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February 11, 1986
Perry Chapdelaine
Executive Director
Rheumatoid Disease Foundation
Rt. 4, Box 137
Franklin, Tenn. 37064

Dear Mr. Chapdelaine:

Thank you for your invitation to present the “Bio-Toxic Re-
duction Program” to your Foundation on July 16-19, 1986 in Santa
Monica, California. As| mentioned, Giovanna DeSanti-Medinawill
also attend to help answer questions from the perspective of an
individual who has successfully completed the program. Sheiscase
history # 2 on theinformation enclosed on the program and progress
of those who have completed the program.

| am currently working on approximately 50 more case stud-
ies. It isexpected that these will be completed shortly. We have had
over 100 patients complete this program to date and have found an
averageimprovement of 70-75% in these patients, whichisremark-
able when you consider the fact that most were severely disabled
and failed other therapies. Many were considered untreatable. We
have had program participants who range between the ages of 5
and 80. Thirty four patients have had peripheral heuropathy and all
have improved. Those with arthritis have shown significant im-
provement after compl eting this program of detoxification (See case
#1and # 22).

I hope you will find the enclosed material both interesting and
informative. | look forward to presenting this information in July.
If you have further questions, pleasefeel freeto contact meat (619)
583-5865.

Sincerely,

ZANE R. GARD, M.D.

Consultant/ Human Environmental Medicine, Inc. ZRG:gm
Encl.

Your diet, your job, your neighborhood or your hobby may be
killing you. Chances are your mind will bethefirst to go. Ninety
percent of the 150 million metric tons of toxic waste generated every
year by American industry will beimproperly disposed. It will end
up in our beaches, in our drinking water, our playgrounds or aban-
doned in open fields, and eventually in our bodies. We're
sitting on atime bomb that could explode in the next generation... or
at the end of our own lives with birth defects, cancers, mental ill-
ness, and early senility.
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“Toxic Bio-Accumulation and Effective Detoxification”

Today man no longer suffers the devastation of polio, cholera,
smallpox, T.B., and typhoid epidemics. However, more insidioudly
he does suffer from high blood pressure, stroke, heart problems, can-
cers, alergy, obesity, and abarrage of mental illnessesthat now reach

epidemic proportions...trends which reflect the diseases of “industri-
alism.” The past 150 years have been atime of incredible progress
for medicine, science and industry. Because of these advancements
we now enjoy longer, more productivelives. However, thereare many
who will inevitably pay a high price for our modern lifestyle. The
“unnatural” by-products of our chemical technology haveresulted in
contamination of our “natural” resources. Though toxic substances
have been in existence for centuries, today we are exposed to chemi-
cal concentrations far greater than were our ancestors. There is no
single contributing factor which has impaired man’s adaptability to
the environment than that of our current widespread use and misuse
of harmful chemical substances. EPA director, William Ruckel shaus,
recently stated chemical pollution as the number one environmental
problem.

Since 1965, over 4 million distinct chemica compounds have
been reported in scientific literature. Each week over 6,000 new chemi-
cals were added to the list between 1965 and 1978. As of 1981, of
over 70,000 chemicals in commercia production, 3,000 have been
identified as intentionally added to food supplies and over 700 in
drinking water. During food processing and storage 10,000 other
compounds can become an integral part of many commonly used
foods. Directly or indirectly this toxic residue invariably works its
way into our air, food, and water supplies...and ultimately into the
human body. Add to the list of potential body toxins, radiation (x-
rays, nuclear fall-out, computer terminals, powerlines, etc.), petro-
chemicals, industrial waste, medical and street drugs, tons of pesti-
cides, herbicides, andinsecticides, and theresult isan incrediblechemi-
cal avdanche to have befallen the human race in a relatively short
time of evolutionary history.

It should not then be surprising that individuals who become
environmentally susceptible or “maladapted” to one or more com-
mon chemical excitants are usually not the same thereafter. Current
clinical, scientific, and governmental studies indicate a staggering
increase in the incidence of environmentally-induced illnesses. Two
major factors responsible for this outbresk are: discrepanciesin es-
tablished “safety” standards for “allowable’ contamination due to
inadequate toxicity data; and, the approved use of many toxic sub-
stances in this country which have been banned in other countries as
known threats to public health. While many of these chemicals have
unequivocally saved lives, property, and entire industries, most are
not aware that millions of people have been and continue to be poi-
soned and countless others killed as a result of insidious chemical
exposure. The toll on human suffering is incalculable a present as
current statistical data does not accurately reflect non-occupational
exposures, nor cumulative, interactive, or long-term chemical effects.
However, it is estimated that at least 20 million Americans in the
workplace alone are exposed to toxins capable of producing damage
to the central nervous system even from minute concentrations. In
thelong run, everyone pays a price for unhealthy workers.

Noted researchist and clinical immunologist, Alan S. Levin,
M.D., recently stated that, “The vast increase of chemicals in our
environment, foods, end medicines, has greatly altered the body’s
ability torid itsalf of toxins...these factors have changed the character
of illness and disease so that the average physician can no longer rely
on past case histories or text books but must depend co theimmediate
observation of the patient . The average citizen of the 1980'sis bio-
chemically and geneticaly different from the average citizen of the
1950's...so different, infact, that ordinary textsand training are geared
to treat people who no longer exist.” Accordingly medicine has had
to accommodeate the “changing” patient. A convergence of toxicol-
ogy, alergy/immunology, nutrition, and behavioral science, thefield
of Environmental Medicine has emerged. In an attempt to better un-
derstand man’s complex interaction with his volétile environment,



thisinterdisciplinary field focuses on the study of both endogenous
and exogenous environmental factorsasthey relateto the physiologi-
cal and psychological disease process.

When the body’s homeostasis or “internd balance” isdisrupted
by toxic levels which exceed individual tolerance thresholds, an ill-
ness results in one form or another. Whether due to an acquired or
genetic susceptibility (immunedeficiencies, nutritional imbal ances),
direct environmental hazards (residential, occupational, recreational),
other “passive’ daily exposures (dietary, home, office, classroom), or
a combination of these factors, the outcome of repeated chemical
exposures is often a pathological state of “chemica hypersenditiv-
ity.” Freeradical damage which results in this “ spreading phenom-
end’ causesthe patient to becomehypersendtive not only to the chemi-
cal exposed to, but other chemicals, and in many cases leads to food
senditivitiesand other allergies. For those experiencing the degenera
tive process of chemical sensitization, daily life becomes a continual
challenge as potentia ly offensive substances are omnipresent in both
indoor and outdoor environments.

Some of the synthetic and natural toxicants capable of produc-
ing symptomatology in hypersensitive patients include industrial/
agricultural/household chemicals, natural food toxins, drugs, and
various inhaants ( mold, dust, bacteria). Many incitants, present in
liquid, vaporous, or solid form, appear asvolatileor “harmless’ while
continuing to “out-gas’ for an indefinite period of time. Chlorinated
pesticides, many of which were developed in the 1940's, have been
stated as the primary cause of environmental disease today. These
include DDT, DDE, Diddrin, Lindens, Heptachlor and Chlordane.
Numerous common agents used in fumigants, solvents, lubricants,
deodorants, and disinfectants can also have a significant impact over
time. Chronic exposure to petrochemical derivatives such asformal-
dehyde end phenol found in anything from building materials, plas-
tics, cosmetics, perfume, paint, hairspray, toothpaste, and adhesives
to natural gas, can haveill effects on both hypersensitive persons and
otherwise healthy populations.

