


health but, rather. toward arterial dis­
ease. This applies most obviously to cor­
onary-bypass surgery, heart transplants, 
and the use of artificial hearts. All these 
conventional treatments are based on the 
premise that the degeneration of cardio­
vascular tissue is irreversible. 

Even the most effective drugs treat only 
the symptoms. Nitroglycerine increases 
cardiac output in some patients. and beta 
blockers diminish the effects of adrena­
line, reducing angina and arrhythmia. 
Calcium blockers prevent spasms by 
prevent1ng calcium absorption into the 
heart muscle. None of these drugs, how­
ever. does anything to reverse the basic 
problem, coronary occlusion. Balloon 
angioplasty, the latest experimental sur­
gery. is at least less invasive than coro­
nary bypass. and blowing up a small bal­
loon inside the artery does reduce 
occlusion at the site for some patients. 
But. while cardiologists practicing it cau­
tion patients to change their lifestyle to 
avoid new occlusion, angioplasty itself 
does nothing to change the biochemistry 
behind arterial degeneration. 

Chelation therapy is a safe, easily ad­
ministered alternative to drugs and sur­
gery. It 1s inexpensive and appears to deal 
with the biochemical causes of heart dis­
ease. including arterial plaque buildup 
and heavy-metal toxicity. 

If the evidence shows that chelation is 
a safer. more effective, far less expensive 
alternative to coronary-bypass sur­
gery-that it is capable of ameliorating 
hardening of the arteries and other con­
ditions associated with aging-why 
hasn't the medical profession endorsed 
it as an effective therapy? Why does a 
powerful faction of the medical establish­
ment continue to label this proven ther­
apy as "quackery"? Why do the leading 
medical journals continue to turn down 
articles about chelation authored by em­
inent physicians experienced in admin­
istering chelation therapy? Why won't 
most insurance companies reimburse 
patients for chelation treatments? 

As a general rule. it usually takes a long 
time for a radically different approach to 
the treatment of disease to filter into com­
mon acceptance and usage. Chelation 
therapy is no exception. 

Yet it isn't that simple. Consider the cast 
of characters in the medical-industrial 
complex: physicians trained in the con­
ventional treatment of heart disease: the 
medical schools that teach the same ap­
proaches: medical-equipment manufac­
turers who continue to reap huge profits 
from promoting high-tech medicine: giant 
pharmaceutical firms racing against each 
other to obtain patents on the newest 
heart drugs; insurance companies prof­
iting from the continually rising costs of 
high-tech health care. If chelation ther­
apy works. as its proponents contend. no 
one in the medical-industrial complex 
stands to profit from it-except the pa­
tients and their therapists. 

The medical community does not find 

chelation acceptable. The few articles that 
have appeared in widely read journals. 
such as the Journal of the American 
Medical Association, have been over­
whelmingly negative. The AMA has con­
sistently refused to publish articles about 
current studies on chelation. thereby pre­
venting physicians from evaluating the 
research and drawing their own conclu­
sions. As a consequence. most doctors 
will state unequivocally that it does not 
work. The fact is that no study has ever 
proved any such thing. 

Because the AMA maintains a stran­
glehold on governmental administrative 
agencies, such as the Food and Drug 
Administration (FDA), on county medical 
societies. and on the insurance compa­
nies. 11 is difficult for physicians who want 
to use chelation therapy to practice it with 
impunity. and for patients who benefit 
from such therapy to collect insurance 
coverage. 

A substantial part of the opposition's 
case against chelation rests on the fact 
that double-blind. controlled studies of 
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chelation's efficacy have not yet been 
performed. Still , coronary-bypass sur­
gery was widely accepted by the medi­
cal community long before controlled 
studies of any sort were undertaken. Such 
studies have since been completed and 
show that coronary-bypass operations 
have little beneficial effect. But this dan­
gerous and costly operation continues to 
be the fastest-growing type of surgery in 
the country. 

The public should have a full range of 
safe, effective health-care techniques 
from which to choose. Yet, chelation ther­
apy remains either unknown or is unjus­
tifiably regarded as quackery. 

