slow
down the repair process.

If your diet does not include enough of these raw structural building blocks, your body will leech
these required elements from the other bones in your body. Your body is smart enough to know that the
important place for these building blocks is at the fracture site, so it will remove calcium, phosphorus
and other necessary “stuff” from other bones. This has been observed in multiple clinical studies and
the test results show that other bones actually have a lower bone mineral density scan, and become
“weaker.” It is clear that your body will “rob from Peter to pay Paul.” Of course, we do not want to
weaken our other bones as the fracture heals; we want all of our bones to stay strong, or to get even
stronger! To ensure this, we must supplement with these raw materials.

Shock-loading of raw minerals is a controversial idea, but one that makes sense in this case, for a
temporary time period (until the bone fracture has completely healed). Also, we do not recommend any
mineral “shock-loading” without also including protocol 7, which is to simultaneously “shock-load”
the necessary co-factors that these elements need in order to be rendered “bio-available” by the body.
In this limited circumstance, we wholeheartedly recommend elemental “shock-loading”.

We will now look a little closer at the core essential elements that you should be shock-loading:

Page 22 of 47



a. Calcium

Calcium makes up 66% of the mass of your bones. It is the primary structural mineral, and the
medical establishment has grudgingly admitted that supplementing with Calcium is a good idea for
long term bone health (they also grudgingly agree that Vitamin D and Vitamin K are beneficial “co-
factors.”) in females and males alike.

There are many forms of Calcium commercially available in supplemental form. Any Calcium is
better than nothing, but there are some forms of Calcium that are more bio-available, and so come more
highly recommended. We will be talking about these elements as “Good, Better, or Best.”

Calcium is sold inexpensively as “Calcium Carbonate.” This is commonly used as an “antacid”. It
is made by grinding up “limestone” or clamshells and looks like a chalky powder (or pill). It is not very
bio-available, but your body can use it (assuming the necessary co-factors are present). It must be taken
with food. Calcium Gluconate is simply calcium carbonate neutralized with gluconic acid. Also, not
very bio-available. These forms of calcium are “better than nothing.”

A better Calcium supplement that can be taken without food is Calcium Citrate.

A much more bio-available form of Calcium is “TriCalcium Phosphate”. It is either derived from
vertebrate bones or from certain rocks. Also known as “bone ash”, this is used as a supplement or in
surgical bone grafts (to actually mechanically fill in “voids” in bones that are vacant and need to be re-
modeled). Recently, it has been used as a 3d printed scaffold that is surgically installed as a bone graft
with promising results.

There are studies showing that Ossein Microcrystalline Hydroxyapatite (OHC) is a more effective
form of supplemental Calcium than any of those mentioned above. This form of calcium can ONLY be
produced from the bones of vertebrate animals. These bones are boiled down, filtered, purified, and
therefore include not only calcium, but also all of the other minerals that are found in bone. Because of
these extra minerals (as opposed to simply pure ground up “rock”) the resulting supplement is very bio-
available. This OHC is commonly used as a filler material for surgical bone graft (when a bone void
needs to be filled), because it is so close to the physical make up of bone itself (as it is condensed bone
itself). OHC is not vegan or vegetarian - it can't be. To get the nutrients of the bone requires animal
bones from which to condense down the minerals. This is the BEST way to supplement calcium.

Do NOT think you can get the calcium that you need by drinking milk. In fact, one clinical study
showed conclusively that milk does NOT help in bone health. In the experiment, mice were fed
different diets before examining their skeletal health. The acidic casein (milk) supplemented mice
exhibited poor mineral absorption and loose bone structure, whereas the neutralized casein or
fermented milk supplemented mice were resistant to osteoporosis and had high bone mechanical
properties. It seems clear that normal milk is not beneficial to bone health, and should not be counted
on when increasing your calcium intake.

The amount of Calcium recommend as a daily intake by the FDA is 1000mg. Studies have shown
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that 50% of the population do NOT receive this recommended amount of calcium per day, from either
diet or supplementation. Half of the population is under-nourished when it comes to calcium - by the
FDA's own standards. And yet, many health care professionals for some reason will STILL not
recommend a calcium supplement, even following a fracture!

During the shock-loading phase, we recommend at least 3000mg of the most bio-available calcium
that you can acquire. You will not be able to get 3000mg of calcium from diet alone, so oral
supplementation is required at this stage. Remember, you are also tripling the amount of calories that
you are eating, so the increased caloric intake will also help in allowing your body to assimilate this
shock-load of calcium.

You sometimes hear claims that your body can only use “natural” calcium from plants, but not
calcium from “rocks.” This is simply not true. Your body can break down and use any calcium, if it has
the required co-factors that help with assimilation. Without these co-factors, ANY form of Calcium is
not bio-available and potentially harmful. Any Calcium supplementation without the co-factors
(explained in protocol 7) may actually be harmful to the body. Excess Calcium that is not bio-available
can lead to health problems, including calcification of the arteries (which can be very serious).

b. Phosphorous

“Calcium without Phosphorous is Preposterous.” The second leading mineral that makes up bone
mass is Phosphorous. It works closely with Calcium, and the two are always “partners in crime.” Any
supplementation with Calcium should also include Phosphorous.