Symptomsof chemical exposure and subsequent state of hyper-
senditivity may be obscure, particularly when polysystemic or de-
layed responses are involved, and therefore may be difficult to diag-
nose. Theelusive maladaptive responsesor “reactions’ tothis* chemi-
cal overload” range anywhere from fatigue, headaches, mental con-
fusion, depression, and personality changes to hyperactivity, joint
pain, breathing difficulty, and multiple allergies. Symptoms will de-
pend largely upon which target organ, tissue, system is primarily af-
fected in any given person. Routes of contact (i.e., the skin pores,
respiratory system, or intestina tract) will aso have a significant
bearing on the effects of an exposure. Initial symptoms may appear
intheform of occasiona nervousness, appetite changes, altered deep-
ing patterns, chronic yeast infections, or anumber of apparent insig-
nificant, unrelated symptoms at the onset of the condition. However,
often these “sublimina” symptoms are merely early signs of im-
paired immune function or other biochemical changes, which ulti-
mately may lead to chronic or degenerative disease states later onin
life. Research has clearly demonstrated a high propensity for devel-
oping a physiologica “addiction” to environmental chemicals, in
which case symptoms may be either an exposure itself or a “with-
drawal” response once the source is removed from regular contact.
Anillustration of “toxic bio-accumulation” may provide a means of
understanding this disease process. Such compounds as DDT, PCP,
PCB, THC, TCE, aswell as other common pollutants and drug resi-
dues, have been shown to accumulate and remain in the body over
long periodsof time. Eventually the metabolizing of such compounds
which areforeign to the biologica system, leadsto the accumulation
of these oil soluble chemicals and their products into lipid (fatty)
deposits throughout the body. Since amost every cell and virtually-

every organ contain a “fat” component (even the brain), chemicals
which are stored in the body pose a serious threat to both physiologi-
cal and psychological health. Because these stored toxins can be re-
leased into the bloodstream during times of physical or emotional
stress, any organ which is accessible to this residue is continually
being exposed at low levels. The effect is much like a chronic expo-
sure. Thisis why exposure to even minute amounts of toxic chemi-
cals can be dangerous.

When the immune system over-reacts, conditions such aslupus
may result; when it issuppressed, eventual cancerscan devel op. Stud-
iesin oncology show a marked association between PCB and DDE
levels found in the body fat and an increase in the development of
cancer. EPA studies suggest that virtudly all U.S. citizens are carry-
ing one or ma'e toxic chemicals. It is becoming more apparent that
amost all cancersare caused by adverse environmental factors. Envi-
ronmentally persistent chemicals (such as pesticides) are designed to
last over long periods of time, some having half-lives of twenty or
more years. Many compounds which do not easily metabolize or
breakdown within ashort period of time are stored rather than readily
eliminated from the body. Thisis one of the reasons cancers usudly
develop 20-30 years following a toxic exposure. This also accounts
for thedifficulty of determininglong-term hedlth risksinvolving newly
marketed chemicals approved for public use.

Because liver “detoxification” enzymes can bioactivate certain
substances to a more active state, a non-carcinogenic agent can be-
come an active carcinogen through this metabolic conversion pro-
cess. There is aso growing concern over the effects of toxic sub-
stances which have not necessarily been determined highly carcino-
genic, but have been classified as “week carcinogens’ or certified
“safe’ for human use at low levels. Consideration must also be given
to the toxic interactive effects of even minute chemical concentra-
tions which are concurrently stored within body tissues. It may take
decadesto evaluatethefull impact of many chemical substanceswidely
used in this country today.

It hasbeen shown that many chemical metabolitesaremoretoxic
than the parent chemica itsalf. Toxinsor their metabolites (xenobiotics)
stored within the nervous system may result in cognitive, intellectual,
and mental impairments. Many clinicians without specialized train-
ing in Environmental Medicine may be unaware of the correlation
between immune dysregul ation and brain function. Theimmune sys-
tem is a complex response system which protects the body against
...pathogenic organisms and other toxins. The direct relationship of
the brain and the immunity process had been established as early as
1961 at the University of Rochester, in New Yo'k, and has been con-
firmed by numerous studies sincethen. Recent scientific studieshave
shown immune dysfunction to occur upon exposureto chemicalseven
at low concentrations or at “sub-toxic” dose. Since the brain is the
organ through which mental phenomenaare manifested, any changes
in brain chemistry caused by toxins which cross the blood-brain bar-
rier, can produce wide range of neurologic or psychiatric symptoms,
particularly if thereisinflammation of actual brain tissue.

It haslong been established that many routinely used chemicals
are either CNS stimulants or depressants. It would appear an undis-
puted fact that toxic illnesses can frequently mimic mental disorders,
however today chemical exposureisfrequently still overlooked asan
etiologic source of an dtered mental state or “mental illness’ in the
clinical setting. Further complicating the diagnosis, these patientsfre-
quently demonstrate completely normal routinelaboratory tests. This
often leadsto an erroneous assumption that apsychological illnessis
present. A thorough search of current scientific and medical literature
providesvita information dealing with the underlying causes of many
psychiatric, emotional, behavioral and functiond brain diso'ders, to
include learning disabilities.



Extensive laboratory studies of environmentally ill patients of-
ten show abnormal immune parameters, enzyme dysfunction, amal-
absorption syndrome, hormonal disturbances, various viral and fun-
gal infections, aswell aselevated toxic levels, each of which plays a
significant role in the body’s ability to cope with toxic exposures.
Recent diagnogtic laboratory studies developed at the University Of
New Orleans, utilize a sophisticated method of gas chromatography
which can detect as little as one pert per billion of many common
pesticides and numerous other volatile compounds in human serum.
The Chlorinated Pesticide Screening Test used on over 3,000 patients
to date has routinely showed a correlation between chronic low-dose
exposureto pesticides and adverse health effects. Perhapsfor thefirst
time in medical history, it is now possible to accurately quantify the
presence of environmental incitants within the body and to measure
their biological effects.

Many victims of an environmenta disease are dowly dying or
deteriorating in health following a chemical poisoning with the ab-
sence of any immediate notable symptoms. There are others who
may have “adapted” to fedling irritable, depressed, fatigued, or may
have never quite lived to optimal potential and attribute vague symp-
tomsto “stress” the “flu” or some other superficia rationae. Unfor-
tunately in these instances, unless appropriate medical management
is ingtituted recovery from the chronic or long-term physical and
mental effects of chemical exposure isremote.

Unquestionably major stridesinimproving environmental health
will occur only when politics, science, industry, and medicine collec-
tively make a concerted effort to address current public health issues
dealing with chemical pollution. For those whose impending health
problems simply can not wait far bureaucratic complexities, there
will indeed be enormous consequences. An urgent issue facing not
only the medical community but the nation as a whole, is how to
increase man’s tolerance for unavoidable ecologic stressors, rather
than to rest in the hope of immediate environmental modifications or
regulations. This is particularly true concerning the patient who is
presently sufferlng from adverse health effects precipitated by both
past and current environmenta factors involving the use, manufac-
turing, distribution, transportation, and storage of toxic substances.

Though undoubtedly safer, less-toxic aternatives are available
as an option in many industries, given the political and economic
sanctions and special intereststhat dictate these choices. Inthe years
to comeitislikely that our society will continueto remain dependent
on numerous toxic chemical sources. With increasing incidences of
improper storage, illegal dumping, and accidentsinvolving toxic sub-
stances, more and more unknowing victims of chemical exposure
will fall prey to these unresolved ecologic threats. U.S. industry gen-
erates 88 hillion pounds of toxic waste every year; 90% of which
EPA estimates is improperly disposed of. Significant levels of this
toxic residue ends up in America’s drinking water. Experts now be-
lieve that the water we drink is becoming athreat to life itself.

In addition, afive year study by the EPA on “indoor pollution”
concluded that the level of toxic chemicals ingested indoors are as
much as 70 times higher than outdoors, making “the home more of a
toxic waste dump than any chemica plants nearby.” Most people
spend 85% of their day indoors routinely breathing mild to severely
contaminated air, in what may appear to bethe* cleanest” of environ-
ments. Today there are no known demographic or geographical bound-
ariesimmune to these potential toxic effects.

Theeffectsof environmentally-induced hedlth risksarenolonger
isolated to any one sector of the population. High risk groups are not
limited to those with known immune deficiencies, the chronicaly ill,
young children, and the elderly, as previoudly thought to be the case.
Chemica hazards can have adverse affects on human lives at any
time from conception to old age. There is awedth of scientific data

which demonstratesthat everyone becomes* hypersensitive” at some
point in his’her ontogeny (during atraumatic or stressful period, asa
result of hormonal changes such as puberty or pregnancy, following
prolonged drug use, chronic infection or illness, surgery, etc.). There
islittledoubt that larger populationswill predictably becomeincreas-
ingly intolerant of today’s adverse environmenta conditions unless
the existing body burden of stored toxinsis reduced.