The principal component of chelation 
therapy, EDTA. was first synthesized in 
Nazi Germany in 1935 as a substitute for 
citric acid. It was used in the German 
textile industry to prevent fabric stains 
due to the calcium present in hard water. 
Meanwhile, chelating agents were also 
being studied in the United States. It was 
not until 1952 that EDTA was first used in 
the treatment of lead poisoning. Chela-

tion with EDTA has s1nce become the ap­
proved method for treating lead poison­
ing, as well as other heavy-metal toxicity 
in humans. 

Doctors soon noticed that their elderly 
patients, whom they treated with EDTA 
for lead poisoning, showed marked im­
provement in health. In addition to the 
removal of lead from their bodies. EDTA 
seemed to relieve many of their athero­
sclerotic symptoms, as well. 

Observation of factory workers he was 
treating for lead poisoning led Dr. Nor­
man Clarke, director of research at Prov­
idence Hospital in Detroit, to research the 
utility of EDTA in the treatment of occlu­
sive vascular disease- a condition in 
which blood vessels become progres­
sively blocked. He is now recognized as 
one of the pioneers of EDTA chelation 
therapy for heart and circulatory disease. 

In a landmark article published in the 
American Journal of Cardiology in Au­
gust 1960, Dr. Clarke reported, "For sev­
eral years we have been administering 
intravenously to patients with advanced 
occlusive vascular disease three to five 
grams of EDTA. An accumulated expe­
rience with several hundred patients has 
demonstrated that overall relief has been 
superior to that obtained with other meth­
ods. In occlusive vascular disease of the 
·brain there has been uniform relief of ver­
tigo, and the signs of senility, even when 
advanced, have been significantly re­
lieved .... In summary, the treatment of 
atherosclerotic vascular complications 
with the chelating agent EDTA is sup­
ported by a large volume of information." 

However, Dr. Clarke's work and the fu­
ture of chelation therapy were dealt a 
reeling blow shortly after his article ap­
peared. 

Two medical researchers, Dr. Law­
rence E. Meltzer and Dr. J. A. Kitchell, of 
Philadelphia's Presbyterian Hospital, re­
ceived a grant from the John A. Hartford 
Foundation to investigate the long-term 
use, side effects, and toxicity of EDTA. 
Heart patients participated on a volun­
tary basis, paying the doctors nothing for 
treatment. In July 1961, they reported in 
the American Journal of Medical Sci­
ence that no serious side effects had 
been observed over a four-year period, 
during which 2,000 infusions of the sub­
stance were given. 

Two years later, Dr. Kitchell told Medi­
cal World News that "eleven of twelve pa­
tients with vascular disease secondary 
to diabetes have improved, and consid­
ering the absence of any valuable method 
for treating diabetic vascular disease, 
chelation therapy assumes great impor­
tance. But the improvement was only 
temporary." 

Soon afterward, Meltzer and Kitchell 
zapped the use of chelation therapy for 
coronary-artery disease in an article they 
published in The American Journal ol 
Cardiology. The article, reappraising 
previous findings, stated that no measur­
able long-term benefits had been ob-
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served in a control group of patients with 
coronary-artery disease who had been 
treated by EDTA chelation. They sup­
ported their conclusions by results they 
said they had obtained by using a ple­
thysmograph, an instrument which re­
cords variations in blood flow in different 
parts of the body. However. it is interest­
ing that in the same article they reaf­
firmed the temporary benefits of chela­
tion therapy in the treatment of peripheral 
vascular disease. particularly below the 
patients' knees. 

Drs . Meltzer and Kitchell discontinued 
their research on chelation therapy when 
they couldn't demonstrate any long-term 
benefits based on measuring techniques 
available at the time. They explained that. 
at first. the 11 patients they had men­
tioned "had not seemed to be any better. 
Then several weeks or months after the 
treatments were completed. these peo­
ple reported back that they were better. 
There were certain electrocardiographic 
improvements. but over a matter of time 
they were not sustained . The people 
didn't live longer than would be antici­
pated. It was true." they admitted, "that 
we took very difficult people who had 
been referred because other treatments 
had failed." 

