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THE CHAIRMAN:  It is not quite midday but I will make a start.  First, I really want to apologise to those people who thought we were starting at ten o’clock.  For one reason or another we did not have a witness here at half‑past ten, our first witness was at 12 o’clock and obviously that did not get through to you.  As it is now 12 o’clock perhaps we could start with Dr Jones.  

DR DAFYDD ALUN JONES, Called

   1.  THE CHAIRMAN: Dr Jones, we are extremely grateful to you for coming.  I do not know whether I need introduce you to Dr Jones and Sir Michael Davies, the other members of the panel.  I notice from the paper you have provided that you are obviously capable of corresponding with other people in Welsh.  I hope you do not start talking to the other Dr Jones in Welsh.        A.  I assumed there would be translation facilities!
   2.  THE CHAIRMAN: I was very near where you come from only last weekend in the Conwy Valley, which is not a million miles from Llandudno and I was looking down on to where you have your office.  Could you give your name and address and your qualifications to the shorthand writer and then we will start from there?         A.   I am Dafydd Alun Jones.  I am a Consultant Psychiatrist.  I live in Anglesey.  I work at a small in‑patient clinic, an independent provider to the Health Service in Llandudno and now I hold clinics for ex‑servicemen in locations across the UK.  I have brought with me some slides which you have in my bundle. (Slides shown throughout evidence)

3.
THE CHAIRMAN: We have your statement in front of us, which is not very long and, of course, there are the tables attached.  Would you think it sensible to take us through your statement and then we can perhaps ask questions at the end?        A.  Let me say first of all that the material that I am presenting is a clinician’s view.  I am not propounding theories, I am not commenting on any postulates, I am merely describing what I have seen as a clinician.  I did put in a CV so that the tribunal could see the background from where I came.  I had originally a science background and then I went into medicine, but for three or four years I worked with a very eminent epidemiologist in Anglesey, Dr Gwilym Wynne Griffith, who was a public health man, and went to the World Health Organisation.  For three or four years I did an epidemiological study in Anglesey as a basis to planning services in North Wales.  Then I spent about two years in the Bethlem and Maudsley hospitals with Professor Linford Rees, a clinician of incomparable quality and I learnt vastly from him, and with Dr Bob Hobson, a psychotherapist, where one learnt a great deal about the interaction of people and the way in which personalities change and can be changed.  So it was from that background that I then went as a consultant to Denbigh hospital in the mid‑Sixties and inherited about 700 beds and applied the findings in Anglesey in epidemiology.  I was then able, with the resources released, to set up a number of special units, drugs, etcetera, alcohol, out of the resources which were released from the old mental hospital.  It is strange how interests come one’s way.  

I can still remember quite clearly the way in which my involvement with ex‑servicemen began.  I can remember I was in a clinic in Dolgellau and a general practitioner referred a man to me with depression and alcoholism.  This man was a retired businessman from the English Midlands and his family had despaired of him.  I took an ordinary full clinical history.  When this man was 18 he had been shot down on a night mission over Holland.  He spoke passable French.  He almost made his way across France, but when he was near the Pyrenees he was caught by the Gestapo with dogs.  He had a horrific time.  He ended up in the East at the end of the war, but he finally got back.  It was evident ‑ DSM had not been invented, this was 1980 ‑ that there had been a continuous state throughout.  I knew vaguely that people could get war pensions for being in this state, although I had no knowledge of them, but this man was far too stressed to do anything himself.  So I wrote to the War Pensions Agency on his behalf and they responded to me, not to him because he was much too anxious.  I received one of the nicest letters I have ever had from the War Pensions Agency and I have put it in your file.
4. DR JONES: I think it might be helpful for the panel if you said what DSM stands for.    A.   I am sorry.  It is the Diagnostic and Statistical Manual of Psychiatric Disorders and it was prepared by the American Psychiatric Association.  There is another international classification which is now perhaps more used in the UK, but DSM was the first time that this concept of Post Traumatic Stress Disorder was defined.  I remember after I had been doing this work for two or three years one of the doctors in Norcross said that I must use DSM and he actually sent me a complimentary copy of it and that is when I started disciplining myself to catch up on the innovations.  This really was one of the nicest letters one could ever imagine receiving.  At the same time I had sent this man to see his MP, who was then Dafydd Elis Thomas.  Dafydd Elis was very supportive of him and he still takes an interest in this work and he is still supportive.  Quite soon after that contact with this man I had a call from a field officer of Combat Stress asking if I could give him some information on one of their cases, and I mentioned this man and asked if they could offer him support and I think they were quite taken that a simple hack country psychiatrist had taken this initiative and they asked me to be one of their advisers and for many years I served in that role.  What I found was that I was being asked to see people well outside of my own area.  I used to go to the Nuffield in Chester and I found that half of the patients I would see there were ex‑servicemen coming for war pensions reports.  Then one of the charities said to me that they did not have anyone on the other side of the Pennines and could I do anything and I did a session in Leeds.
5. THE CHAIRMAN: We are still a long way before the first Gulf War, are we?  Just give us a date again.                  A.  This was the background to me seeing many, many men over a long period who came from many campaigns.

6.
THE CHAIRMAN: At one point you did set out, I think in a letter of 19 July, cases from various bases.  Would you like to give that list?        A.  This was a treatment centre I set up.  This is a list of men that I had seen and the campaigns that I had seen men from.  These have been roughly extracted from my database of over 2,500.  Where there are no figures I have not yet extracted them.  I have seen men from all of these and I know the quality and nature of their condition.  My first Gulf veteran was a young woman that I saw in December 1991 and then they started accumulating and by the mid‑to‑late Nineties I was seeing a very steady number and this has continued.  I am still seeing men who were in the First Gulf War and who have not seen anybody in the meantime and who have just festered on their own or with their families.  I have seen a number at the various locations where I hold my clinics.  They are scattered all over the UK.  They can be from any locality.  Which of the Services do they come from?  The great bulk is from the Army.