Until recently the prevailing opinion was that once toxic sub-
stances became stored within the body there was little, if anything,
that could be done for the individua exposed. In the past, various
forms of detoxification have been considered for patients suffering
from a toxic illness. These include fasting, colonic irrigation, the
Ultrabal ance Program, chelation therapy as well as numerous other
nutritional approaches. In addition, the administration of various
medications such as phenobarbital and cholestyramine, have been
frequently used to reducetoxic effects. However, none of these meth-
ods consistently and safely reduce significant levels of stored toxic-
ity. Medical management of these cases must also focus attention on
the hypersensitive state of the patient. This often limitsthe choices of
well-tolerated treatment approaches which will not add chemical
sources to the body.

After 30 years of research, amedically managed detoxification
program was developed to lower body levels of psychoactive drugs
and to reduce the restimul ative effects of drugs and other to>§®i ns. To-
day, the medically managed “Bio-Toxic Reduction Program ” isthe
only detoxification technique evidenced in current nutritional, medi-
cal, and biochemical literature which releases stored impurities from
body reserveswith complete proven safety. With therapeutic doses of
vitamins, mineras, and ails, in conjunction with exercise and dry
sauna heat, stored toxic residue are mobilized from the fatty tissue.
Released toxins are then eliminated from the body by perspiration in
the saunaand through the intestinal tract following daily doses of oil
(which the body exchanges for contaminated fat). Because the ail is
not absorbed into the intesting, the contaminants exit the body via
fecal elimination and bile excretion. The precisely calculated proto-
col ensuresthat the recirculating toxins are flushed out of the system
and to avoid re-entry into the bloodstream. For this reason, partici-
pants must complete the entire program. Close specialized medical
supervisionisrequired at al times.

Petients often reexperienceinitial symptoms of chemical expo-
sure and frequently exude strong chemica odors as they undergo
detoxification. These “manifestations’ minimize as the program ap-
proaches the end. The efficacy of “Bio-Toxic Reduction” can be as-
sessed in the terms of lowered toxic levels determined by pre- and
post program chemical analyses, aswell as by the participants’ gen-
eral improved sense of well-being following the program. The dura-
tion of thisout-patient programisabout 21 daysfor less severe cases.
This is a highly individualized program and results will vary with
each participant. Though the detox process does not “cure” specific
symptomatology nor any particular disease entity, numerous scien-
tific research projects and clinical cases clearly demonstrate the pos-
sibility of many general health improvements which may be other-
wise unattainable without the reduction of bodily stored chemical
residue.

This processis considered a vital component of a multifaceted
approach to managing chemically-induced environmental diseases.
Because nearly everyone is subjected to some form of chemical ex-
posure in today’s society, naturaly participants can be “re-contami-
nated” following detox, however by lowering the toxic load the pro-
gram enhances the body’s own detoxifying mechanism (which may
have become impaired due to a lifetime of chemical exposures). It
therefore improves the body’s ability to neutralize the effects of con-
tinued toxic exposure, particularly if “maintenance” therapy is ad-



hered to. Research studies conducted by Dr. David Schnare, Ph.D.,
policy analyst for the U.S. Environmental Protection Agency, con-
cluded that the individuals evaluated had experienced up to a 97%
reduction of toxic levelsthrough this procedure, and often continued
to detoxify aslong as four months following the program.

The principal author of thisarticle, Zane R. Gerd, M.D., fellow
of the American Academy of Environmental Medicine and medical
consultant to Human Environmental Medicine, Inc., is one of the
first physicians to implement this medica procedure as the main fo-
cusof aclinica practice. The need to research effective therapiesfor
toxic exposure resulted from a personal desire not only to restore his
own family’s deteriorating health status following a dioxin spill in
Missouri, but to provide a viable method of managing an increasing
number of environmentally ill patients within his own private prac-
tice. The program literally saved his daughter’s@l ife. Asaresult of the
success of the “Bio-Toxic Reduction Program ”, many victims suf-
fering from the effects of chemical exposure, can now avail them-
selves of this unique program of detoxification long before an envi-
ronmental illness becomes incapacitating. | nterestedly, the program
has al so optimized the health status of those who had no “apparent”
hedlth problems. It has also been shown to increase tolerance thresh-
olds for those with extreme sensitivities and has been well-tolerated
by the environmentally ill.

Numerous case histories illustrate a high success rate for indi-
viduals completing the program who were previously disabled fol-
lowing acute or chronic chemica exposures. These patient profiles
involving either significant reduction or total elimination of “fat
stored” toxins have demonstrated various health improvements. A
brief description of cases having completed the detox program in-
clude Vietnam veterans and other victims recovering from the ef-
fects of exposure to Agent Orange; police officers disabled after be-
ing sprayed with PCP who resumed full employment status; lupus
patient who regained immune response and joint motion; aparaple-
gic gaining improved muscle strength; asthmatics with elevated
stored toxic levels, now void of measurable toxins and taken off
medl cations; employees affected by the“sick building syndrome” as
aresult of poorly ventilated buildings (particularly new offices or
those routinely sprayed with pesticides); residents recovering from
chronic illness dueto atoxic spill or living near landfills; individu-
als whose responses to medication ranged from paralysis and dysp-
neato violent behavior now ableto live“normal” lives after reduc-
ing stored levels of pharmaceutical drugs; health was restored in a
young child poisoned by sugar purchased in a supermarket which
was laced with numerous deadly pesticides; and many successful
cases involving recovery from illness resulting from employer’s
failure to supply adequate safety precautions for workers exposed
to hazardous materials. The continued success of this program will
help to establish the relationship between the accumul ation of tox-
ins, senility, mental illness, and criminal behavior. Further studies
are being done on the incidence of birth defects In offspring of
parents heavily exposed. There is currently considerable documen-
tation available an the benefits of the “Bio-Toxic Reduction Pro-
gram” in drug/alcohol rehabilitation.

Few today question thelink between carcinogensand other toxic
chemical exposuresto the development of cancer, birth defects, res-
piratory disease, and mortality. There is a need, however, to fully
understand how elusive daily harmful exposures - within the home,
workplace, and from dietary intake - can destroy the quality of life
long before a seriousillness devel ops. Tragic accounts of chemical
poisonings that reach our nation’s headlines are well publicized.
But what about the silent suffering of our time... the anguished
suicide victims who were unknowingly unable to “cope” with the
environment; for the innocent children plagued by deformities or

mental retardation; the tragedy of unsuspected chemica victims con-
fined to locked mental wards or prisons; for many chronicaly ill
who are held captive by ignorance or lack of avarenesson chemical
pollution...it may be too late. For those of us knowlegable of the
potentially treacherous effects of chemical exposure and the avail-
able alternatives...we are far from “helpless” For many, the choices
available today will makeit possiblefor manto livein harmony with
his ever-changing environment

Whilemillions of federal dollarsare allocated to “ Superfund”
clean up efforts, very little, if anything, has been done to “clean
up” thetoxic residue lodged within the human host itself. Thereal -
ity isthat needless suffering and health losses will continue to oc-
cur simply by consuming toxinsin thefood we eat, in the water we
drink, and in the air we breath - the essential components of life
itself. Without question, thelegal, social, and medical implications
are astounding. Critics who feel that concern over chemical useis
disproportionate to any imminent danger can not fully comprehend
the situation without witnessing the actual nightmare of toxicity. The
threat of destruction of our nation due to chemical insults has been
stated by authorities as second only to nuclear war. The broad spec-
trum of environmentally-induced human maladies only confirm this
threat. Individual attemptsto overcome these challengesmay prove
to be the only immediate relief in sight. Though the environment
may not beimproving, fortunately medical approaches dealing with
the residua problems have. Reducing bio-toxic accumulation can
be looked upon as powerful ammunition for a raging battle over
which we may have at least some control.

National campaignsto “ save-the-whales’ and other endangered
wildlife indeed have merit as today entire ecosystems are threat-
ened. But considering the magnitude of the pollution probleminview
of human survival, any effort to preserve the human species should
not be underestimated.
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For moreinformation on the* Bio-Toxic Reduction Program®"
and the medical management of chemical exposure contact HU-
MAN ENVIRONMENTAL MEDICINE, INC. 6386 ALVARADO
CT., Suite *324 SAN DIEGO, CA. 92120 (619) 583-5865. [Ad-
dress and telephone numbers no longer valid: Ed.]
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CASE HISTORIES: Bio-Toxic Reduction Program
Human Environmental Medicine, INC., San Diego, Cdifornia

CASE #1: A 32 year old female was diaghosed as having lupus
erythematosus at age 15, in May 1971. It has been noted that the
onset of her condition waswhilelivingin Denver, Colorado, whichis
extremely polluted. Her chief complaints consisted of pain and swell-
ing of her joints with 30% motion of hands and fingers, constant
sinusitis, frequent ear infections, headaches, fatigue, extreme chemi-
cal sengitivities, pre-menstrual syndrome, and frequent vaginal yeast
infections. Her medical history revealed eleven surgeries, including a
sinovectomy of theright hand, hymenectomy for control of vaginitis,
appendectomy, and a spleenectomy related to lupus complications.