As a final concession. Dr. Meltzer said, 
"It would be stupid to say· that chelation 
has no benefit at all since there are some 
drugs now being introduced that do have 
a chelating effect. It's not inconceivable 
that this has some benefit. " 

In a telephone interview. Dr. Kitchell 
reiterated Dr. Meltzer's reservations. Their 
final report. he said, reflected their belief 
that chelation therapy "wasn't worth any­
thing, the results didn't last. and they had 
no real meaning." When asked to com­
ment on the good results obtained in pa­
tients treated with chelation. he said that 
he had heard from professors of medi­
cine that there were no good results . 

Shortly after the Meltzer-Kitchell reap­
praisal appeared. chelation therapy suf­
fered another blow. For many years, 
Abbott Laboratories and other manufac­
turers of EDTA were allowed to state on 
the package insert that it was "possibly 
effective in the treatment of occlusive 
vascular disease." But the Kefauver-Har­
rison Act of 1962 compelled the phar­
maceutical manufacturer to prove con­
clusively that the product is effective for 
the conditions stated on the package in­
sert. At that time. the additional tests re­
quired to prove EDTA effective by FDA 
standards for the treatment of athero­
sclerosis would have cost Abbott about 
a million dollars. Abbott's patents on EDTA 
were about to expire. so the company 
chose not to conduct the study. 

Thus. when arguing agamst chelation. 
the AMA. the American Heart Associa­
tion (AHA). the insurance companies. and 
the nonchelating doctors quote the dis­
claimer on the EDTA package insert: "Not 
recommended for the treatment of gen­
eralized arteriosclerosis associated with 

advancing age." But the text of the pack­
age insert did not explain the animated 
vigor of the attacks on chelation by the 
AMA and other chelation opponents. 

The cynical argument that chelation 
therapy has not undergone double-blind 
trials for efficacy is a hollow one; since 
the patent rights on EDTA have expired 
and the substance is in the public do­
main, there exists no motivation for any 
commercial or private interest to fund 
such trials. 

But the absence of double-blind or 
controlled studies of chelation therapy 
does not mean that there is no scientific 
evidence for its efficacy. Because of the 
sophisticated radioisotope and other 
techniques now available for studying 
blood flow. chelation therapists can 
measure improvement in the health of 
their patients with modern technological, 
noninvasive methods, before and after 
treatment, and several studies based on 
these methods have been published. 

Dr. Lloyd Grumbles was among the first 
physicians to use radioisotope blood-flow 
studies to test the efficacy of chelation. 
A sc1ent1fic paper he authored that dem­
onstrated mcreased blood flow following 
chelation created a great deal of excite­
ment among his colleagues. But despite 
the blood-flow studies showing that che­
lation 1mproved circulation to the brain 
and the extremities. the medical estab­
lishment has continued to denigrate che­
lation as scientifically unfounded. 

Wh1le the AMA cla1ms 11 has no official 
pos1110n on chelation therapy. when asked 
for 1nformat1on about the treatment. 11 sent 
two reprints and an AMA bulletin. all crit­
ical of chelation. One reprint was from a 
September 1975 issue of the Journal of 
the American Medical Association: 

"There are several s1tes in the United 
States and Canada where th1s therapeu­
tic fad currently IS 1n vogue and where 
the zealot peddles these wares to the na­
Ive afflicted. Sympos1a and m1n1conven­
t1ons have been organ1zed to extol its vir­
tues. . . . We have been startled and 
chagnned ... to learn that a number of 
physicians ascribe to this drug an effi­
cacy that has not been estab lished by 
fundamental clin1cal 1nvest1gat1on. I 
endorse completely the current pos1t1on 
of the AMA Department of Drugs that ·un­
til adequate evidence becomes avail­
able to establish the therapeutic worth of 
(EDTA) m atherosclerosis. 1ts status in re­
spect to th1s condition must be regarded 
with skepticism.· .. 