7. THE CHAIRMAN: When you talk about the Army, that is over the same period, since 1980, is it?          A. I am now talking about Gulf vets only.  I have skipped most of the preamble.  These are my 440 which I wrote up last year for a paper.  It is rough because some were TA and some were called in from the Reserves.
8. THE CHAIRMAN: Let us go back to that slide, if you can go back.  It interested me that such a high proportion were from the Army compared to the Air Force because I think I am right in saying that a much higher proportion, although I have not got the actual figure, that we have seen have been from the Air Force rather than the Army, not quite in that proportion and I am wondering whether there could be any explanation for that.        A.   I can only describe what I have seen.  Up until now I have seen 500.  Other services are almost sporadic in comparison.  Whether all the Army men routinely had all the preparations, whether they were exposed in different ways, I do not know.  This is only an abbreviation of the full letter which you have at Table 9 of my appendix.  By 1995 I was becoming uneasy.  I had been doing this work by then for 15 years.  I know men from pretty well all the campaigns that you would like to mention and I know the nature of the way in which they have been affected, and they are affected in different ways.  Then I saw these men and they were different and I was becoming very, very uneasy.  As a clinician I start with their history and by the end of that history I expect to be pretty well informed, I expect to have a fair idea what is wrong with that person but with the Gulf vets I came up against something of a brick wall, there was something un-understandable.  Sometimes in psychiatry we talk about having an organic feel, which is where you are dealing with somebody who has a mental state but you feel that there is some organic quality which is manifest in the pattern of thinking, and I had this very uneasy feeling.
9. THE CHAIRMAN: I think that paragraph is quite important.  Maybe you ought to read that paragraph for the purposes of the record.         A. In my letter I said that I saw people from all sorts of campaigns.  I saw people from the Gulf who had had PTSD and I still do.  Then I said, “I have had an uneasy feeling in some cases that there was a possible physical factor which I could not entirely exclude.  It does appear that the prior medication to which they were subjected could conceivably have had adverse effects.  I do not qualify in this dimension, but I am left with a lingering unease that in some cases there might have been such a factor which might continue to have an adverse effect on, for instance, the immune system.  There are certainly some cases with which I am involved where I cannot with conviction reassure them that there is no such factor and this adds to the difficulty of dealing with the overall condition, the stress aspects, and the anxiety, where these are compounded by continuing worry about physical effects.”  That was a clinician’s plea for some illumination and as you can see from the preamble to my questions in the letter, it was a very open‑minded letter, I was seeing a problem which I did not understand.

10.
THE CHAIRMAN: Did you get a reply to that letter?  Do you remember a reply?          A.   No.  Strangely, the letter was not even acknowledged.  In later years I came to meet and know Bill Coker well and he was very warm and extremely supportive.  I also met him later at his clinic.  That letter had no response.  One of the things about the Gulf vets is that they fought in other campaigns and so when we look at PTSD in them, many of them have picked up PTSD in other places, a lot were in Northern Ireland for instance.  As you can see, they have been in many other places where they have accumulated trauma.  So I tried to distinguish between what was this enigmatic thing that I was seeing in these men and how did they differ.  One of the things which struck me about these Gulf vets was that they were obviously ill and yet very few left the forces on medical grounds.  As you can see, barely ten per cent were medically discharged and I felt that many of them should be revisited.  Clearly they were unwell, but it was not recognised.  A lot of them left by voluntary purchase.

11.
THE CHAIRMAN:  You had better tell us what the initials PVR stand for.       A.  PVR means you leave by voluntary purchase.

12.
THE CHAIRMAN:  What is SNLR?        A.   That is a very interesting one.  SNLR means Service is No Longer Required, in effect it is a kind of dishonourable discharge.  Many of them were in that predicament in that because they were unwell they offended.  A great deal of this happened after the Falklands.  Within a year of the Falklands War many of the young men in the Falklands were discharged from the Army for having offended.  We are looking at the consequences of the state at that time which is not recognised, which could still be revisited.  I think many of them should have been medically discharged.  

Looking at the ranks in the Army and in the forces generally, NCOs and officers tend to be about one‑fifth and yet 44 per cent of the men I have seen had some kind of ranking.  One wonders if this is because they were people of ability who suddenly realised that they were not well and did not have the abilities they once had, or is it that they had the good sense to know there was something wrong with them, or did they have family?  I see warrant officers, people of obvious standing and men of calibre and to find them dilapidated and reduced to the state that I find these men in is very puzzling.  

The next slide is “Year of Birth”.  You have to take this slide upside down.  If you go to the top, some were only seventeen and a half when they went to the Gulf.  There is one gentleman at the bottom who I think was about 64 when he went to the Gulf and he had been under Russian convoys in World War II and he said to me, “I was 16 when I went to Archangel and I was 64 when I went to the Gulf.  I was too young in the one and I was too old in the other.”  The other interesting group is this group born about 1950.  These were men, most of them, called in from the Reserves and some of them had not seen a weapon in anger in nearly 20 years and some of them were not far off middle age.  The thing that struck me about them is the strange deterioration in their general health, more so even than the younger ones. The younger ones walk with sticks, they are unwell, but the older ones are a cause for concern.  

I do not know if the tribunal has seen this report of last year of Ian Hill’s inquest.  Here was one of these middle‑aged Gulf vets who deteriorated until he died but it was not from any clear medical cause.  The coroner said, “It is not for me to make sweeping conclusions based on a day’s hearing on the existence of Gulf War syndrome.  But I do not believe it would do justice to Ian Hill to describe his death as natural causes. I am going to describe his death as natural causes to which his military service in the 1991 campaign was a contributing factor.”  I knew Ian Hill in the early years before his condition deteriorated badly and he was very good to many of the younger men, he had been in charge of some of the younger of them and it was very dismaying to see in him, as in several others, this insidious deterioration of general health which I would not feel qualified to analyse or to comment on but which is disturbing.