Shewas on Predisonefor several years, but thiswas terminated
following the spleenectomy. Serious ear, nose, throat problems fol-
lowed the surgery. Routine administration of anti-biotics subsequent
to her surgeriesintensified the vaginal moniliasis.

In 1979 she suffered a lupus flare-up and was placed on Pred-
nisone once again. After moving into a mobile home in 1980, she
suffered from insomnia, back pain, myofacia syndrome, dizziness,
tendonitis, itchy ears, muscle weakness and spasms, and an increase
in fatigue, headaches, ear and sinus infections with some blurred vi-
sion, depression, and mood swings. She aso became aware of more
food and chemical intolerances.

By 1984, her over-al condition deteriorated drastically and she
tried amost every anti-inflammatory drug available as well as gold
shots, with no relief. She was encouraged to try an anti-cancer drug
which had numerous side effects. At this point, she sought alternative
modes of therapy.

In 1984, shewas diagnosed as having §égren’s syndrome, mu-
cocutaneous Candidiasis, multiple allergies, hearing deficit, hyper-
tension, and latent tetany. Following placement on a yeast free diet
and Nystatin therapy, the patient began to experience more energy
and was able to isolate offensive foods. She was also able to discon-
tinue the Prednisone. A fat biopsy indicated elevated levels of chlori-
nated pesticides. Shewasthen place on the Bio-Toxic Reduction Pro-
gram. Sheexperienced joint swelling and pain whiledetoxifying which

ultimately subsided. Her headaches disappeared completely withina
few days of therapy. She began hallucinating as a response from the
release of body stored analgesics and anesthetics.

Upon completion of the program, which lasted 68 days, she had
100% motion of al joints, with no inflammation or soreness. The
myofacial syndrome had cleared, she was experiencing no muscle
spasms or tenderness. Follow-up alergy treatment, Gammarglobulin
end thymosin injection therapy and “maintenance” detox therapy
have been ingtituted as needed. Though she till has numerous envi-
ronmental sensitivities, the detoxification therapy has allowed her to
become active in church and community affairs and has considerably
improved her ability to function on adaily basis. Sheisat least 90%
better than her previous condition. She is currently on no medica-
tions.

CASE #2: This 30 year old married female, native of San Di-
ego with two children was evaluated in 1983 for recurrent asthma,
chest pain, headaches, dyspnea, congestion, and headaches. Child-
hood medical history is relatively unremarkable with the exception
of asthma, alergies, and enuresis. Past history indicates that she had
suffered from a vaginal yeast infection at the age of 18, which was
associated with avague “ altered mental state,” heart pal pitations, and
anxiety states. However, thiswas diagnosed seven years|ater asCan-
didiasis. Frequent visits to the emergency room resulted in prescrip-
tions of Vaium and referralsfor psychologic counsalling. Asasenior
in college, she was unable to continue her studies due to short atten-
tion span, poor concentration and retention. During the middle of her
second pregnancy, she began to experience severe confusion, rest-
lessness, and hyperactivity. Her yeast infections were aggravated by
each pregnancy and gppeared to have exacerbated her symptoms.

Shortly after the birth of her second child , she experienced
prolonged bouts of depression, severe anxiety, feelings of unredlity,
light headedness, appetite changes, insomnia, memory problems,
suicida obsession, high fevers, nightmares and a constant sharp pain
to the right side of the head She began to experience tingling sensa-
tions of the scalp, seizure-like activity and temporary paralysis of
the arms upon arising.

By age 25, she was incapable of caring for herself and her
children without assistance. This patient had seen approximately
45 health practitioners within aten year period. Earlier diagnostic
impressions were that of a major depressive disorder/mixed per-
sonality disorder characterized by histronic and borderline compo-
nents.

In 1980, she was referred for admission to the county mental
health facility due to prolonged suicidal states. Her condition was
diagnosed between 1979 and 1981 as consistent with a
schizophreniform or manic depressive disorder. She was treated
accordingly with acombination of psychotherapy and several differ-
ent psychotropic medications The treatment failed to produce posi-
tive results.

In 1981, a nine month series of allergy shots regulated her
menstrual cycle for the first timein eight years.

In 1982, she was evaluated by a specialist in Environmental
Medicine, who found her extremely chemically sensitive. Labora-
tory studies confirmed abnormal immune parameters aswell asan
irregular EEG. Following hisrecommendations, removal of known
chemical sources from the home, removing sources of natural gas,
avoiding tap water, and using a filtering mask, produced dramatic
and immediate relief of symptoms.

In 1984, afat biopsy detected elevated levels of chlorinated
pesticides as well as other minor levels of toxic agents. She under-
went the Bio-Toxic Reduction Program for 43 days. A gradual
improvement of her condition was associated with decreasesin lev-
els of stored toxicity as verified by a follow-up fat biopsy. While



detoxifying she experienced several days of asthma, “attacks of
panic” similar to that of ten years prior, aswell as severe irritabil-
ity, depression, intense head pain, and restlessness. She also expe-
rienced the side effects of the numerous psychiatric medications
which were terminated three years prior to the program.

Following the detox therapy, she no longer suffers from reoc-
curring asthma. The program improved her over-all sense of aware-
ness, the chronic eye and “ stabbing” head pain is gone; she hasfar
fewer colds, fevers, ear infections, and flu-symptoms; and it has
greatly improved her chemical tolerance threshold. Her ability to
function consistently on adaily basis has dramatically improved A
follow-up EEG after completion of the program was completely
normal. After being totally disabled for three years, she is now
involved in a vocationa rehabilitation program. It is now known
that she lived within a mile from a county landfill for 18 years,
which stored toxic chemicals for local industry for nearly twenty
years. The San Diego County Public Health Dept. recently launched
a study on the high incidence of cancer in that neighborhood.
Though possible damage to the central nervous and immune sys-
tems still confine her to many dietary and lifestylerestrictions, this
was one of the most significant breakthroughs in her health resto-
ration. Sheis80% improved since completing the program and has
required no medication nor psychotherapy since appropriate diag-
nosis and medical management of her condition.

CASE #3: This 50 year old white female was first seen on
May 16, 1984 complaining of constant pain and pressure in her
sinuses radiating to the top of her head, as well as fatigue and post
nasal drip. She became awarethat her headacheswere alwaysworse
at work. A history of her present illnessindicates that shewasrela-
tively symptom free at the time she was employed as an accountant
in anew three-story office building in May 1983. Her suite wasthe
only completed office at the time. By October she noticed that she
easily tired and developed dark circles under her eyes. She then
developed upper respiratory infections and finally sinus pain. In
December, her menstrual cycle ceased and by May 1984 her hor-
mone imbalance caused a problem with her uterine fibroids. She
began having symptoms daily. Physical examination revealed white
coating on the tongue, suggesting Candidiasis as well as a notable
myofacial syndrome. Prior to her coming to the detox center, she
was placed on Estrogen, Erythromycin, Sudafed, muscle relaxants,
and Sodium-selinate, however there was no improvement in her
condition.

The patient was placed on candidatherapy. Following the Bio-
Toxic Reduction Program, this patient experienced an increase in
energy levels, atremendousimprovement in her socid life, isgradu-
ally becoming less sensitive to the chemicals in her environment.
During the detoxification program, she re-experienced the symp-
toms which occurred at the onset of her illness.

In August 1984, the State Dept. of Occupational Safety and
Health determined that the air conditioning system was 100% closed,
causing the same air to recirculate, which was responsible for nu-
merous respiratory diseases prevailing in that particular office.

CASE #4: This 54 year old white male wasfirst seen at the
Clinic on May 25, 1983. His chief complaints were headaches,
difficult concentrating, cloudy thinking, depression, a‘tight band’
around his head, neck and thoracic spasms, swelling in the fingers,
and scrotal rash. His medical history revealed hypoglycemia,
myofacial syndrome, mucutaneous Candidiasis, and extensive a-
lergies. He did improve somewhat on the standard protocol for Can-
didiasis and alergy treatment He al so underwent chelation therapy
prior to hisvisit to the clinic, however it was unsuccessful in reliev-
ing his symptoms.