A second article sent by the AMA was 
repnnted from a 1975 issue of the West­
ern Journal of Med1cme. Based on re­
search that took place 1n the fi ft1es and 
S1xt1es. the article spec1f1cally mentions 
one of two deaths l1nked to the therapy. 
Both occurred before any safety proce­
dures for administenng EDTA chelation 
had been established. The article con­
cludes. "Because of the nsk of severe 
renal toxici ty. and the lack of objective 
ev1dence suggest1ng therapeutiC benefit 

from EDTA therapy for atherosclerotic 
disease. such therapy should be re­
garded as investigational and con­
ducted under carefully controlled con­
ditions in an academic institution by 
experienced invest1gators ... 

That the AMA should have dissemi­
nated such outdated materials calls into 
quest1on the AMA's motivation and cred­
Ibility. In the past 20 years. numerous 
studies have been conducted that prove 
EDTA is not renal-tox1c. One such study. 
which appeared in Toxicology and Ap­
plied Pharmacology in 1967. stated that 
"advice to the effect that renal function 
should be followed in patients receiving 
these chelates 1s cons1stent with good 
med1cal practice. but the label ·nephro 
tox1n' IS unjustified ... In 1982. The Journal 
of Hol1stic Medicine reported that che­
lation " is not neurotoxiC. There IS even a 
suggestion that this treatment procedure 
may 1m prove kidney functions ... 

The AMA bulletin sent with the two re­
prints contained a mere summary state­
ment of the factional b ias against chela­
tion therapy. Noting that chelation therapy 
for atherosclerosis "1s controversial." it 
queslioned chelation's effectiveness and 
safety. quoting some anonymous writer 
m a 1982 medical newsletter as saying 
that the adverse effects of EDTA "can be 
lethal. .. The AMA bulletin piled hearsay 
upon hearsay. and dropped lots of 
names: "The Amencan Heart Associa­
tion has also rev1ewed the data and found 
no sc1ent1fic ev1dence to support the 
cla1ms of benefit 1n pat1ents w1th athero­
sclerosis. This op1n10n IS shared by the 
Amer1can College of Phys1cians. the 
American Academy of Fam1ly Physi­
Cians. the Amencan Society for Clinical 
Pharmacology and Therapeutics. the 
American College of Cardiology. and the 
Amencan OsteopathiC Association." Vir­
tually all of these organ1zations are closely 
aff11iated w1th the AMA. no attributions are 
prov1ded. and no sc1ent1flc stud1es or ob­
lecllve research are c1ted. In other words. 
while the AMA has "no off1c1al stand on 
the use of chelation therapy. " it is over­
whelmingly against it. 

The position of the top echelon of the 
AHA IS hardly more l1beral. But there are 
indications of wide dissent on the county 
level. This became particularly apparent 
in two articles that appeared in a spring 
1983 issue of a publication disseminated 
by the Nassau County. New York. chap­
ter of the AHA. 

One of these articles concluded that 
chelation therapy "might be a very potent 
.:;upplemental treatment . along with 
proper diet and nutntion. to use in addi­
tion to medical treatment before utilizing 
the last recourse of surgery." 

The other article summed up the AMA's 
stand on chelation: "They tell the public 
that because there isn't enough scientific 
data (after they have excluded studies 
which they refused to print in their jour­
nals) the therapy should not be used until 
vigorously tested in properly controlled 



clinical trials. Yet. according to the report 
entitled 'Assessing the Efficacy and 
Safety of Medical Technologies· pub­
lished by the Office of Technology As­
sessment as commiss.ioned by the United 
States Congress. 'it has been estimated 
that only 10 to 20 per cent of all proce­
dures currently used in medical practice 
have been shown to be efficacious in 
controlled trial. · Therefore. ·so to 90 per 
cent of all procedures have been evalu­
ated by informal methods . . . personal 
experience (being] perhaps the oldest 
and most common informal method of 
judging the efficacy and safety of a med­
ical technology.· And then they tell the 
inner circle [of the m~dical establish­
ment) that clinical trials are not warranted 
and don't even ask for them! In fact. if 
anyone gets too ins1stent. they refer the 
media and professionals to two different 
sources within the AHA National Center. 
Evidently to get two versions of the truth." 