I come now to the crux of what I was doing with these vets.  At one time the War Pensions Agency tended to wish them to have Post Traumatic Stress because that made it simple and then there was another strange category, Symptoms and Signs and Ill‑Defined conditions, which I had been familiar with before in Far East prisoners of war who had a general deterioration of health which you could not assign to any particular cause.  They had war pensions for Symptoms and Signs and Ill‑Defined Conditions.  Then I came across an acronym in one report which I had never heard before, MUPS, Medically Unidentified Physical Symptoms.  An  acronym carries such weight, but it was nonsense.  It was saying we do not know what this is but we will give it a name.  I looked at these men and I thought what proportion of this man’s condition I could regard as attributable to PTSD.  PTSD was a clear cut thing now.  We use rating scales quite often where we say on a scale of one to ten how bad is your pain.  I claim no more for it than a clinician’s subjective impression.  On the left of this slide are the ones with very little or no PTSD but who were unwell enough to seek help.  On the far right at the top of the slide are the people - I had one man who was in one of the warriors that was shot up in the friendly fire episode - who undoubtedly have PTSD and other things.  The greatest bulk is over to the left.  Now, that is my whole collection of all the cases.  I thought this was too subjective a way of rating them and it was not really acceptable for publication or in society meetings.

13.
THE CHAIRMAN:  May I just go back to the previous slide because I am not sure I am entirely following it.  Perhaps you had better explain it to me again.                  A.   I have not got a pointer, unfortunately.  When I looked at somebody I would make a judgment of my own, ie what proportion of this man’s illness could I attribute to PTSD.  If there was hardly any or none it was down here (Indicating).  If there was a little, even just a trace, it would be down here.  If there was a fair amount it would be about here.  I said that less than four in ten of them had a condition attributable to PTSD.  There was something else in all these.  Over here are people who have substantial PTSD, but some of them had been in other campaigns.  I reapplied these figures in a more standard DSM.  This is mild or none and that is where in DSM, in ratings, you have just enough symptoms to qualify and here is severe or more than enough symptoms and in the middle is somewhere in between.  This next slide shows the categorisation.  I took out the Northern Ireland ones and there are far fewer severe ones.  I will skip that slide. 

Now, this slide shows the ones who were only in the Gulf and who had not been exposed in any other campaigns and only 42 out of my 440 had severe PTSD, only 42 out of nearly 250 had significant PTSD from the Gulf alone (and this includes people who had been on the Basra road, people who had seen some pretty horrific things). For those with mild or none PTSD was not the major factor.  I then looked at those who served in the Gulf and who served in Bosnia and who served in Northern Ireland and you can see the number was not great, but PTSD clearly was a far more significant thing in people who had served in all three campaigns.  So we are distinguishing between two lots of men, we are distinguishing between men who were only in the Gulf and men who served elsewhere and clearly had PTSD.  I had 20 women as well.  Only one or two of them had had anything really traumatic, but they were ill.  I think one of these ladies gave evidence.

14.
THE CHAIRMAN:  What are the specific symptoms of Post Traumatic Stress Disorder which enabled you to say 40 per cent here or 20 per cent there and so on?  Just tell us a little more about it.                    A. If somebody has PTSD and it is a military type of PTSD there tends to be very clear features, more prominent perhaps than in civilians.  The intrusive features or the intrusive memories come back unbidden. They may be triggered by something.  I know men, for instance, from the Gulf who cannot go to a barbecue as the smell of burnt meat brings back the Basra road and it is overwhelming to them.  People who have been in Northern Ireland cannot go to an Irish pub as they can be completely disturbed by something which triggers these intrusive things, the memories.  Memories come unbidden and are very distressing.  Sometimes the intrusion can be very vivid indeed.  I had one Gulf veteran in Coventry and he had been charged with breaking windows in Coventry police station.  He was smashing the windows and shouting,  “Come on out you Iraqi bastards”.  His mother said to me afterwards, “You know, he wasn’t in Coventry, he was in the Gulf.”

15.
THE CHAIRMAN:  Am I right in thinking that if you find on examination that they do not have these obtrusive memories then you would say that that was not primarily a Post Traumatic Stress Disorder case, there must be some other explanation?          A.   There was a balance in my mind between if there was an absence of PTSD, ie no nightmares, they were not hyper alert, they were not hyper vigilant, they did not jump in a startled way when there was a bang, and if they had those other features which I now describe in the Gulf veterans, if that was the predominant picture and if this kind of thing was only a very small factor, if a factor at all.

16.
THE CHAIRMAN:  Is PTSD something which is very severe immediately after the particular stress and then gradually diminishes or is it something which can continue indefinitely?          A.   In a lay sense I would make a parallel with grief.  At the start in grief we are overwhelmed and after a certain period it resolves, the grief lessens.  In some people that does not happen.  In some people the grief remains a crippling thing indefinitely.  In some ways I think PTSD is a hint of this.

17.
THE CHAIRMAN:  Did you say it disintegrates, PTSD?         A.   I said with PTSD it is akin to grief.  In the immediate aftermath of the trauma you can get an acute state.  That may resolve quite rapidly, it may not resolve, it may continue and if it continues after a few months it becomes an established state of a post‑traumatic nature.  Some continue to resolve slowly; some do not.  I see men who were in World War II, I see men who were in Dunkirk and who still have quite clear PTSD which has burdened them all their lives.

18.
THE CHAIRMAN:  I am sorry to have interrupted you.  Can you go back to where you were.          A.   These are the women (Indicating).  They were not exposed to very much trauma.  Some had some distressing experiences.  The bulk of them show something enigmatic, the recondite factor that I cannot explain.  

This is a very, very interesting slide.  I have had about 12 to 15 now who were prepared but were not posted, who did not go.  I noticed the name of at least one who has given evidence.  I found it very challenging to find a group of Gulf veterans who are indistinguishable from the other veterans and yet did not go to the Gulf.  The only thing they had in common was the barrage of inoculations and this assault on their immune systems.  I make no hypothesis, I cannot draw anything, but I have seen this number who did not go, who were prepared and yet presented.