This patient underwent the detoxification program and feels

95% better then before. Though he till reacts to certain foods and
chemicals, his reactions appear less severe. The patient stated that
professionally and socialy, this program was the most important
phase of his recovery. He noted that he has tripled his business
since completion.

CASE #5: This 29 year old female was first seen on Febru-
ary 3,1983 for allergy evaluation. She was on Nystatin therapy far
Candidiasis and was improving. She was till feeling depressed
(particularly premenstrual), lethargic, extremely chemically-sensi-
tive, moderate food allergies, vaginal yeast infections, loss of li-
bido, cystitis, abdominal bloating. Adherence to Candidia protocol
resulted in an over-all improvement of her condition.

In August 1984, she began to experience lower thoracic and
upper lumber pain, tightnessin chest and minor dyspnea.

At the conclusion of a 33-day, detoxification program, she
was more alert, free of depression, and was feeling good “all of the
time” She noted dramatic improvement in energy levels, and her
back pain and muscle spasms had totally disappeared. This patient
has improved 90& over her previous condition.

CASE #6: This 39 year old female was first seen on July 27,
1983, complaining of extreme fatigue, depression, hypoglycemia,
hypertension, headaches, prolonged flus and colds, abdomina dis-
comfort, marked confusion, and joint pain. She had polio at age 8.
Family history indicates that her mother had lupus and numerous
alergies. Onesister has lupus. She had a high carbon tetrachloride
exposure at age 25 and lost 50 Ibs in one month’s time following
this incident. She has had difficulty since thistime. There is evi-
dence of liver damage related to this exposure.

The patient underwent 51 days of detoxification. Following
the program, she no longer suffered from nausea, chest or neck
spasms, and she feels her mind is sharper and clearer. After a pe-
riod of disability prior to detoxx, sheis now working full time.

CASE #7: This 52 year old male was first seen on March
8,1984, complaining of chest tightness, wheezing, coughing, post
nasal drip, nasal congestion, irritability, depression, digestive prob-
lems, craving of sweets, insomnia, and mood swings. Patient indi-
cates that these symptoms began while working with a Kodak acti-
vator from 1973 to 1975. He worked with a considerable amount of
electronic equipment such as TV cameras, lights, etc. which werein
a poorly ventilated ‘room. Allergy history indicates intolerance to
petrochemicals and hydrocarbons such as perfumes, hairsprays,
insecticides, and any scented products.

This patient was on detoxification therapy for 63 days. There
was a 95% improvement in his condition and now feelsthat he is
better able to cope with his highly stressful jab.

CASE # 8: This 25 year old white male was first seen on Jan
2, 1985 feeling pressure and soreness in his sternum, eye pain,
nasal congestion, constant headaches, memory problems, difficult
concentrating, and humerous chemical sensitivities. This patient
was relatively symptom free prior to his employment for a pesti-
cide service, three months prior. Safety precautions were not fol-
lowed ashewasto carry pesticidesinsidethe cab of histruck and was
not given protective clothing. The company physician advised him
to remain working at his position despite his condition. A chlori-
nated pesticide screening test indicated elevated levels of Penta, in
addition to minor levels of other pesticides.

Within three days of the Bio-Toxic Reduction Program this
patient’s headaches were gone. During detoxification, the patient
stated that he could taste and smell the chemicals that he was previ-
ously working with. His mental confusion had cleared, his energy
levels returned, and his chest pain had diminished and he was no
longer having memory problems. Prompt treatment avoi ded the pos-
sibility of becoming totally disabled from this exposure. The



patient was able to find work immediately following the program,
provided he avoided close chemical contact.

CASE #9: This 30 year old white male was first seen in this
office on March 7, 1983. Patient complained of inability to con-
centrate, excessive fatigue, headaches, irritability, depression, lack
of mental and physical energy, insomniaand nightmares. He has had
difficulty with headachesfor 22 years. These symptomsbecame con-
siderably more severe in 1981 when he was stationed on an aircraft
carrier. He states that the water tasted likeit had gasolineinit. The
water supply for the ship was pumped in using hoses that were
used to pump fuel. From thistime on he began to devel op sensitivi-
ties to other chemicals. Following this time, he suffered from ver-
tigo, post nasal drip, and daily headaches after drinking the con-
taminated water. A fat biopsy revealed elevated levels of PCB and
DDE

After completing the Bio-Toxic Reduction Program he was
able to tolerate far more chemicals than before. Someone entering
the room with perfume did not cause him to lose his concentration
asit would previoudly; he could also take his young child on an out-
ing without the usual irritability and depression. He was even able
to do some painting around the house, which he was certain he'd
never be able to do again. Though till affected by food sensitivi-
ties, hisreactionsareless severe. This patient isapproximately 85%
improved

CASE #10: This 28 year old female was first seen on June 6,
1984, complaining of chronic sinus congestion, pressure in Sinuses
and temples, and marked depression. Onset of depression was at age
13. She had undergone psychotherapy since 1978 and was treated
with various anti-depressants with no improvement, however with
gradual increasein her depression. Various medications were caus-
ing difficulty with her motor functions as well as minor confusion
and poor memory recall. She would frequently lose her balance
andfall. Medical history revealsfrequent yeast infections, pre-men-
strual tension, food and chemical allergies, hypoglycemia. Her diag-
nosiswas as follows: multiple allergies, myositis, latent tetany, ex-
ogenous obesity and severe mental depression. She lost 9 Ibs on
the candida diet and her depression improved as well. However,
constant food cravings were still a constant threat. She still suf-
fered from confusion and feelings of frustration and anger.

After completing the detoxification program shefelt much more
energetic and required far less dleep. Shewas ableto run for nearly
a half hour each morning. The continual feelings of sadness and
hopelessnessno longer persisted. |mprovementsin concentration were
phenomenal; she was able to work between 6-9 hours without any
problems. The patient no longer required the anti-depressants and
all motor skillsreturned since disconti nuing the medications. Though
sheistill working on her weight problem, the obsession with food is
far less severe following the program.

This participant wrote in a summary letter, “1 am a different
person since completing the program. | feel | am finally getting
well. Thedifferenceislike night and day. It literally saved my life.”

CASE #11: This 40 year old white male was first seen on
October 25,1984 with chief complaints of abdomlnal pain, pyro-
sis, chest congestion, headaches, mood changes, memory impair-
ment, nausea, insomnia, and generalized malai se. These symptoms
were directly related to chemical exposures where he had been em-
ployedin service and sales of marine equipment until August of 1982.
Seventy percent of his work involved repairing inflatable boats. It
is noted that this patient was free of any neuropsychological prob-
lems before his exposure. He was routinely exposed to Toluene and
Benzene, two of the twenty-nine volatile compounds, including vari-
ous hydrocarbons, paint thinners, epoxy thinners, gasoline, epoxy
resins, ammonia, varnish, latex, and chryinal acrylic adhesive. The

containers were not labeled as to contents or dangers of contact
The company owner failed to follow through with an initial agree-
ment to provide the necessary safety equipment and required air
filtration system. Initially the symptoms occurred only intermit-
tently approximately once or twice per week beginning in April
1983.

By May 1983, he was working in excess of fifty hours per
week, however only minor respirator equipment was provided. It
was hot until Sept. 1983 that he associated the severity of hissymp-
toms to the days he was heavily exposed and that he felt some
relief on weekends. Finally, he was able to make specific correla-
tions to his occupational exposures. By October, the symptoms
progressed in intensity and frequency and he felt ill most of the
time.

In January 1984, he was no longer ableto work dueto nausea,
vomiting, disorientation, memory impairment, and severe anxiety,
depression, chest pain, congestion, and shortness of breath. A gas-
troenterologist determined that he had a severe reflux esophagitis
thought to be caused by the toluene exposure. He also felt that the
toluene was responsible for psychiatric and neurologic deficits.
Examination revealed cerebellar dysfunction. Referrals to other
specialists led to admission to the Alcoholism/Chemical Depen-
dency Center in January 1984, where he was treated like a drug
addict.

A pulmonary specialist diagnosed his condition as ‘ occupa-
tional asthma related to an organic solvent. Subsequently a neu-
rologist determined that his mental depression was not occupation-
ally caused, but that the asthma was likely to be environmentally-
induced. The patient was placed on humerous psychiatric medica-
tions, which did not relieve his symptoms. His chemically-induced
depression had left him dangerously suicidal.