The AHA also claims it has no "official 
position" on chelation therapy, but it cir­
culates some of the same material issued 
by the AMA. 

In 1976. a group of anllchelation doc­
tors-members of the California Medical 
Association-introduced a resolution 
before 1ts governing body to prohibit the 
use of chelation therapy in the treatment 
of atherosclerosis. and to expel any 
member who used it. But before the res­
olution could be passed. there was a de­
mand for a fair hearing by chelat1ng phy­
sicians. 

A number of prochelallon physicians 
testified about the results in their pa­
tients. and extensive clinical documen­
tation was presented. But the governing 
body deemed EDTA an "experimental 
drug." and recommended that its use for 
atherosclerosis be reported to the FDA 
for prior approval. As a result of the com­
mittee's decision. every doctor in Cali­
fornia received a letter from the state 
board regulating med1cal practice advis­
ing that physicians who administered 
chelation therapy were subject to losing 
their license unless they had prior per­
mission from the FDA. 

On behalf of independent physicians 
justly fearful of such ironfisted control of 
medicine. a committee of the American 
Academy of Medical Preventics (AAMP) 
turned to the attorney general of Califor­
nia. The attorney general let it be known 
that the federal Food. Drug and Cos­
metic Act didn't preclude a physician from 
administering EDTA for a condition not 
specified in the claims filed by the man­
ufacturer with the FDA or the parallel state 
agency. However. they labeled it an "ex­
perimental drug." 

The California Board of Medical Ex- . 
aminers retaliated with a ruling that 
superseded its previous notice. After 
quoting the attorney general. the board 
nevertheless required any physician ad­
ministering EDTA "or any other drug, for 
an 'unapproved use' " to "provide a full 
explanation of the risks and benefits of 

the therapy, alternatives thereto. and 
make an explicit statement to the patient 
that clearly informs him that the manu­
facturer does not make any claims re­
garding the effectiveness or safety of the 
drug when it is used for these unap­
proved indications ... 

In this uneasy atmosphere. physicians 
using chelation therapy in California have 
been able to continue their practice. Yet 
others have not been so lucky. There is 
more than one case in which a chelating 
physician has been harassed and/or 
prosecuted for treating his or her patients 
with EDTA. Let's look at the case of Dr. 
H. Ray Evers, a licensed practicing phy­
sician in Alabama since 1940. who be­
gan using chelation therapy in 1964 with 
himself as his first patient. Over time, he 
observed excellent results in treating 
cardiovascular disease and degenera­
tive conditions with EDTA. 

Dr. Evers was operating a hospital and 
nursing home in Andalusia, Alabama, 

' Dr. Eckerly believes 
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when years of unsuccessful harassment 
by the state finally culminated in 1978 with 
the involvement of the FDA. As the court's 
decision reads: "The case was spear­
headed against Dr. Evers by the Food 
and Drug Administration and alleged 1) 
that Dr. Evers had been engaged in pro­
moting and administering EDTA in the 
treatment of atherosclerosis; 2) that the 
labeling of the drug, namely the package 
insert . . . approved by the FDA. indi­
cated that the drug is recommended for 
treatment for heavy metal poisoning but 
not for the treatment of atherosclerosis; 
3) that patients treated by Dr. Evers were 
being subjected to an unwarranted risk 
of grave physical injury or death as a re­
sult of the treatment; and 4) that the pro­
motion and administration of EDTA 
amounted to mislabeling of the drug in 
violation of (standing) interstate com­
merce regulation. 

"Dr. Evers contended that as a li­
censed physician ... he has the right and 
duty to use and prescribe drugs which 
in his opinion are in the best interest of 
the patient. Dr. Evers also contended that 
the FDA does not prohibit a licensed 
physician using a drug for a disease in a 

patient in any manner which is not con­
traindicated on the package insert. .. . 
The court established the fact that the 
legal issue in this case was ... whether 
a licensed physician may be enjoined 
from prescribing for his patients a drug 
of which the package insert is silent as 
to whether the drug is indicated or con­
traindicated for the patient's illness." 