19.
DR JONES:  And that number has gone up to about 15 now?         A.   I think it is up to about 15 now.  I think any explanation for the condition has to take account of people who were prepared but who did not go.  This next slide shows the features.  At this point if I might refer back to my text.  In 1997 I collected 170 men and I had begun to analyse what the conditions were and I gave a presentation to the Welsh division of the Royal College of Psychiatrists and Professor Linford Rees was there and Linford made a very shrewd comment.  He accepted entirely that there was something amiss, that there was a clinical picture.  He notes the condition I have found and written down.  He made the point that the kind of picture one describes could be the end result of a number of different processes.  It may be that in some the multiple injections did some kind of harm, but it ended up affecting the same system, perhaps the same brain chemistry or some other organ and maybe the organophosphates or the sarin or some other factors may have ended up in the same end state, so they need not necessarily be exclusive.  I have borne that in mind a great deal because Linford Rees was a very eminent opinion.  I also extracted separately for the females.  The one common thing which has struck me throughout is memory.  In my text I quote Dr Barbara Wilson, a Neuropsychologist.  We worked together in the case of Dr Thomas Shanks, the medic ex‑Gulf who was involved in a very tragic shooting in the north of England.  There is a strong argument that trauma and Gulf illness are concerned….. it was in court and in the public domain.  There was a strong argument that he was diminished.  When I see these Gulf veterans they all say, if I ask about their memory, what memory?  Or if I ask their wives, the wives look almost with slight sardonic humour and they say, “He’s got no memory.”  This is very strange.  When they are sent to a formal clinical psychologist for testing they show little memory, if any.  Barbara Wilson was satisfied that she found problems which she defined in terms of executive memory, the ability to organise and to use memory and she gave evidence that she had found a form of memory impairment which she thought had certain characteristics to it.

20.
THE CHAIRMAN:  Is that what you refer to when you use the phrase cognitive impairment?  Is that the same?        A. Yes, thinking, memory, brain.  If a person’s brain function is impaired you will speak of cognitive thinking and awareness defect.

DR JONES:  Is that the lady from the Zangwell Institute?          A.   Yes.  To have somebody of that standing define and being satisfied is very impressive.  I find this so uniform among all of them and so very, very different.  I do not get other ex‑servicemen coming complaining of memory loss, of distraction, but I have a global complaint in all these men, they all complain the same and their wives all react in the same way.  They say, “Memory?  What memory?”  This is very strange.  They are aware of this.  The next thing is the fatigue.  This is so endemic in all of them.  Other men from other campaigns may be tired because they are not sleeping as they are having nightmares but not in this chronic fatigued way.  I would like to mention the impairment of their lives.  Those who are working crawl home at the end of the day and they do absolutely nothing.  They may have children but they cannot talk to them, they go to bed. The quality of life is devastating.  The other thing is the joint and bone pains.  I am not qualified to speak on this at all.  I remember the first time I went to do a clinic in Scotland.  I met a young man who told me there were lots of Gulf Veterans in Scotland and they did not have anyone to speak to and he asked if I would do a clinic for them.  The first time I went there were about 20 young men and I looked around me and the thing that struck me was that half of them had walking sticks.  These were young men who had run for days for their regiments or boxed for their regiments and they had walking sticks.  What does this tell me?  They all had this sallow, pasty look of being unwell. You do not have a term in English but it is colli iechyd in Welsh, which means you lose one’s health. 

PROFESSOR SCHOTT:  Is one allowed to make a comment to Dr Jones?

21.
THE CHAIRMAN:  Just wait until he has finished.            A.   Here we have a totally general thing in so many of them.  52 per cent complained of their joints; 60 per cent were women.  Next, alcohol problems.  All ex‑servicemen medicate themselves with alcohol. Alcohol is endemic in the forces anyway.  A very high proportion had really substantial drink problems.  Many of them were troubled by it.  Respiratory problems, chest problems, you may have heard some of the older men speak of their chest problems.  I really do not find significant chest problems like that in young or ex‑servicemen from other campaigns.  Something affects a lot of their systems.  Something gives them ill health in many dimensions and domains.

22.
THE CHAIRMAN:  You have not so far mentioned something which has been mentioned by many of the veterans we have seen and that is mood swings.  Where would that fit on your chart?         A.   In my preamble I said that practically all of them had mood swings and all of the families say their personalities changed.

23.
THE CHAIRMAN:  Why does that not appear on your list?         A.   I think I have referred to it in my preamble to my list.  I am sorry, I should have said this.  It is a general thing, the mood swings and the changes in personality are also endemic among them.  One mother from Glasgow said to me,  “I sent two of my sons to the Gulf and I got two monsters back.”  A surprising number of mothers - because many of these men are very young - have been the ones who have made contact.  A lady from Doncaster said to me, “My son went to the Gulf ten years ago and my son never came back.”  It is very poignant.  A lot of the men have been involved in some sort of criminality.  A surprising number, 19 per cent of men and 45 per cent of women, have gastric intestinal problems, irritable bowel and things of this sort.  I remember talking to Professor Kopelman about the possible links with the parasympathetic nervous system and to possible interference with so many other systems, but I will not go into that.  Let us look now at military offending.  18 per cent offended while still in the forces, in fact that is what caused many of them to leave.  Next, suicide attempts: 17 per cent of men and women have made suicide attempts.  I put in memory fatigue.  These are the physical things which have struck me as a psychiatrist.

24.
THE CHAIRMAN:  I suspect, time being what it is, you should not go right through the list.         A. There is one or two down at the bottom here which are interesting.  First, Obsessive Compulsive Disorder.  In my work on head injury or brain trauma I have always noticed that there is a tendency for people, if they have brain damage, to show obsessive compulsive checking and rechecking and a significant number of these have this trait of Obsessive Compulsive Disorder, which strikes a little chord with me.  Quite a few of them have CNS, neurological problems, pins and needles in their hands and things of that sort.

25.
THE CHAIRMAN:  I am not sure that that particular table is included in the papers that you have submitted.          A.   It should be.  (After a short pause)  It is Table 19.