Because Tolueneisfat solubleit accumulatesin body fat with
repeated exposures. The primary toxic action of this compound is
on the central nervous system. Results of aGeneral Volatile Screen-
ing Test revealed extremely high levels of Toluene measuring 39
ppb (of which “0” is the norm). There was aso evidence of other
body stored toxic levels.

This patient began the Bio Toxic Reduction Program in April
of 1985 and completed the program in 52 days. He exuded very
strong chemical odorswhile detoxing in the sauna. His headaches,
respiratory difficulties, memory and thinking problems, personal-
ity disorder, and over-all health hasimproved by 85%. The suicidal
feelings dispersed upon completion of the program. He attributes
detox with saving his life. By the 29th day into the program, the
serum chemical analysis returned showing no toluene detected
whatsoever. He now feels physically able to return to work and is
currently seeking employment in a‘ safe environment’.

CASE #12: This 46 year old female came in with ademy-
elinating process of the central nervous system, possibly sec-
ondary to Sodium Pentothal anesthesia, as indicated by his-
tory. She had become paralyzed 23 years ago when she was
given Sodium Pentothal at the delivery of her second child. A
form of paresthesia remained for over 8 years following. She
was told she was allergic to Sodium Pentothal, therefore wore
an alert bracelet.

In January of 1982 she was again given Sodium Pentothal,
even though the physician was informed of her former reac-
tion. The paresthesia which resulted from this exposure has
been far more damaging. She describes the bilateral
dysasthesias of her hands as “feeling like they are coated with
sandpaper” -- which impairs her fine movements. During her
initial 21 days on the Bio-Toxic Reduction Program she was
able to once again “hold a pencil” and even “write, with a bet-



ter than first grade appearance.” She can now button her own
clothes, do her own hair, and is beginning to play the piano
again.

The Neuropsychiatric Institute in La Jolla agreed that her
problem was most probably “Peripheral neuropathy, with no
indication of Multiple Sclerosis.” They were also impressed
with the marked progress she has made since starting the pro-
gram. (It isimportant to note that the abnormal EEG tracings
that have been reported on several patients prior to the Bio-
Toxic Reduction Program, all become normal following the
program.)

CASE #13: This 26 year old female complained of aching
feet of three years duration. Pain on the bottoms of both feet of
two years duration. Pain below ankles of 16 months duration
and soreness of the achilles tendons of one month’s duration.
Patient was seen and treated by numerous physicians, all of
which felt she might be devel oping bilateral plantar fascial tears.
Neurology evaluation was reported as negative. Her environ-
mental history indicated the inside of her home was sprayed
frequently for flea control. History also indicated developing
paresthiasis of her feet. Physical examination revealed a well
nourished white femalein fair health. Abnormalities noted were
evidence of possible candidiasis in her mouth, cervical and
inguinal adenopathy, myofacial syndrome and decreased dor-
salis pedis pul ses.

Laboratory evaluation revealed normal SMA 24, CBC, and
urinalysis. Urine for formic acid was negative. Anti-candida
was reported and negative. Cellular report was abnormal with
an increase of lymphocytes, OKT11, OKT4, and OKT8 cells
and a decrease of Surface |G, natural killer cells and total B
cells with a H/S ratio of 1.5. The “Serum” General Volatile
Screening Test revealed p.p.b. of Toluene 16.4; Ethyl benzene
10.9; Xylenes 42.1; Trimethylmebenzene 1.2; Chloroform 1.0;
1,1,1 TriCiethane 4.3; Trichloroethylene 0.3; and Dichloroben-
zenes 1.8. p.p.b. of Chlorinated Pesticide Screening Test re-
vealed DDE 11.7; Heptachlor Epoxide 0.5; trans-Nonachlor
0.2; and HCB 0.6.

Final diagnosis: 1. Immune Deficiency Syndrome second-
ary to Toxic levels of DDE, Aromatic and Halogenated
Hydrocarbins. 2. Myofacial Syndrome. 3. Paresthesia of feet
4. Cervical and Inquinal Adenopathy.

To this date the patient hasn’t undergone therapy, she is wait-
ing approval from Insurance Co. The chemicals she is carrying
can safely be removed by the Bio-Toxic Reduction Program.

CASE #14: This66 year old patient complained of numbness
of hands, arms, legs and feet that started about one year before
his first visit. He had paresthesia of fingers, left forearm and
increased sensitivity to hot and cold with tremors. He had un-
dergone neurolgical evaluation including nerve biopsy which
revealed “ degeneration from an unknown cause.” Variousthera-
pies were used with no improvement, including 40 chelation
treatments, therefore he was referred to us for the Bio-Toxic
Reduction Program.

Occupational history revealed chronic low exposure to
volatile hydrocarbons. History also revealed exposure to
Clordane.

Laboratory evaluation revealed a normal CBC and SMA 24
other than an elevated BUN (28). The Anti-Candida report was
within normal limits. The Immune Profile was abnormal with
the following increased: WBC 10600, and natural killer cells
24%, and the following decreased: Lymphocytes 11%, Total T
Cells (OKT11 921 per cc.), and Total B cells 105. H/S ratio
was 1.2 Thisindicates arelative and mild absolute lymphopenia

resulting in amild decrease in the absolute number of T and B
cells. The abnormal H/Sratio is associated with diminished in
vitro T cell Function. The General Volatile Screening test re-
vealed Toluene 0.3 p.p.b. (Serum), Ethyl benzene 0.3, Xylenes
0.3 and Tetraclorethylene 0.3. The Chlorinated Pesticide
Screening Test revealed: Dieldrin 0.3 p.p.b. (serum), BetaBHC
0.7, DDT 0.2, DDE 10, Heptachlor 0.8, trans-Nonchlor 0.4,
and HCB 0.7.

Evaluation led to the diagnosis of 1) Generalized Arterio-
sclerosis, 2) Myofacial Syndrome, 3) Polyneuropathy of Ex-
tremities, 4) Stasis Dermatitis of left ankle, 5) Chemically In-
duced Immune Deficiency Syndrome.

Patient was placed on the Bio-Toxic Reduction Program
and Electro-Acuscope therapy which resulted not only in a
general improvement of his general symptoms, but marked
improvement in his peripheral neuropathy including return of
his strength and grip to normal. His tremor has markedly im-
proved as well as his dexterity. The circulation to his feet has
improved to where the skin color is essentially normal and the
stasis dermatitis has cleared. His neurologist has released him
from further care. Patient is still chemically sensitive, however
this is gradually improving, and he is back working part time
and enjoying every minute.

CASE #15: This 47 year old Caucasian female was first
seen in July of 1985 following acute and chronic insecticide
exposure which began in 1977 when a helicopter passed over
her house so low that she thought it was crashing and she ran
outside only to be drenched with pesticides which she did not
wash off her body for approximately one hour. From thistime
on the spraying occurred approximately every two weeks until
a Court injunction was granted which stopped the spraying.

Her symptoms gradually became more severe after each
exposure. Her symptoms at the time of her first visit consisted
of extreme sensitivity to any type of chemical exposure such
as cigarette smoke, petrochemical derivatives, insecticides and
auto exhaust fumes. On exposure, she develops vertigo, a dry
throat, muscle spasms, paresthesia, and weakness of the lower
extremities. At night she develops not only weakness , but
myaoclonic twitching. In the past she has passed out when ex-
posed to cigarette smoke. Dyspnea devel ops following expo-
sures. She devel ops headaches in the mornings which are dull
in nature. The myoclonic twitching is made worse with each
exposure.

Laboratory evaluation revealed the CBC and SMA 24 to
be basically normal. Urinalysis was basically normal. Immune
Profile abnormal with a decreased hemolytic complement to O
(normal 70-150), an increased lymphocyte count to 47% and a
decreased natural killer cellsto 10%. The H/Sratio is decreased
to 1.5. On the Volatile Screening Test the Serum showed p.p.b.
of Toluene 0.3 - The Chlorinated Phenols measured 8 p.p.b.
Penta - 2,4, D was 3.6 and 2,4 DB 5 p.p.b.; The Chlorinated
Pesticide Test showed DDT 0.3 p.p.b., D.D.E. 11.7 p.p.b., Hep-
tachlor Epoxide 0.3 p.p.b., trans-Nonchlor 0.4 p.p.b., and HCB
0.5 p.p.b. Chlorinated Pesticides Test on the foliage on his prop-
erty revealed DDE, DDT, DDD, PCP, Dieldrin, DHC, Lindane,
HCB, Endrin, and HE.