The normal daily allowance (700mg) of Phosphorous is typically obtained through the diet, but if
in fact you will be Shock-loading Calcium, then you must also increase your intake of Phosphorous.
The two minerals together are synergistic and the one cannot function without the other. The Merck
Index states: “Phosphate is a major intracellular anion, which participates in providing energy for
metabolism of substances, and contributes to important metabolic and enzymatic reactions in almost all
organs and tissues. Phosphate exerts a modifying influence on calcium concentrations.” The mineral is
absolutely essential to the “rapid” healing process of a fracture, and should not be inadvertently
overlooked. We recommend 800mg/day as a shock-load amount and 290mg/day for normal health
maintenance.

c. Magnesium

Magnesium is important for many processes in the body, including regulating muscle and nerve
function, blood sugar levels and blood pressure, and making protein, bone, and DNA. It has been
shown to help decrease bone degeneration in those suffering from Osteoporosis, and if there is a
deficiency of simply 50%, there are negative effects on bone health. This is one of the synergistic core
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elements that dramatically affect skeletal health.

The daily recommended allowance is 400mg, but research has shown that at least 15% of the
population does not receive the daily recommended amount. Magnesium is important in over 300
chemical reactions in the body, and hundreds of enzymes require Magnesium ions in order to function.
Because of its value to bone health it should be shock-loaded along with Calcium and Phosphorus. We
recommend 1200mg/day as a shock-load, and 400mg/day for normal bone health maintenance.

d. Collagen

Collagen is simply the living flexible, fibrous cartilage that is part of the skeletal system. It is
found inside your bones (giving them flexibility), as well as being the predominant material in the
fracture callus that forms at every fracture site. It is the main constituent of skin, connective tissue, and
the organic (living) substance of bones and teeth.

You can get your Collagen by eating cartilage, or by eating its refined cousin: Gelatin. Gelatin is a
mixture of peptides and proteins produced by partial hydrolysis of collagen extracted from the skin,
bones, and connective tissues of animals, such as domesticated cattle, chicken, pigs, horses and fish.
It is a polypeptide containing three peptide chains, and rich in proline and hydroxyproline. Gelatin is
used to firm up soups, or to make “jello.” We do not recommend making and eating Jello, as most Jello
packages are 50% sugar. We do recommend unflavored gelatin. You can purchase this at the
supermarket and mix it in to a “supplemental shake.” Again, apologies to the vegetarians, but this is by
far the BEST way to get the Hydrolyzed Collagen your body desperately needs as it repairs the
fracture.

One meta-study concludes: “preclinical studies show that HC (Hydrolyzed Collagen) stimulates
collagenic tissue regeneration by increasing not only collagen synthesis, but minor components
(glycosaminoglycans and hyaluronic acid) synthesis as well. Clinical studies show that HC continual
ingestion helps to reduce and prevent joint pain, bone density loss and skin aging. These results, as well
as its high level of tolerance and safety, make HC ingestion attractive for a long-term use in bone and
joint degenerative diseases and in fight against skin aging.”

A side benefit of consuming this Collagen will be the increase in finger nail strength and growth, a
decrease in joint pain, the increase in hair strength and growth, and the decrease of any wrinkles that
you have on your skin. Not a bad list of side effects.

Of course, the best bone supplements will include Collagen or Gelatin in their ingredient list, as
these raw materials are so vitally important to skeletal health.

We recommend at least 2400mg/day as a shock-load, and 800mg/day for regular bone health
maintenance.
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e. Chitosan

Chitosan or Chitin is an amide that forms the outer coverings of insects and crustaceans (shrimp,
lobster). It is used in the structure of cell walls, and has been clinically shown to be very important in
the process of bone re-generation. In the past 10 years, the medical community has started researching
and using it in wound healing and bone regeneration. The results have been very positive. In fact, one
study concludes that chitosan powder used as a “bone graft” material, “can be used to promote bone
repair in situations where rapid bone regeneration is of high importance.”.... Like YOURS!

In another study, Chitosan and Phosphorus together “increased vascularization of the provisional
repair tissue, and increased intramembranous bone formation and subchondral bone remodeling.” In
other words, it improved the blood flow to the injury, AND it improved the bone healing process.

There is no official recommended daily amount of Chitosan, but we recommend at least 300mg
daily in the “shock-loading” required for a rapid fracture repair. For normal bone maintenance, the
daily amount should be reduced back to 100mg per day.

f. Silica

Silica (Silicon) has been shown to have an effect on bone calcification and mineralization. This
element has been previously thought to have only negative health effects, but is now being studied for
its positive impact on bone health.