26.
THE CHAIRMAN:  Dr Jones, would you like to bring all that to a conclusion, which I think you do at the end of the paper and then I am going to ask Dr Jones if he has any questions.  I am really looking at the last page of your statement and, in particular, the last paragraph or two.         A.   What I have tried to describe is a clinician’s view, looking at these men initially as a psychiatrist, expecting to look for the kind of trauma states that I see in other ex‑servicemen and yet not finding the same picture.  I speak from having seen ex‑servicemen from every campaign, as I have said in my paper, from Dunkirk, but I have seen some from even earlier, men who were fired on in the Khyber Pass in the 1930s.  By 1995 I was becoming aware that I was seeing a group who were different, who not only had a different mental state, they had the depression, the personality change, but they had a whole range of enigmatic un-understandable physical things which were not characteristics of other ex‑servicemen that I saw.  I describe this only as I found it, but I have found it and there is no denying as a clinician that I found it.  

I began my preamble by saying that I had also come from a background of epidemiology.  I know that this is not a random sample, but it is a series and in medicine many of the eponymous titles of disease are descriptions by a clinician who happened to strike on a  clinical picture, described it and the matter became known because he had so described it. That is not an epidemiological approach, it is a clinician’s approach, but both are complementary, both enrich the other.  I came into epidemiology from psychiatry and into clinical psychiatry from epidemiology and I am aware of the two.  Unless you have a feel for the clinical then epidemiology can be barren … you do not know what you are going to be looking for.  If you have a very deep picture of a clinical nature then you are better empowered to look at the broad picture and at the perspective of these in relation to all the others.  This is not a random sample, it is a sequence of 440 patients seen by a very old psychiatrist who has seen a lot of people and a lot of other men and who sees something which clinically is different and which I have described in my paper.

27.
THE CHAIRMAN:  I think, if I may say so, that is a good moment to hand you over to Dr Jones to see what he would like to ask you.

DR JONES:  Just a couple of small details first.  Table 19, the one with the list of features, I am sure there is a simple explanation for this, if we look at civilian crime, it was 87 per cent.  The arithmetic does not really add up.  What caught my eye was civilian crime, 87 vets, 38 per cent and the one below, GIT problems, 85 vets and yet it is almost identical, 19 per cent.                 A.   It may have been be a typing error.  In the one below the percentage is wrong, the 38 is correct.

28.
DR JONES:  Could we go back to Table 6, which was the Year of Contact by the veterans, starting with 1991. There was an enormous peak in 1966/67.  Have you any explanation for that?        A.   It could be that that is when the Gulf vets started finding each other and started becoming active.  I think up until then they would have been people who came to see me just of themselves.  Many were referred by ex‑service organisations, but many were referred by general practitioners.  I had a referral this very week from a GP in Fleetwood..

29.
DR JONES:  You do not happen to know whether those two years were the years of formation of the Gulf veterans’  organisations, do you?         A.   I do not know.  I get calls from them.  The other implication, of course, is that the thing was beginning to emerge and people were becoming aware of themselves.  Men who came back from the Gulf and who were clearly out of sorts and did not work, the family had a bad time with them and often gave up on them.  It looks a long time to persuade the men to do something about it.  It was often not the man himself at all, it was the spouse or it was the mother.  It may well be that it took two or three years before the nature of things sunk in on them.

30.
DR JONES:  Changing the subject completely.  You refer in your introduction to Professor Abou‑Donia, whom I have met in North Carolina.  I wonder if you could just expand and say something about  his work there.        A.  I met Professor Abou‑Donia on the Thomas Shanks trial.  They were four experts: there was Professor Abou‑Donia, Professor Barbara Wilson, Professor Kopelman and Professor Nigel Eastman.  I am not a neurologist or a neuropsychologist, I work almost entirely now in talking therapy, but I had the opportunity to speak to them at great length and in particular to Abou‑Donia.  Abou‑Donia believes that something caused neuronal damage in the brain and he shows at which level in the neurone the little peptites came that served as antigen and they produced an antibody then which he detects in the bloodstream.  My impression is that he was a credible person telling me something which carried weight.  We had a discussion and I was asking him if it could cause leak back and he said, “Oh yes, I think that is very possible.”  In particular, he said stress can cause leak back through the blood/brain barrier.  I thought to myself is this part of the explanation why, after ten years, these men are still getting worse and people are still emerging and they are not getting better?  As a psychiatrist can I perhaps understand this in terms of the fact that if they are still suffering concomitant stress or consequential stress this is likely to let these antibodies leak back, cause further neuronal damage in whatever form it takes and that this is then a self‑perpetuating state.  The consequence of that for me is that if you treat the stress there is the possibility that you will lessen the consequential brain damage and if that is so then my treating the men for their isolation, their stress, their despair, their psychiatric condition, possibly lessens the risk of further deterioration of their cognitive states.  If it does not then nothing is lost, but if it does then, my goodness, it is a very good thing to do.

31.
DR JONES:  Abou‑Donia’s other major sphere of interest in this, of course, has been the effect of stress on the blood/brain barrier.  Did he link that to the imaginary role of the antibodies?                A. This is the thing.  If the blood‑brain barrier is impaired the antibodies can then leak back and damage the brain.  That is a question I put to him.  His answer to me was he thought it was very probable.

DR JONES:  Dr Jones, the other thing I would like to ask about, with your great experience, is about approaches to therapy for the veterans.  What have you tried?  You have just touched on dealing with stress.  How far did you set about this?         A.  A lot of the men I deal with have had this condition for a long time and there are social consequences, there are comorbid conditions.  Whatever illness they had they got depressed.  Their families have despaired of them. They are not working.  Initially my role is to deal with that.  In the beginning nobody believed that there was anything other than PTSD or that it was all in the  mind and the men were in great despair and they were very isolated.  Part of my role initially was to fracture that isolation, it was to say to them that they had told me something, I have written it down and this is the condition that I find in them.  I think to find a solution was to accept and to write down what they described as their subjective experience, which is what we should do even though we cannot explain it.  Not being able to explain it is no pretext to dismiss it.  Taking it from there, we are dealing with a group of men who are very different to the bulk of people around them and when they go to ordinary general psychiatric clinics or go to general medical clinics they are totally isolated and they feel very strange.  That is why just after 1990 I persuaded the people who owned Ty Gwyn to set up a facility.  I wanted to do a Bob Hobson‑type milieu therapy.  I wanted to create a milieu where they would be with their peer group, which I know is more potently therapeutic than anything an individual can do.