Contrary to the AMA line that chelation 
has not been clinically shown to help ath­
erosclerosis, the overwhelming evidence 
submitted to the court made short shrift 
of that theory. The court found that many 
reputable medical experts in the United 
States and abroad are convinced that 
atherosclerosis may be satisfactorily 
treated with chelation therapy, that the 
risks when the therapy is properly ad­
ministered to select patients are minimal. 
and that, in many cases, the probable 
benefits outweigh the probable risks of 
treatment. 

The court said that Congress did not 
intend the FDA to interfere in a physi­
cian's treatment of his patient. It stated 
that "when physicians go beyond the di­
rections given in the package insert. it 
does not mean they are acting illegally 
or unethically, and Congress did not em­
power the FDA to interfere with medical 
practice by limiting the ability of physi­
cians to prescribe according to their best 
judgment." The court decided that Dr. 
Evers was not misbranding the drug in 
question, and the FDA lost its case 
against him. 

Even though the FDA lost the case. its 
harassment of doctors practicing chela­
tion therapy continues unabated. Peer 
pressure, media harassment. and sheer 
frame-ups have forced some physicians 
to either cease practicing chelation or risk 
losing their licenses. 

Dr. Alan Grossman (not his real name), 
a surgeon practicing 1n Salt Lake City 
s1nce 1958. had never had any problems 
with the Utah med1cal community until 
February 1976, when he began treating 
a few patients with chelation. He was then 
visited by a representative from the Salt 
Lake City Medical Board. The message 
was clear that Grossman must stop prac­
ticing or risk losing his license. 

Tra1ned as a surgeon, and with a wife 
and family to support. Dr. Grossman de­
cided that he could not afford to continue 
using chelation therapy, even though his 
patients had shown significant Improve­
ments after treatment. He wrote the med­
ical societies a letter to that effect, and 
has not practiced chelation therapy since. 
In spite of his acquiescence, he still feels 
the st1ng of ostracism. Dr. Grossman says. 
"They don't forget. They feel threatened 
because chelation might cause them to 
lose money. Double the money, that would 
wake them up fast! " 

Although there has never been a suit 
against a physician us1ng chelation in 
North Carolina, three doctors in the state 
were charged by the state board of med­
ical examiners in November 1984 with 



using EDTA for vascular disease. The 
board claimed that this was grounds for 
revoking the doctors' licenses. Drs. John 
La1rd. Ted Rozema, and Logan Robert­
son responded to these charges by re­
questmg a heanng where they could 
present evidence that chelation was a 
safe and effective treatment for vascular 
diseases. Lawyers for the physicians and 
the state board are now negotiating the 
terms under which the hearings will be 
held. Dr. Laird told Penthouse that shortly 
after the board brought charges. his mal­
practice-insurance carrier notified him 
that his coverage would be reconsidered 
if he continued to practice chelation. It 
should be noted that the state board has 
yet to pass a rule prohibiting physicians 
from practicing chelation. 

The Minnesota state licensing board 
recently succeeded in driving two che­
lationlsts out of the state and "persuad­
ing " a third to stop practiCing 1!. 

Dr. Jeanne Eckerty was the last che­
lation therapist tackled by the Minnesota 
board. It was not the first time she had 
heard from her state licensing board . 
When one of her patients submitted Blue 
Cross/Blue Shield claims, they were re­
fused on the grounds that the drug is 
experimental-and the state attorney 
general's office, on behalf of the state li­
censing board, began investigating by 
caP!ng her patients. Finally, this past May, 
she was called before the state board 's 
disciplinary committee. 

She showed up w1th two lawyers. de­
scribed the results she had obtained with 
chelat1on, presented incontrovert ible 
evidence that it is eff1cac1ous. ethical, and 
legal. and urged the board to obtain more 
education on it. 