In fact, two studies have reported the relationship between dietary silicon intake and osteoporosis.
In both studies, increased silicon intake correlated with increased bone mineral density for men, pre-
menopausal women, and post-menopausal women.

Again, with Silicon there is no official daily recommended intake amount, but we recommend at
least 6mg of Silica in the shock-loading stage.

Many of these elements (and the vitamins we will be covering in the next section) are synergistic
and work with each other. This is the reason that official clinical studies can neither confirm nor deny
the benefits of many of these individual elements and vitamins. Is it prudent to wait around until there
have been clinical studies that authoritatively prove the benefits of each individual mineral and vitamin
before we use them? Absolutely not. Many of these minerals and vitamins are known to be beneficial in
synergy with other minerals and vitamins. For us, to put our health on hold and wait until medical
studies clinically “prove” these synergies before we use the supplements would be ridiculous. We
can, and should, use common sense, as we approach our health, and try to help our bodies along by
using an “all of the above” philosophy, because we know that many of these minerals and vitamins
work synergistically.

Calcium, Phosphorus, Magnesium, Collagen, Chitosan and Silica are all important to the structural
health of the skeletal system. There are many vitamins and minor minerals that are co-factors in making
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these structural elements much more bio-available. We will look at these co-factors in the next
protocol.

7. Protocol SEVEN: Temporarily “Shock-load” the Necessary Co-Factors

These “Co-Factors” should never be left out when taking the primary structural elements that we
talked about in protocol six. Any supplementation of Calcium, Phosphorus and Magnesium without
these Co-Factors can in fact be dangerous to the health. Never shock-load elemental minerals without
also shock-loading these important nutritional Co-Factors.

These Co-Factors are listed in general order of importance. This does not mean that the Zinc,
Vanadium and Vitamin C can be skipped. Someone has to be last. No, these nutrients are still
important, and should not be ignored, it’s just that there is much more clinical evidence and clinical
support for the Vitamins and Minerals, which are covered here first. In fact, Vitamin D3 and Vitamin
K2 should ALWAYS accompany any calcium consumed.

a. Vitamin D3

Vitamin D is vitally important for calcium and phosphorus homeostasis and musculo-skeletal
health. In children, severe vitamin D deficiency manifests as rickets, and vitamin D inadequacy can
impair or retard attainment of peak bone mass. In adults, inadequate vitamin D can result in secondary
hyper-parathyroidism, decreased Bone Mass Density, osteoporosis (fragility of bones - more “porous”),
osteomalacia (softening of bones), and increased risk of fragility fractures. The medical community has
“grudgingly” admitted that the studies do in fact conclude that Vitamin D is a required co-factor in
conjunction with calcium to stimulate bone health. Multiple studies and clinical trials have shown that
an inadequate Vitamin D level is probably the best indicator of poor bone health.

Hundreds of clinical trials (most including Calcium) have shown a correlation of Vitamin D (and
Calcium) with skeletal health. There are some conflicting studies, but the vast majority of them point to
Vitamin D deficiency as being an epidemic, and directly having negative health effects.

Fortunately, Vitamin D can be received by exposure of the bare skin to sunlight. Many folks who
are bed-ridden or cannot get out in the sun for some reason or another (IE wintertime blues) are
significantly deficient in Vitamin D. So, they need to supplement Vitamin D.

We recommend at least 800IU of Vitamin D3 per day supplemented. One can get much more
Vitamin D from exposure to the sun, but that “sun supplied Vitamin D” is all a bonus, you should be
getting at least 800IU of D3 supplementation for normal health (including bone health). In 2006 in the
American Journal of Clinical Nutrition, Houghton and Vieth argue convincingly that the Vitamin D3
(cholecalciferol) is much more bio-available, efficacious and beneficial to health than the more
common Vitamin D2 (ergocalciferol). Clinically, the tests show that D3 is at least three times more

Page 27 of 47



potent that D2, and that it stays in the body for up to 3 times longer! In fact, looking at all of the
available clinical evidence, they conclude that Vitamin D2 should NOT even be regarded as a suitable
supplement AT ALL! Their argument is persuasive, but to this day Vitamin D2 is still the most
prescribed type of Vitamin for Osteoporosis or bone health. We recommend ONLY Vitamin D3. Do not
supplement with the low quality & common Vitamin D2.

b. Vitamin K2

Vitamin K2 has been studied for the past 45 years and the evidence reveals that it is essential for
keeping calcium IN bones and teeth, while keeping the calcium OUT of the arteries and soft tissues.
This is a major issue, because calcium in the arteries (calcification) is a danger that is associated with
calcium (obviously). So... when we recommend shock-loading calcium, we MUST include Vitamin
K2, which helps keep the calcium in the skeletal system and out of the arteries. Without also
supplementing Vitamin K2, we do NOT recommend shock-loading calcium.