32.
DR JONES:  Have you had any success with any formal psychiatric therapeutic remedies?        A.   I treat symptomatically.  If a man has depressive symptoms I will give him an anti‑depressant.  If he is unduly anxious and stressed I will give him some form of tranquiliser.  If he is very volatile, as many of them are, I tend to give them Tegretol as it stops them exploding.  I will medicalise if I have to.  If you have a peer group of these men together and you have a clinician and you have staff mediating and moderating the interaction between them reveals things of itself.  If you see something in someone else it tells you something which you can never believe yourself and yet you get an insight and that can be very therapeutic.  Ty Gwyn has been a struggle throughout.  I did it because I wanted to do a therapeutic unit.  I have set up many such units.  This has worked only through the Health Service.  The men do not really want it.  Many of them, as they are traumatised, withdraw from the military.  They are proud of the military but they do not want to be back in the military dimension, they want to be with their peer group.  What I created was a facility which treated traumatised ex‑servicemen as civilians, with civilian staff in a civilian peer group.  I am not military in any way, I am purely a clinician, but because I know so many of the campaigns it has acquired credibility.  When I see somebody from any campaign I know what the peculiarity is of that particular one.  I know the men who were in Aden or in Korea.  They know you speak the language.  So what I tried to do was to create a therapeutic environment.  It is very, very difficult and it is still an enormous struggle to preserve it.  I try to preserve it purely as an NHS doctor’s function, but with the reorganisation of the Health Service and everybody saying, “We treat PTSD now, we will not fund you” the place is in great danger.  You asked what I find.  Speaking of the ex‑servicemen with trauma generally that I met, over the years having a place where there is communication, where they are understood, where there is intervention in the acute periods has been a benefit.  On the Gulf veterans, the men that I have known over a long period of time or who have been able to deal with the anxiety, with the depression or with their general problems have seen their quality of life improve.  I think the family are comforted.  I think we achieved a somewhat better level of well‑being.

33.
DR JONES:  Thank you very much indeed.

34.
THE CHAIRMAN:  Dr Jones, thank you very much indeed.         A.   There was one small thing I omitted.  Barely one-third of these men of working age are working.  The proportion ranges from barely 30 per cent in Wales, about 35 per cent in Scotland, about 40 per cent in the north of England, 50 per cent in the Midlands and 60 per cent in the south of England, with one or two strange exceptions.  In Newcastle about 65 per cent are working.  So there may be odd areas of good economic activity where these impaired men are able to find work.  The other interesting thing is that of those who are married or have a regular partner, a little over 40 per cent are working and of those who are not, who are on their own, barely 30 per cent are working.  I think the moral of this is that a non‑working Gulf  veteran should find a wife and go to live in Newcastle!

35.
DR JONES:  Or Ty Gwyn.         A.   Calling at Ty Gwyn on the way.

36.
THE CHAIRMAN:  I must give Professor Schott the chance to ask the question he was going to ask.

37.
PROFESSOR SCHOTT:  It is only two short comments referring to the memory problems.  When I do the chromosome operation test with the Gulf War veterans, first I have to do a very detailed questionnaire and I have to exclude all the other things that could create chromosome breaks, ie gamma radiation, beta radiation, chemotherapy.  So I have to ask about their daily medication.  In order to do this I always need to see the wives of the veterans themselves because they are unable to tell me what their daily medication is because of their memory problems.  We were together in Blackpool when I spoke about the chromosome operation test and Dr Jones spoke with the veterans.  

The other point is that uranium has the ability to go everywhere in the body.  It passes the blood-brain barrier.  The brain is protected from substances not useful for the nerve cells, but uranium passes the blood-brain barrier, uranium passes the blood centre barrier and it passes the blood-sperm barrier.  In passing the blood-brain barrier it comes in contact and it awaits the nerve cells and, of course, damages the nerve cells.  This is a very preliminary declaration for the memory problems and they have much more brain problems besides the memory problems.  It is known that heavy metals destroy nerve cells.  If you want to kill nerve cells because there is a tumour you use gold as it kills the tumour cells.

38.
THE CHAIRMAN:  Professor Schott, I think you are going to be good enough to come and talk to us this afternoon.

39.
PROFESSOR SCHOTT:  Yes.

40.
THE CHAIRMAN:  Your first comment seemed to me to bear out very much what Dr Jones was saying.         A.   You are probably quite right, they probably would know but they cannot collect the memory.  As a former chemist I can imagine some poisoning from heavy metal which I would be interested in.  The whole thing about uranium has become a kind of nightmare to the men.  There is talk of depleted uranium which is an added menace.  In fact, a colleague - I once worked in the Atomic Energy Authority so there is a background to this - spoke to me recently and told me that there may be more to this question of depleted uranium.  Sometimes the uranium was used for cladding.

41.
PROFESSOR SCHOTT:  It is the fear.

42.
THE CHAIRMAN:  Clearly depleted uranium is a subject on its own which you are not going to be able to deal with in one minute.        A.  It is the ominous fear of it.  May I add a little light note?

43.
SIR MICHAEL DAVIES:  Could I ask whether you have been back to the MoD to express your unease since 1995?         A.   You will see that I have been to the MoD in 1999 when I asked about treatments for Gulf veterans and about priority.  No, I am a clinician.  I keep myself as a clinician.  I do not get involved with any organisations.  I am purely a clinician sitting at a desk examining a patient.  I have described what has struck me.  I think the fact that the men know that I am simply a clinician is quite important.  I have not wanted funding from any military source.  I wanted to keep purely a doctor ’s role.