This evaluation led to the final impression of: 1) Chemi-
cally induced immune deficiency, 2) Peripheral neuropathy, 3)
Pesticide poisoning, chronic, 4) Latent tetany, 5) Candidiasis,
6) Depressive reaction to physical illness.

This patient has not started therapy yet, but is scheduled.
This case is an excellent example of pesticide poisoning and
the disability that follows.



CASE #16: This 30 year old white femal e had a nine month
history of what patient thought was flea bites on legs. History
revealed patient hadn't felt well for approximately 10 years,
with gradual onset of flu like symptoms, headaches, muscle
twitching and spasms (severe at times), fatigue, depression,
irritability, highly emotional, occasional difficulty thinking and
remembering, and chemical sensitivity with recent onset of a
generalized allergic pruritis especially on face and neck.

Patient was first treated with standard allergy evaluation
and therapy with no improvement other than temporary with
steroids. Further history revealed that her symptoms became
worse after moving into her present home, therefore labora-
tory evaluation for fat stored chemicals was performed on her
which revealed a high level of “Penta.”

Her home was checked and though there was residual penta
in the home it was felt, by the laboratory, this amount should
not be a contributing factor. With further investigation it was
discovered the town in which she had lived as a child has a
potential problem. The town has been noted as having levels
of “toxins,” and at this time most of the classmate she had,
either have a serious illness, or had already died from “can-
cer.” Several of her close friends died in their 20's of cancer.
There has also been a number of miscarriages as well as still-
births. Further investigation is being done on the town.

Laboratory evaluation: EKG, CBC, SMA 24, Thyroid pro-
file and Urinalysis were within normal limits. Mineral Analy-
sis was abnormal with some deficiencies but no toxic mineral
levels noted. Anti Candida report revealed 1gG 288, IgA 444
and IgM 286 (normal under 100). Serum tests for Chlorinated
Phenols: Penta 49 p.p.b.; General Volatile: Toluene 0.6 p.p.b.,
Ethylbenzene 0.4 p.p.b., Xylenes 1.0 p.p.b., Trimethylbenzenes
3.5 p.p.b.,1,1,1, Trichlorethane 0.3 p.p.b., Chlorinated Pesti-
cides: DDE 2.1 p.p.b., Heptachlor Epoxide 0.3, p.p.b., and HCB
0.2 p.p.b..

The patient was placed on the Bio-Toxic Reduction Pro-
gram and showed almost immediate, improvement of her se-
vere pruritis and generalized dermatitis. Her headaches became
worse before they finally cleared. At approximately 21 days of
therapy the patient noted an increase in her muscle twitching
and after a short time in the sauna the Jacksonian seizure activ-
ity would start. At times this was severe requiring medical at-
tention before the seizures would subside. All laboratory val-
ues were normal during these seizures. Myoclonic muscle
twitching, Petit Mal, Jacksonian and occasionally Grand Mal
Seizure activity are the “Hallmark” of “Chlorinated Pesticide
Poisoning.” (Chlordane has been the most common cause in
our patient load.)

It was necessary to discontinue her program from time to
time until the seizure activity would subside. It was noted that
during her seizure activity her darkfield cell analysis revealed
crystals which were believed to be evidence of a chemical in
her blood. This has not been observed at other times in her
blood. Her Pentalevel, when starting the program was 49 p.p.b.,
at three weeks 20 p.p.b., and none by the end of the fourth
week. Sheis far from being free from any problems, however,
she is markedly improved and there are fewer “bad days” now.
The headaches are only occasional (usually stress or exposure
related). The dermatitis and balance of symptoms have totally
cleared. She will remain under maintenance therapy due to her
weakened immune system. Sheis still very sensitive to chemi-
cal odors and mold exposure. With time these symptoms will
become less noticeable until they disappear.

CASE #17 This 40 year old Caucasian female was first

seen on Oct. of 1983 with a20 year history of progressive symp-
toms as follows: Menstrual irregularity, premenstrual tension
and cramping, constant vaginal candidiasis, frequent urinary
tract infections, urethritis, muscle aching and cramping with
spasms, numbness of hands and feet at night, chemical sensi-
tivity and inability to perform even light house work. Symp-
toms were gradual in onset becoming more severe yearly. Pa-
tient became unable to perform even light housework shortly
following the tenting and treating of her home with Chlordane
in 1980.

Patient had numerous evaluations and therapy none of
which diagnosed her condition, or helped her until in 1983 she
was treated at Meadowlark where she was placed on a fast,
followed by avegetarian diet which offered some improvement.
Their evaluation noted elevated copper and mercury levels.
Laboratory evaluation was normal for CBC, SMA 24, thyroid
profileand urinalysis. her fungal hypersensitivity panel revealed
IgE normal, but 1gG 223, Fusarium 498 and Phoma 231. (above
100 elevated) Candida anti-bodies were 1gG 359; IgA 146 and
IgM 65. It was recommended she have pesticide levels per-
formed, but dueto finances this was deferred. Patient was placed
on ayeast free diet and anti-candida program which helped her
recurring urinary tract infections and candidiases, however her
general condition was not improving, therefore started allergy
therapy which also failed to make any improvement. Patient
continued to require frequent antibiotics for urinary tract in-
fections and noted that frequently the eating of beef, chicken
or fish was followed by return infection within 2- 4 days.

On Oct. 18, 1984 she was started on the Bio Toxic Reduction
program. Her CBC, SMA 24, EKG and urinalysis were within
normal limits with exception of uric acid of 8.3 and CEA 6.8.
Laboratory was following a three week Ultrabalance diet. Pt.
declined the Chlorinated Pesticide Testing therefore it was not
done at this time.

She almost immediately began to feel better in spite of
many manifestations. The myoclonic muscle twitching and
Jacksonian spasms were becoming more frequent, therefore she
requested the Chlorinated Pesticide test be performed. Thiswas
drawn on Nov.12,1984 and revealed: Dieldrin 0.1 p.p.b., Beta-
BHC 0.2, DDT 0.3, DDE 20.4, Heptachlor Epoxide 0.4, trans-
Nonachlor 0.2, and HCB 0.2. Patient developed a strong odor
of chlorine in spite of all laboratory being normal and had a
marked increase in myoclonic muscle twitching and Jackso-
nian spasms therefore program was temporarily discontinued.

Condition slowly improved, however on Dec. 8 she called
after devel oping muscle spasms again after exposure to chlorox
when cleaning sinks again even though advised not to do this.

On 3-14-85 the Chlorinated Pesticide screening test was
repeated which revealed: Dieldrin 0.2 p.p.b., Beta-BHC 0.2,
DDT 0.3, DDE 10, Heptachlor Epoxide 0.3, trans-Nonachlor
0.1, and HCB 0.4. This indicated the BTR program was not
completed, however the elevated DDT also indicated a pos-
sible continuing exposure. A General Volatile Screening Test
revealed Xylene 0.5 p.p.b. and Tetrachlorethylene of 3.2. This
isvery high considering the time on the BTR program as these
usually are quickly reduced and eliminated.

On 6-26-85 the Toluene was 0.3, no Xylene measured and
the Tetrachlorethylene was reduced to 0.5.

On 8-2-85 arepeat Chlorinated Pesticide Screening Test
revealed further exposure: Beta-BHC 0.4 p.p.b., DDT 0.5, DDE
20.5, Heptachlor Epoxide 0.6, trans-Nonchlor 0.3, and HCB
0.9. These levels may have increased due to exposure to pesti-
cides being used in the State Parks. On at least two occasions



the area was sprayed just prior to their arrival at the campsite.
Their vacation took them across the States, and they slept out
in State Parks most of the trip.

Patients' condition gradually improved, however, the uri-
nary tract infections and vaginal yeast infections increased as
toxic pesticides|evelsbecame el evated again. Patient was placed
on afast again in June of 85 at Meadowlark following which
she devel oped signs of adrenal exhaustion and had to be treated
accordingly.