In a clinical study in 2015 over in Japan, Inaba, Sato and Yamashita did a randomized, double blind
study on Vitamin K and bone health. They found that daily Vitamin K intake improved bone
metabolism, increased bone mineral density and bone strength, while decreasing fracture risk. They
also found that Vitamin K is a co-factor in processing at least 14 K-dependent Gla-proteins. These
proteins include osteocalcin, a bone modulator that binds to hydroxyapatite and helps it bind to bone,
and Gla-protein, which inhibits vascular calcification. The results of their study resulted in the increase
in the “official” recommended daily amount of K2 (for Japanese adults) to 100mg/day for normal bone
health or 250-300mg/day for the prevention or treatment of osteoporosis. (NOTICE: how the official
recommendations are in two stages, a “normal amount” for maintenance AND a “shock-load” amount
for treatment of Osteoporosis. Just pointing out how that mirrors this current “Rapid Bone Repair
Protocol” recommendations.)

There are two types of K2 Vitamins: menaquinone-4 (MK4) and menaquinone-7 (MK7). In 2012,
researchers did a clinical study comparing the two types of Vitamin K. They discovered that MK7 is
much more bio-available than MK4 and should be used exclusively. We recommend MK?7 as the
Vitamin K2 that is supplemented, and not the less effective (and cheaper) MK4.

Vitamin K2 is not normally accessible from the diet (unless your diet is very high in kale, collards
or spinach). The only way to get this Vitamin in the required dosages is to supplement, even more so as
you attempt to shock-load.

¢. Fulvic Acid

Fulvic Acid is a type of Humic Acid that is formed from decaying vegetation. The most potent
forms are found by mining the compressed leftover debris from ancient vegetation. This vegetation
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(from ages past) was mineral rich, and the resulting deposits contain multiple amino acids, over 70
trace minerals, and other organic acids. We know that organic fulvic acids are created by micro-
organisms in the soil, for the purpose of transporting minerals and nutrients from the soil into the plant.
Fulvic Acid chelates and prepares the raw elements to be accepted and used by our body’s cells.

These mined fulvic acids have been used throughout recorded history for their medicinal properties
with impressive results. In fact, in the Himalayan Mountains a substance known as Shulijat (Shilajit,
mumie, vegetable asphalt, mineral pitch), which consists of over 40% Fulvic Acid, has been used as a
treatment for genitourinary (old age) diseases, diabetes, digestive disorders, high altitude remedy,
nervous diseases, tuberculosis, chronic bronchitis, asthma, anemia, eczema, bone fractures, and other
diseases. It is known as a stimulator of bone regeneration in both the Russian and the Indian systems of
health and medicine. It is now being studied in “the West” so that potential drugs can be produced (and
sold) from the natural substance.

We all have heard of people living high in the mountains, eating only “yak yogurt” that live well
past 100 years of age... Fulvic acids are thought to be one of the active ingredients in that lifestyle.

These Fulvic Acids have been studied for past 40 years or so, and the results of some of the studies
are intriguing to say the least. In one experiment, patients who required the replacement or
transplantation of bone were treated using fulvic acid as part of the therapy. Animal bone in the form of
calcium hydroxyapatite, an inorganic calcium compound, was used in the “transplant.” Normally
neither animal bones nor inorganic calcium are readily absorbed by the human body. However, when
fulvic acid was physically inserted into the animal bone before replacement, the patients experienced
dramatically improved regeneration of the transplanted bones. The fulvic acid was so readily accepted
and used by the patients that their bodies became highly osteoconductive. This means that new bone
tissue began to form at an accelerated pace, thereby enhancing growth and healing. The inorganic
calcium was also absorbed by the body, due to the fact that the fulvic acid had transformed it into an
organic compound. At the end of the experiment, it was noted that in those control transplants without
the introduction of fulvic acid into the bone tissues, healing was NOT accelerated and regeneration did
not take place at the same pace.

Because Fulvic Acids chelate (make a compound by physically binding with) minerals, so that it
transforms them into a bio-available form that our body can use, it can be used as a very potent co-
factor in delivering these bio-available minerals, so that your body can readily repair the broken bone.
These results are handed down through folk remedies, and they are now being demonstrated through
clinical trials.

In November 2002, in the publication “Drug Development Research”, Kwon and his fellow
researchers explain how Fulvic Acid combined with human cells dramatically increases the
osteoconductivity of the bone cells. They conclude that “the data suggest that mumie is a potent
stimulator of osteoblastic differentiation of mesenchymal stem cells and inhibitor of osteoclastogenesis,
hence it may be of clinical benefit in the treatment for osteoporosis in humans.” In other words, it helps
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bones heal quickly and efficiently. These early studies have not resulted in a “marketable” drug for
bone healing YET, but you and I can benefit from using Fulvic Acid BEFORE it has been turned into
an official “drug.”