They agreed to hold a forum and did. 
Despite the overwhelming evidence in 
favor of chelation presented by AAMP 
expert Dr. Garry F Gordon. and the 
paucity of data by the opposing expert. 
at 1ts next meeting the board proposed 
a rule declaring chelation unprofes­
sional. When one board member cited a 
Florida Supreme Court decision that a 
licensing board does not have the right 
to so limit the practice of medicine. the 
rest modified the proposed rule to allow 
for a controlled. double-blind study. 

The proposed rule is now before a 
hearing officer. If it is approved. Dr. Eck­
erty said. she will probably take them to 
court. 

The Minnesota Medical Association 
also has passed a resolution describing 
chelation as unproven and enjoining its 
members from pract1c1ng 1!. (Dr. Eckerty 
is not a member; so. she said, 11 doesn't 
affect her.) That action. together with the 
licensing board's, has intimidated other 
physicians in the state. Dr. Eckerty knows 
of a physician whose patient would have 
had to travel to a distant state for chela­
tion. The patient implored the physician 
to administer the treatment. The doctor 
finally agreed to do so-but only on the 
condition that the patient would safe-

guard the doctor's anonym1ty and would 
not discuss the treatment with others! 

One moving aspect of all these cases 
is the loyalty chelation patients have 
shown their doctors. Every one of Dr. 
Robertson's patients has given him an af­
fidavit to present to his medical board 
stating how satisfied they are with his 
chelation treatment; several state un­
equivocally that he saved their lives. Dr. 
Eckerty, too, said she was moved to read 
the letters written on her behalf by her 
patients, particularly those who had been 
previously diagnosed by other physi­
cians as hopeless. Reading those letters 
confirmed her conviction of the value of 
chelation therapy. She continues to feel 
that if there is a strong likelihood that che­
lation therapy will help a patient, it is 
unethical not to use it. 

In Indiana, the state licensing board 
held a hearing to discuss a proposal to 
limit the use of chelation to cases of dig­
italis overdose. hypercalcemia (an ex­
cess of calcium in the blood), and heavy 
lead poisoning. Dr. Gordon of the AAMP 
testified at the hearing , citing both re­
search data and international authorities, 
one of them the highest-ranking cardio­
vascular surgeon in Holland, in support 
of chelation. Nonetheless. Gordon re­
ported. a prominent witness against che­
lation got "really testy," accusing chela­
tionists of killing people. 

The board was presented with a peti­
tion signed by over 3,000 chelation pa­
tients asserting their right to choose che­
lation over coronary bypass. However, the 
board refused to hear more than ten min­
utes of what they called "anecdotal evi­
dence." 

No decision was made at that meeting. 
At a subsequent one, a proposal "allow­
ing" physicians to practice chelation if 
they informed patients of the risks was 
suggested. It is unlikely that even this 
condition will be part of the final pro­
posal. More likely, according to informed 
sources, the final proposal will be to pro­
hibit chelation. If it's approved, the pro­
posal will go to the state attorney general 
and the governor to be signed into law. 

Patients are discussing filing a class­
action suit against the board if the pro­
posal is adopted. In Florida and Califor­
nia. similar legislation was overturned by 
the state supreme courts. Indiana would 
be the first to make chelation illegal. 
Michigan's state licensing board, too. is 
moving to try to make chelation illegal, 
but they have decided to postpone their 
decision until after a hearing. 

Why are all these attacks on chelation 
therapy and its practitioners occurring at 
this particular time? Many chelating doc­
tors, experiencing heat from local medi­
cal societies or licensing boards, feel that 
the AMA is behind the present "reign of 
terror." 

There is some evidence to support that 
view: Two of the authorities most often 
quoted in newspaper and magazine ar­
ticles attacking chelation are William Jar-

vis and John Renner. Both are associ­
ated with the American Council on 
Science and Health (ACSH), a private or­
ganization that receives funding from the 
AMA and the pharmaceutical and chem­
ical industries. 

Jarvis, quoted in a Science News ar­
ticle, called chelation a fraud and ac­
cused chelationists of avoiding a discus­
sion of safety or efficacy. Renner was 
quoted in the same article as saying that 
chelation therapy will exceed laetrile "in 
misery and money." 