In Oct. 85 the patient completed 2 more weeks of BTR
therapy, however toward the end her myoclonic muscle twitch-
ing and Jacksonian spasms returned. The laboratory work was
essentially normal, however this time it was noted that her se-
rum phosphorus was decreased to 1.9. Seizure activity wasre-
lieved in the sauna. Her history clearly indicates that this ac-
tivity slowly started after her home was treated with Chlor-
dane in 1980.

On Nov.11, 1985 a repeat Chlorinated Pesticide Screen-
ing Test revealed adecreasein levelsto: Aldrin 0.1, Beta-BHC
0.1, DDT 0.2, DDE 7.6, Heptachlor Epoxide 0.4, trans-
Nonchlor 0.1, Endosulfan |- 0.1, HCB 0.4. Fat stored chemi-
cals come out in the same order in which they are originally
stored which explains avariation in testing as BTR progresses.

Patient is doing extremely well now. Though not totally
recovered, sheis now able to do her house work, shop, and is
not having the recurring urinary tract infections or yeast infec-
tions. They have had their home tested and discovered thisis
not the exposure source. They are using bottled water and or-
ganically grown foods. She will be rechecked to insure sheis
not being re-exposed in the near future.

CASE #18: This 33 year old Caucasian female from Im-
perial County came in with multiple complaints. She is very
concerned over the “New River” that flows through Imperial
County. There are several townsin its path, they happen to live
in one of them. From El Centro (population approximately
24,000), Brawley and Holtville (popul ation approx.7000 each),
Calipatria (population 2000) Niland (population 1000) “New
River” goes directly into the Salton Sea. The South end of the
Salton Seaisdark and murky where the water enters. The other
end is relatively clear. There are fish in this water, which are
caught and eaten by the local people. The river originates in
Mexico which gives them no control over the use of this“River.”
It isknown to contain Raw Sewage, Raw Chemicals etc. There
have been several attempts to put up some type of “Filter sys-
tem - so far none effective.

An officer from the Police Department in Calipatria fell
into the water 2 years ago, and has not been well since. He told
them “ The River holds all the diseases of the world.” Also they
report that any animal drinking from that water has died. The
children in the area think the water has “ Snow” on it, for there
is“Foam-floating down theriver all thetime.” The School chil-
dren have constant colds and infections. It is reported that many
children in the school are using inhalers in order to breath.
There are “reportedly” several cases of “Crib Deaths” or SID
each year. Patient’s main complaint was that of constant “Flu
like symptoms,” headache, and a fear of having a complete
“Breakdown”... She is in the process of moving, and starting
the Bio-Toxic Reduction Program.

Laboratory findings from 12-3-85 showed mild chemical
hepatitis; “Humoral report shows the percent of T suppressor/
cytotoxic is at the upper limit of the expected range. Expan-
sionin thisT cell subset may be seen with antigen challenge.”
The General Volatile Screening Tests with serum levelsin p.p.b.

as follows: Toluene .6; Ethylbenzene 5.1; Xylenes 23.1; Chlo-
roform .9; Dichloromethane .6; Tetrachloroethylene 1; Dichlo-
robenzenes 2.7 - The Chlorinated Pesticide Screening Test:
Beta-MC .1; DDT .1; DDE 3.4; Heptachlor Epoxide .4; Trans-
Nonachlor .1; HCB .2.

CASE #19: This 67 year old patient from Santa Marie,
California was referred to me by a Physician at the Sansum
Medical Clinic with what he felt was “Chemically induced
Cirrhosis of the Liver.” Unfortunately this patient is too far
along for us to give her any help. We hate to report we are too
late to reverse any of the damage that has been done. The out-
look is very grim. When her laboratory work was done, we
received immediate calls from the laboratories regarding the
ranges. Copies of all findings are enclosed, as well as the ones
shown here: General Volatile Screening Test Serum levels in
p.p.b: Benzene .3; Toluene 55.6; Ethylbenzene 27.1; Xylenes
178.2; Trimethylbenzenes 1.4; Chloroform 1.1;
Dichloromethane 2.9; |,1,I-Trichlorethane 15.4; Tetrachloroet-
hylene 3.7; Dichlorobenzenes 14.9. This report was given to
Senator Wilson, and prompted a visit to the area. A complete
investigation is under way at this time in regards to the poten-
tial danger.

CASE #20: This five year old (hyperactive) male child
was seen for evaluation following the home being treated for
fleas with DURSBAN/DIAZINON on two occasions. The
mother reported she had taken her son to several Physicians
for his constant “twitching” and was told this was “normal.”
She was not convinced, since he had never had any of these
symptoms until after the home was treated for fleas. She also
reported the animals becameill, and one died. The dog devel-
oped tremors and had to be put on “allergy medication.” The
dog improved when they moved to another location, but be-
came ill after a visit to the Pet Hospital and exposure to flea
dip area.

Mother reports almost constant muscle jerking when he
sleeps. He also has what appears to be Petit Mal. All initial
laboratory findings were normal, including a cholinesterase.
However, on 10-22-85 the General Volatile Screening Test
showed the following serum levels in p.p.b.: Toluene 23.8;
Ethylbenzene 6.6; Xylenes 111.4; 1,1,1-Trichlorethane 7.2;
TetraClorethylene 1.9.

Thewhole family started on the Bio-Toxic Reduction Pro-
gram. In less than 30 days arepeat General Volatile Screening
Test showed only two low levels remaining: Xylenes 1.2;
TetraclorEthylene 0.4. Patient is now sleeping quietly through
the night. Is less hyper and easier to handle.

CASE # 21: This 30 year old mother of the above child was
having difficulty dealing with not only her son’s problems, but her
own constant headaches and flu like symptoms. She also was
troubled by Petit Mal and Jacksonian Seizures on occasion. The
General Volatile Screening Test showed the following: Toluene
18.6; Ethylbenzene 5.1; Xylenes 90.6; 1,1,1-TriClEthane 6.0;
TetraclEthylene 1.5. There were also 1.7 p.p.b. of PCB’s.

Within lessthan 30 daystherepeat GY ST showed the follow-
ing: Toluene 0.5; Xylenes 0.3; Styrenes 0.7; Chloroform 1.6;
Dichloromethane 0.3; 1,1,1-TriclorEthane 0.4; TetraclorEthylene
0.6. Nothing else was detectable.

These cases demonstrate the ability to remove extremely high
levelsof Toxins, safely. Wewill have are-evaluation on these cases
in the future. At the last visit they were both doing well.

CASE #22: This 28 gear old white female was first seen
on May 7, 1985. Her chief complaint was intermittent swell-
ing of joints of fingers. Onset six years ago. Occasional prob-



lems with toes and right knee.

The onset would usually start with a tiny red dot at the
joint of one or more of her fingers. Within 24 hours the joint,
or joints would be swollen and painful. She has been to spe-
cialistsin Internal Medicine, Orthopedics, Endocrinology and
Rheumatology. All laboratory work has been within normal
limits. No evidence of arthritis. Routine laboratory work at our
office produced the same results. The Immune Profileindicated
the T cells diminished, the Anti-Candida was elevated in the
1gG (191) and IgM (253), and the Antinuclear titer was posi-
tive. She was started on the Anti-Candida Program and seemed
to respond favorably. The jointswere less “ stiff” and there was
no noticeable swelling. The sensitivity to certain chemicals and
foods was increasing.

On the third of December she came in with a severe flare
of both hands and feet. The proximal joints on three fingers of
the right hand were triple in size, blueish in the center extend-
ing half an inch on either side of the joint ending in bright red.
The left hand was similar, but lesser in involvement. A serum
biopsy was scheduled followed by an injection of Precortin
and Decadron. The injection had no effect on the inflamma-
tion. The General Volatile Screening Test brought some alarm-
ing results. Toluene 59.1 p.p.b.; Ethelbenzene 47.1 p.p.b; Xy-
lenes 256.9 p.p.b.; Chloroform 3.7 p.p.b.; I,I,I-Trichloroethane
16.2 p.p.b.; Tetrachloroethylene 5.8 p.p.b.; Dichlorobenzenes
8.7 p.p.b.. The Chlorinated Pesticide Screening Test showed .1
p.p-b. of DDT indicating slight recent exposure. DDE 1.1;
Heptachlor Epoxide .4; trans- Nonachlor .1 and HCB .3 p.p.b.

She hasjust started the Bio-Toxic Reduction Program and
we shall watch with interest as she proceeds through the pro-
gram. Pictures will be taken periodically to further evaluate
the progress.