44.
THE CHAIRMAN:  Is your story a short one?                A.  In 1988 I was asked to speak at the Royal Army Medical College, I was asked to give a talk to the psychiatrists of “the three Services and NATO and other friendly powers” on the “Hidden aftermath” and I said to Brigadier Abraham who introduced me, “Brigadier Abraham, I must explain, I am not a military person in any way.  I am a white robed druid bearing no arms.  I salve the fallen warriors.”  It is important that one is separate and that the men see one as having some credibility that is not derived from any military source.

45.
THE CHAIRMAN:  We are very, very grateful to you for coming, Dr Jones, we really are.  You say you are just a clinician, but it seems to me you are a very good clinician indeed.  You have certainly given us a lot of very interesting information as well as your views.
The Witness Withdrew

After a short adjournment

DR DEREK HALL  MB, ChB, FRCSEd, MRCGP, DRCOG, Called

1. THE CHAIRMAN:  Dr Hall, first of all, thank you very much for coming.  Secondly, if you would give your name to the shorthand writer.       A.  My name is Dr Derek Hall.  I live at The Bungalow, Rear of Granby Terrace, Wingate, County Durham.  A very exciting name given me by the Land Commission. 

2. THE CHAIRMAN:  You have been kind enough to provide us with a statement which we have read.  How would you like to deal with it?  Would you like to put it in your own words for the purposes of the shorthand note?      A.  I am happy to take it as read as submitted and answer any avenues of interest. 

3. THE CHAIRMAN:  Would you like to briefly tell us what your background and connection is and why you got involved and why you are giving us the benefit of your evidence today?     A.  I enlisted in the Royal Air Force in 1972 and although I would never have described myself as fighting fit I had a full medical category for many years and aesthetic body weight and habitus.  In 1991 I was required, like so many others, to undergo various immunisations and vaccinations in the space of one day which alarmed me because I knew from my training that what was being proposed conveyed very, very great risks.  I made my concerns known to the most senior colleague I could find at the time.  I was fairly roughly removed from the hangar by two RAF regiment guards and kept isolated in a corridor for one and a quarter hours or thereabouts while telephone traffic took place and then I was marched in front of a colleague who informed me reasonably curtly that the message from on high was that I should be seen to set an officerly example, bite the bullet and take the same jabs as the troops.  I reiterated again to him my concern that it was planned to give me the Pertussis vaccination.  I told him in no uncertain terms that I was already immune to it having had the disease naturally in my earlier life.  Nonetheless I was required to have it.  That plus anthrax.  The rest I think are red herrings.

4.  THE CHAIRMAN:  Can I interpret, the Pertussis and anthrax were separate inoculations, were they?     A. No, I am identifying them as a pair that I consider to be of particular risk.

5.  THE CHAIRMAN:  We could come back to that in a minute but were they given as two separate injections?     A.  It was two needle holes, not through the same needle.

6.  THE CHAIRMAN:  And you said that while you were prepared to have the anthrax you did not want the whooping cough and you did not want them together?       A.  I did not want the whooping cough, full stop, because I knew the risks.  The risks were that I was already immune to it and that it could provoke a stormy immune reaction.  I saw that as completely unnecessary.  I understood why MoD wanted to give it ‑ to accelerate the response of the other vaccines - but I was voicing my personal concern that my role was destined to be third echelon.  I did not anticipate being anywhere near flying objects.

7. THE CHAIRMAN:  I know this would be obvious to Dr Jones but the Pertussis was an adjuvant?     A.  It was given as an adjuvant, yes ‑‑‑

8.  THE CHAIRMAN:  To the anthrax?    A.  They deliberately stir up the immune response to the anthrax.

9.  THE CHAIRMAN:  Was that quite a normal way of ‑‑‑?         A.  No, contrary to all accepted medical opinion that I have ever heard or read.

10.  THE CHAIRMAN:  Would the anthrax, as it were, have done its job on its own without the adjuvant?          A.  I think if the anthrax had been given in a conventional cascade of three appropriately timed injections it would have achieved the same effect.  It is just a matter of time.  I did not see the need for the hurry then and I still do not see the need for the hurry now.  Kuwait had been invaded eight or nine months.

11.  THE CHAIRMAN:  Clearly no‑one thought that the troops were going to get whooping cough in Iraq.      A.  I have no knowledge of any threat that Pertussis was going to be used as an in-field weapon.  I think the concept is nebulous.

12.  THE CHAIRMAN:  I see.  Carry on please.      A.  I did not get any immediate reactions to the injections but six weeks later I was alarmed one morning to find that my central vision had disappeared.  I took myself off to see the nearest ophthalmic colleague I could lay my hands on and I found I had got bilateral posterior uveitis.  I have never known anybody to get posterior uveitis.  Personally I have never treated one or had a patient who has had an episode of posterior uveitis.  It is a fairly rare condition.  That took some months to clear with steroids and then the bombshell was given to me that I had what appeared to be a malignant melanoma.

13.  THE CHAIRMAN:  The eye trouble was mid‑February 1991?    A.  Yes.

14.  THE CHAIRMAN:  When was the melanoma?      A. That was picked up as the posterior uveitis settled.  It was called a malignant melanoma because, as I understand it, the specialist that I saw told me that his only definitive means of diagnosis as to whether it was malignant or not very simply boiled down to was I going to be alive five years’ time.  Quite clearly the fact that I am here means that it did not turn out to be malignant; it was a benign lesion.

15.  THE CHAIRMAN:  Yes?     A.  And then the next thing that happened I was aware myself that my thought processes were not working properly.  Indeed this was commented on by my executive reporting officers but nobody mentioned a word to me about it.  There was no friendly chat or “come and have a talk”, nothing.  Then in sequence I got hit with an unusual form of pneumonia, rheumatoid arthritis, kidney stones, renal failure, combined hepato‑renal failure on one occasion, chronic anaemia, which was resistant to treatment.  The list just goes on and on.  My shape changed, my hands enlarged, my feet enlarged, the shape of my mandibles changed, my maxilla has changed, my cap size has increased.  Bones are supposed to cease growing at 25 and here I was at 43 with an expanding skeleton.