In the past 15 years, study after study has been regularly released, each one talking about how
Fulvic acid (in one of its forms) actually is beneficial for the treatment of  “blank” . These
clinical studies include those benefits already listed, but also include many others, such as cognitive
disorders - memory help (IE potential Alzheimer's treatment), helping with ulcers, having powerful
antiviral benefits (against herpes, 1 & 2, HCMV, RSV, and VSV), it helps the immune system (has
immunomodulatory effects), has an anti-allergy effect, has an anti-aging effect, has anti-inflammatory
effects, helps with oxidative stress (is an anti-oxidant), is anti-radical, increases fertility (in rats), and is
beneficial in treating “long term” wounds.

Many drugs have already reached the market that have been developed out of “Humic Acid.”
These include, but are not limited to: Shilagen, Abana, Cystone, Diabecon 400, EveCare, Geriforte,
Lukol, Pilex, Rumalava, Tentex forte, Nefrotec, Adrenotone, Siotone, La-Tone Gold, Andro-Surge,
Solanova Libidoplex.

The knowledgeable observer can see that this “miracle drug” actually does have historical and
medical backing as a rejuvenator. We include it in this protocol as a NECESSARY Co-factor and as the
PRIMARY delivery system of the raw minerals, so that they are delivered “bio-available” and ready to
be applied to the rapid healing taking place at the fracture site.

Fulvic Acid can be purchased online or at your local health food store. Make sure that you
purchase from a reputable source and from a source where the Fulvic Acid is extracted using water
(rather than using a chemical extraction process). Independent laboratory tests of the potency and
concentration of the Fulvic Acid would also be helpful in determining where to get your Fulvic Acid
from. Fulvic Acid is available as a liquid, a powder, or a pill.

d. Green Tea Powder

Another beneficial Co-Factor in bone health is Green Tea Powder. There have been many clinical
studies which have noticed that those who drank Green or Black Tea had a higher BMD (bone mineral
density) and less fractures. This interesting connection has led to a bunch of research on the
interconnection between Green Tea and bone health.

A review article in 2013 concluded that, “The evidence from in vitro (test tube studies) and animal
studies of various bone-loss models strongly suggests that tea polyphenols, especially GTPs (Green Tea
Polyphenols), are effective in protecting against osteoporosis... Tea and its polyphenol components act
by increasing bone mass, trabecular bone volume, number, and thickness and reducing trabecular
separation, as well as by suppressing bone resorption and enhancing bone formation, resulting in
greater bone strength.”
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The authors end by saying that “more study is needed,” which is definitely true. But in the
meantime, we recommend using Green Tea Extract as a supplement, because of its positive effect on
bone health. We don't need a definitive clinical study before we can begin seeing the benefits from this
nutrient in our immediate situation.

The polyphenols, a large group of plant chemicals that includes the catechins, are thought to be
responsible for the health benefits that have traditionally been attributed to tea, especially green tea. A
side benefit from supplementing with these polyphenols is that they are also being studied for their
potential anti-cancer properties. The results are not conclusive, but ongoing studies reveal more
benefits of these nutrients every year.

e. L-lysine

An amino acid that plays a major role in calcium absorption; building muscle protein; recovering
from surgery or sports injuries, and in the body's production of hormones, enzymes, and antibodies.

In one study, published in the journal “Nutrition,” Gennari and his co-authors took 15 healthy
women and 15 women with osteoporosis and studied how supplementing with L-lysine affected the
absorption rate of supplemental calcium. They found that, “L-lysine can both enhance intestinal Ca
absorption and improve the renal conservation of the absorbed Ca. The combined effects may
contribute to a positive Ca balance, thus suggesting a potential usefulness of L-lysine supplements for
both preventive and therapeutic interventions in osteoporosis.”

L-lysine is clearly a co-factor in helping calcium become bio-available to the body. We recommend
shock-loading of 900mg/day during the “Rapid Bone Repair Protocol,” and simple supplementation of
300mg/day during long term treatment for bone health (or Osteoporosis).

f. Vitamin B6

Vitamin B6 (Pyridoxine) has been shown through many studies to be an important co-factor in the
formation of cartilage (which is what is needed at your fracture callus site).

In fact, a Vitamin B6 deficient diet fed to rats for 4 weeks shows a significant reduction in the
crosslink formation of their skin and cartilage. Remember, the cartilage is what makes up 1/3 of the
mass of the bone, and gives it the flexibility needed (to protect it from cracking like a dry twig).
Without strong cartilage at the fracture callus, there will be a delay in healing at the fracture site.

There have been many studies with humans examining hip fracture rates and B6 intake levels.
The results have been mixed. More precise studies need to be carried out. In the meantime (because
you have no time to wait for those studies to be completed), we recommend supplemental shock-
loading with 300mcg/day and bone maintenance supplementing of 100mcg/day.
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g. Boron

A Trace mineral that should be included in any supplement program. There are a whole host of
benefits that have been clinically attributed to Boron supplementation. In Fact, in 2015, Pizzorno did a
review of the available medical literature, and includes these benefits of Boron supplementation: 1)
strengthening of the bones, 2) increasing wound healing, 3) it improves the bodies use of estrogen,
testosterone and Vitamin D, 4) it boosts magnesium absorption, 5) raises levels of antioxidant enzymes,
6) protects against pesticide-induced oxidative stress and heavy-metal toxicity, 7) improves the brains
electrical activity, cognitive performance, and short-term memory for elders, 8) has demonstrated
preventive and therapeutic effects in a number of cancers, such as prostate, cervical, and lung cancers,
and multiple and non-Hodgkin's lymphoma, 9) may help ameliorate the adverse effects of traditional
chemotherapeutic agents.