Evidence that a national campaign may 
be afoot to outlaw chelation and other al­
ternative therapies includes Renner and 
Jarvis's participation last fall in a National 
Health Fraud Conference sponsored by 
the U.S. Postal Service, the Federal Trade 
Commission (FTC), and the FDA. The 
conference featured Renner and Jarvis 
as speakers as well as another member 
of the ACSH's Board of Scientific Advis­
ers-Stephen Barrett, M.D. Interestingly, 
the biographies of these ACSH board 
members distributed at the conference 
did not mention their ties to the ACSH. 

The Evers case, the harassment of Dr. 
Grossman, and the current actions by 
state licensing boards are all manifesta­
tions of the opposition to change in or­
ganized medicine. The health-insurance 
companies also wish to preserve the sta­
tus quo. Therefore, any new or innovative 
therapy has a difficult time becoming es­
tablished. The long-term solution is to 
have the public sufficiently educated to 
ask their orthodox physicians to learn 
about chelation therapy. 

Probably the most enlightening com­
mentary about this situation was given by 
Judge Ernest G. Barnes, on November 
13, 1978, resulting from the FTC's lawsuit 
against the AMA and some of its medical 
affiliates. After a legal battle lasting nine 
months, the judge determined that the 
AMA has produced a "formidable im­
pediment to competition in the delivery 
of health care services by physicians in 
this country. That barrier ·has served to 
deprive consumers of the free flow of in­
formation about the availability of health 
care services, to deter the offering of in­
novative forms of health care and to stifle 
the rise of almost every type of health 
care that could potentially pose a threat 
to the income of ... physicians in private 
practice. The costs to the public in terms 
of less expensive . . . more improved 
forms of medical services are great." 

In view of Judge Barnes's decision and 
the continued difficulty of many doctors 
in practicing chelation therapy without 
harassment. some chelating doctors are 
going on the offensive. 

Commonsense dictates that the med­
ical community should explore chelation 
therapy as an alternative treatment for 
atherosclerosis and other degenerative 
diseases. By now, massive c linical data 
to warrant such exploration have accu­
mulated. However, most of the existing 
data are not available to physicians 



through the major medical journals. Some 
of them have appeared in The Journal of 
Holistic Medicine. Unfortunately, this 
journal is not indexed by the National Li­
brary of Medicine. So, although articles 
have been written and papers published 
about chelation therapy, there is virtually 
no way of informing the country's physi­
cians of the existence of these data, and 
the widely circulated medical journals 
continue to refuse to publish research on 
chelation therapy. 

But chelating physicians are hopeful. 
The medical community has always been 
conservative and slow to change, but 
many dedicated physicians are now be­
ginning to take more interest in chelation 
therapy. Some chelating physicians re­
port that the number of patients referred 

to them by cardiologists is definitely on 
the rise; others report an increasr in cu­
riosity about chelation from their col­
leagues. The time is ripe for an objective 
evaluation of chelation therapy by the 
medical community at large. 

Dr. Eckerly, the only remaining chela­
tion therapist practicing in Minnesota, 
says she considers chelation therapy an 
"intriguing phenomenon." ·She is contin­
ually amazed at the results she gets with 
patients. Ultimately, she believes, the 
value of chelation therapy will lie in what 
it will tell us about how the body really 
functions. Whatever EDTA is doing, she 
says, is the result of some principle that 
we don't know how to name yet. She be­
lieves that the ability of chelation to help 
with cardiovascular symptoms is the key 

to a door-a door that will open into a 
greater understanding of aging and 
health: "It must be investigated further. 
Here we've got ahold of something that's 
having a positive effect on about 80 per­
cent of the people we give it to. You can't 
just say, 'Well, no.' " 

Editor's note: Reprints of articles are 
available to. readers . Please send a 
stamped, self-addressed envelope with 
a check or money order for $1.00, pay­
able to Penthouse lnt'l (to cover postage 
and handling), to: Editorial Department, 
Penthouse Magazine, 1965 Broadway, 
N.Y. N.Y 10023-5965. Expect up to two 
months for delivery.O+-., 
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