Clinical evidence of strengthening of the bones would be enough, but clearly this mineral has
multiple benefits and should be included in any supplementation aimed at the skeletal system. We
recommend shock-loading at 9mg/day and a long term bone maintenance supplemental level of
3mg/day.

h. Copper and Zinc

Copper and Zinc are trace elements that have been found to be beneficial to both cartilage
formation and normal skeletal formation in humans and animals. Not much of each is needed, but there
have been correlations found with each of these elements dietary deficiency and bone health.

One study in 2015 found that if copper ions were surgically included in a chitosan scaffold
implanted to “remodel” broken bones in rats, the results were 11 times greater than not having a
scaffold, and twice as good as having simply a chitosan scaffold. For some reason, the copper at the
fracture site doubled the bone tissue regeneration.

In 2010, Yamaguchi did a review of all of the medical studies dealing with Zinc and found that,
“Zinc is an essential nutritional factor in the growth of humans and animals”. He discovered that, “bone
growth retardation is a common finding in various conditions associated with dietary zinc deficiency.
Bone zinc content has been shown to decrease in aging, skeletal unloading, and postmenopausal
conditions, suggesting its role in bone disorder. Zinc has been demonstrated to have a stimulatory effect
on osteoblastic bone formation and mineralization; it stimulates cellular protein synthesis. The intake of
dietary zinc causes an increase in bone mass. The oral administration of zinc has the restorative effect
on bone loss under various pathophysiologic conditions including aging, skeletal unloading, calcium -
and vitamin D - deficiency, arthritis, estrogen deficiency, diabetes, and fracture healing”. His
conclusion is that, “Zinc compounds may be designed as a new supplementation factor in the
prevention and therapy of osteoporosis.”
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We recommend supplemental shock-loading of Copper at 9mg/day and Zinc at 30mg/day and
supplemental maintenance of Copper at 3mg/day and Zinc at 10mg/day.

1. Manganese

Another important trace element that has been shown to benefit bone health. Studies with rats have
found that Manganese supplementation increased the BMD (bone mineral density) and bone formation
of the rats in the study (over non-supplemented rats). Also, in 2007, Chesnick and associates
demonstrated that Manganese has a significant positive effect on calcium being taken up by the
osteoblasts and deposited as bone.

Manganese is one of the trace element that must be ingested in balance. Without it, there are health
issues (specifically bone issues), but too much Manganese can also be dangerous for the health. So
balance is required with this mineral. Ingesting too much manganese from food is not really possible,
as the cases of Manganese “toxicity” have come from breathing industrial waste vapors that include
Manganese.

We do recommend orally supplementing Manganese in the “shock-loading” stage at no more than a
“safe” 10mg/day. For normal daily bone health maintenance, we recommend 3mg/day.

j. Vanadium

Another trace element that is important (in small doses) for the skeletal system is Vanadium.
Studies have shown its importance for bone reformation. In one study from 2012, Vanadium salt was
injected at the actual fracture site of rats who had femoral fractures. Those with this Vanadium injection
had a callus that had 200% more cartilage than the control group. At 4 weeks following the fracture, the
Vanadium injected rats had bones that were 154% stronger than the control. So the Vanadium not only
helped with the speed of repair of the fracture callus, but it also increased the ultimate strength of the
fracture repair as well.

Again, as a trace element not much of this is required, but to NOT have it would be shortchanging
your personal fracture repair. We recommend oral supplemental shock-loading with Vanadium at
40mcg/day and for general bone health maintenance 13mcg/day.

k. Vitamin C

Ascorbic Acid seems like a strange addition to the list of necessary co-factors for bone health, but
it should absolutely be in the list. Vitamin C is needed for the growth and repair of tissues in all parts of
your body; it is used by your body to: Form an important protein used to make skin, tendons,
ligaments, and blood vessels, heal wounds and form scar tissue, repair and maintain cartilage, bones,
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and teeth, and to aid in the absorption of iron.

It has been medically established for years that the lack of vitamin C causes scurvy, a pathological
condition leading to blood vessel fragility and connective tissue damage, due to failure in producing
collagen, and, finally, to death as result of a general collapse. The connection of Vitamin C with
collagen production and synthesis in the body is important for us with this specific protocol as we are
concerned with increasing the production of collagen in the fracture callus and eventually inside the
healed bone.

We recommend an oral supplementation shock-load of Vitamin C of 250mg/day, and an oral
supplementation for bone health maintenance at 90mg/day.

Of course, ALL of these co-factors should be taken simultaneously, so that the benefits of each will
work synergistically with the other necessary co-factors. There are other vitamins and minerals that
affect bone health as well, but these are the CORE essential co-factors that should not be missed in
your oral supplementation procedure.

I recommend a supplement in powder form as the most convenient way to “shock-load” the
recommended nutrients. A powder is already finely ground, and therefore is fairly easy for the body to
digest and assimilate. Liquid supplements are also highly bio-available, but the amount of calcium
required for the shock-loading makes a liquid supplement problematic (the taste becomes a real issue).
A powder supplement can quickly and easily be mixed into your favorite smoothie, yogurt or apple
sauce, and can, therefore, be enjoyed without having to “gag it down” (Which is important if you are
doing 3 smoothies a day during the shock-loading phase)

There are some good supplements out there, but for the highest quality bone health supplement
available, we do recommend our official “Rapid Bone Repair™” supplement, which has every one of
the nutrients mentioned in the exact required percentages that your body needs for optimal healing.

You can find it on Amazon or at www.NaturalNutritionWorks.com. It is actually designed so that each
daily serving is one scoop. So, a shock-load of the necessary nutrients would simply be 3 scoops per
day. Those scoops could be all in one smoothie, or spread out over three smoothies during the day.

IV. Long Term Bone Health

Long term bone health can be achieved by dialing back the recommendations found in this “Rapid
Bone Repair Protocol.” The recommendations already given for healing a bone are the exact same for
long term bone health. The only difference would be that you should NOT be shock-loading the
supplements.
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You should still be taking all of the necessary raw materials we have just listed that are necessary
for bone health, and you should also be taking all of the co-factors that make those raw materials bio-
available. This synthesis will keep your skeletal system in great shape, even into your advanced years.

One thing that needs to be modified when talking about long term bone health is that you should be
mechanically loading your bones. In the protocol, we were very careful about not putting heavy loads
on “healing” bones until they had been cleared for “load bearing” by your health care practitioner. For
long term maintenance of healthy bones you must load the bones. I am not talking about static loads
like swimming or biking, but about actual pounding and shocking of the bones through heavy weights,
or jumping or running. Actually, striking the bones and loading them repeatedly has been shown to
dramatically increase the strength of the bones.

We are not talking about jumping off the roof, but small, controlled jumps will do the trick. We
need to use our bones (and our bodies) or we will lose them. “Use it or lose it.” You have heard that
saying before, and it is very relevant when dealing with bone and skeletal health (also muscular health).
Bones are known to respond to the stimuli under which they are placed.

So, do not be afraid of “jarring” your bones. That “jarring” is what will make them stronger and
keep them healthy. If you have not been physically active, you should begin a moderate exercise
routine, which includes jogging, brisk walking or stair climbing. This habit will keep your bones
strong, and also keep the bone mineral density (BMD) high. Furthermore, this exercise will help your
muscular coordination, which in turn will protect you from falls.

Another exercise (or treatment) that can potentially keep up your bone mass and strength is called
“whole body vibration (WBV)”. It is an alternative to anaerobic exercise that we mentioned previously.
In this whole body vibration, you would stand on a machine for a specific time period that vibrates and
“shakes” you (and your bones). The thinking is that this “shaking” will, if not increase, at least
maintain your bone mineral density and bone strength. Results of studies on this fairly new approach
have been mixed, but generally show an increase in bone mineral density from consistent use.

Of course, any long term bone health exercise program should be reviewed and authorized by your
health care physician.

V. Conclusion

Do not be discouraged by the seemingly long list of nutritional supplements that you should be
taking to heal your broken bone. Many high quality supplements designed for bone health will have
most of these nutrients included. Any lacking nutrients are normally available at the health food store
or online.
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Your rapid recovery is worth the financial investment of those supplements. You have already
invested a large amount of time reading through the protocol. Now it is up to you to actually APPLY
what you have learned. Knowledge is powerful and empowering! But, it won't do any good just sitting
and thinking about it. You NEED to begin supplementing as quickly as possible to get your fracture
repair into high gear!

Also, you need to keep your bone repair time frames realistic. You can legitimately double the
speed of a fracture repair, but that is from what it would have taken, if you had not taken the action
required in the “Rapid Bone Repair” protocol. In other words, from doing nothing. This protocol will
beat “nothing” with a stick, and if you do BOTH the physical recommendations AND do the shock-
loading of the supplements, you will be amazed at how fast you will heal. Any bone repair is certainly
going to take some time, so stay realistic.... But, with the protocol you can realistically shave weeks, if
not months, off the amount of time that a “normal” fracture repair would take.

And.... I would love to hear about your progress.... Your story! I know it will be inspiring for
others who are also starting the process of “healing” a broken bone. You know how discouraging it is to
be bedridden and immobile. How encouraging to be able to share your “rapid bone repair” story with
those who are at the beginning of the whole process. Once you have healed you can share your story at
www.RapidBoneRepair.com. I am looking forward to hearing it!

All the best!

Randy Velker
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Appendix A

Randy's Story:
“I am NOT missing my Senior Year of Basketball!”

As an athlete in high school, basketball was very important to me. Especially my senior year. We
had a small school, and after years of practicing and training and taking a back seat to the older players,
it was time to step up and lead our team (At least that is how I felt the great responsibility on my
shoulders!).

We had already spent months with Pre-season practices (and the first third of the season, before
Christmas) and I was playing well and stepping up as a leader on our team. It felt good, even though we
were an “average’” team, winning about half our games.

Over the Christmas holidays, I went with our Church on a “ski” trip to “Sugar Mountain” in North
Carolina. On the last day of our trip (December 29™), on the last ski trip down the mountain, I decided
to hit a “little” jump. I had been skiing well and enjoying myself, so I had become comfortable with
taking small risks like that. Suffice it to say, I should never had taken that jump. When I returned to
earth it was face first, and I actually landed straight on my shoulder.

I heard my collar bone snap like a twig.

After x-rays and a sling, [ was headed back home on the bus. It was a clean break, and the pain was
significant, but I was crying like a baby. Not because of the pain, but because I was going to let my
team down by missing the rest of the basketball season.

“Life is so unfair” - was all I could think.

While visiting my regular physician back home, I pumped him for information on how fast I could
recover, and how long it would take to get back in the game. I was tired of complaining and feeling like
a bystander. I wanted to know what I could do to speed up the recovery process. He told me that there
were some vitamin and nutritional procedures that looked promising, but that he was not very familiar
with them. He scheduled a second visit about 10 days out (January 11th) for a follow-up, so that by
then, he would know more about when I would be able to resume basketball.

I began researching immediately what I should do to speed up the bone repair process. My mother
was an alternative therapy “junkie,” so I had plenty of resources around the house. I started reading
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them ALL, looking for those nutritional therapies that might help me get better FAST.

Most of the information (even at that time) was unverified “propaganda” pitching different
nutrition, but some of it had the sound of “truth.” I made a plan from the most common nutritional
therapies mentioned.... And my mother was more than happy to help me on my “Rapid Bone Repair”
quest by purchasing the Bone Meal, the gelatin, the Fulvic Acid and the multivitamins that I needed in
order to “attack” my broken collar bone.

So, I started a temporary “shock-load” treatment plan with multiple nutrients and vitamins. In the
research, I had noticed that there were certain exercises and physical therapies that were recommended,
so I started exercising in my sling.

The whole time I was doing this therapy, I was sitting on the sidelines watching “my” teammates
practice, and they were preparing for an upcoming basketball tournament, beginning on January 12

Whether it was the shock-loading, or my general good health and youth, or the exercises I was
doing.... I don't know. What I do know is that when we went back to the doctor on January the 11" for
a checkup, I asked him when I would be able to play ball again. He examined me, worked with the
collar bone, and then actually took an X-ray.

After looking at the X-ray for a while, he came in and said that, as far as he was concerned, I could
start back playing basketball that evening. I had not told him about my “shock-loading”. But after a full
examination and an X-ray, he said, “go for it.” He was VERY happy with the progress of the healing.

All in, from fracture (a complete fracture) to “competition ready” took exactly 14 days!

Again, this story is circumstantial and personal, I know, I know. It does not “prove” that others can
be back on their feet as rapidly. It doesn't even technically “prove” anything, other than being a good
story, (and one that I was glad to be a part of... at least the second half). I could have healed quickly,
because I was young and active, or any number of other factors...But, what this experience did was
make me aware that there are powerful nutritional forces that I knew little about....Even my doctor
didn't know about these nutritional forces for healing either (at least at that time)!

That started my thirst for learning and researching about “health”, about “recovery” and about the
most rapid ways to repair broken bones. I have not stopped learning, and each time I break another
bone (twice more), [ would further refine my recipe and my “bone repair protocol.”

I have shared this protocol with many friends over the years. Many look at me as if I am “slightly
deranged.” But, when and if they follow up on the protocol, they ALL thank me wholeheartedly.

And now it is time to share my personal experience, so that others might benefit. I know it is not
“rock solid proof,” but in conjunction with the actual clinical research that has been continuing for
these past 30 years, there is now much more good clinical medical evidence that these nutritional
therapies positively affect the rate of bone repair. Add those nutritional therapies with the physical
therapy exercises and the other micro-movement therapies explained in the protocol, and there is a
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good reason to give it a shot. What is there to lose? Other than your “bystander,” “helpless” and
“victim” status?

OK, now to the end of the story. I did play in that tournament. I could not lift my right arm up over
my head without a lot of pain, so I was essentially left handed. I scored 4 points. We got killed. The
doctor was right. My collar bone was just fine, but I wasn't much help to the team.

Randy Velker
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