16.  THE CHAIRMAN:  I am not sure I understand the expression “expanding skeleton”.  Could you explain?                 A.  My cap size which had been for 25 years seven and a quarter suddenly became greater than seven and a quarter, my operating glove size which was seven and a half became eight and a half, my shoe size went from eight to ten and a half, my shoulder tip to shoulder tip distance increased.  This should not happen.  I have been scanned and on the basis of the scan I have been reassured that I do not have a pituitary tumour but the question still remains why has my skeleton changed shape?

17.  THE CHAIRMAN:  That is the word ‑‑‑?     A.  Acromegalic.  I am sorry if that is confusing.  Acromegaly is a bit of a misnomer.

18.  THE CHAIRMAN:  So what year are we at now?  This is about 1996, is it?                A.  About, 1996, yes, 1997.  That was at the point when the rheumatoid component of my arthritis was at its worst.  I could not get up or downstairs at that stage.  Equally, I could not get access to treatment.

19.  THE CHAIRMAN:  As a doctor yourself can you think of any other possible causes for this condition?      A.  No, sir.  Pascale ‑ he of the Sun King’s advisory capacity - is famous for a Second Dictum: “In the presence of more than one symptom it is more than likely due to one cause than several.”  I have several organ system disorders.  Looking at it simply, sir, there is more likely to be a common cause.

20.  THE CHAIRMAN:  For your symptoms?      A.  Or for anybody else who has got similar problems to me.  There is more likely to be a single cause than several causes.  I have now gone on to develop thyroid failure, my anaemia has got worse.  In fact, I am virtually pre-leukaemic.  I am waiting admission for a full body endoscopy and full body CT scan.  That is my current situation and I am due to start chemotherapy in 48 hours.

21. THE CHAIRMAN:  Sorry, that is for what?  The chemotherapy is for what in particular?      A.  Because of the way the NHS is run at the moment, it is the first hoop that I must be seen to jump through before I can access rather more modern means of treatment for my arthritis.

22.  THE CHAIRMAN:  I follow.     A.  I do not have a choice and my GP does not have a choice either.  It is something that must be seen to be done.

23.  THE CHAIRMAN:  Again as a medical man, obviously familiar with these sorts of conditions in patients, to what in your case do you attribute this condition?             A.  My experience of meeting and discussing things over with many other veterans is that I think the root cause of the majority of this problem is the combination of vaccinations and immunisations because there are people like myself were who were vaccinated but not deployed who have become ill.  I think the deployment while it may also introduce other factors into the equation is not necessarily the prime cause of the illness.  I am sure it is the combination of Pertussis and anthrax.  There is no means of finding out whether this is so because to make a definitive statement about it you would need to know how many vaccinated people were already immune to Pertussis.  In other words, was it only the ones that were immune that ran into problems with the repeat vaccinations or not?  I do not know.  It is too late to find out now.

24.  THE CHAIRMAN:  Are you aware of any people who have had the same sort of symptoms which are attributed to Gulf War illness in one form or another who have not in fact had the anthrax and Pertussis?      A.  No, I am not aware of anybody who was unvaccinated that has run into problems.  I am aware from attending the Gulf Veterans Annual General Meeting in March of this year that there are many veterans with the same physical illnesses that I have which have occurred in the same order and to the same chronology.

25.  THE CHAIRMAN:  Just to change the subject, what about pensions?  Did you ever make an application for a war pension?     A.  I did, sir.  I think, like a lot of people, the penny did not drop until rather too late and I still think there is a vast hidden reservoir of sick vets who for one reason or another have not claimed.  In my case it was not until I saw Shaun Rusling’s High Court victory announced in the press that I sat down and thought, “Hold on a second, he has got ‑‑‑ which is what has happened to me.”  It was literally like St Paul’s conversion on the road to Damascus.  I literally thought, “I wonder …?”  So I put a claim in and much to my surprise it was accepted without any argument.

26.  THE CHAIRMAN:  Could it not be said in a way to be surprising that you as a doctor had not earlier on attributed your state of health to this?             A. In retrospect, sir, I am amazed that I did not think of it before but when you are ill your primary concern is to try and get fit and not to ponder over the causation of it, but I should have thought on years ago.  There again, you see, I had been handling patients in 1992, 1993 and 1994 and I observed ill people coming through with all sorts of weird and wonderful symptoms going on and I have to say that I am as guilty as many of my other colleagues.  The tendency is to sit there and think there is something odd to this story and I am afraid it is a very human reaction indeed to say that these symptoms are psychological in nature as opposed to recognising a new physical syndrome for want of a better description.

27.  THE CHAIRMAN:  Dr Hall, I am not sure you have actually told us what you did.  You never went out to the Gulf, as you have explained.  You remained in the Royal Air Force Medical Branch, did you, until when?     A.  Until 1977.

28.  THE CHAIRMAN:  And were you seeing people then who had come back from the Gulf.        A.  Yes, with various different complaints.  I saw a lot of people in the initial phase, in laymen’s terms, who appeared to have been extremely sunburnt.

29.  THE CHAIRMAN:  Extremely what?     A.  Extremely sunburnt but the sunburn did not settle.  They were left with descremating skin for months.  It was so unexpected an observation with no rational explanation.  To this day I do not know whether they were suffering from ionising radiation toxicity or whatever but I know that I saw people with weird and wonderful symptoms that I could not explain.  I saw people coming in with neurological disorders which were inexplicable and I was not seeing them for these conditions, I was seeing them simply as a matter of performing an annual hearing test.

30.  THE CHAIRMAN:  That was your particular expertise, was it?      A.  That was part and parcel of my job but because of that it meant I saw an awful lot of servicemen on a regular basis.

31.   THE CHAIRMAN:  Then after 1997 when you left the Royal Air Force Medical Branch what did you do then?      A.  I changed tack and took up civilian employment as a family doctor.

32.  THE CHAIRMAN:  Did that work alright?     A.  No, it did not because my arthritis just got worse and worse and worse.  The initial problem is if your hands do not work you cannot operate.  Then as it got into my knees and ankles I could not walk.

33.  THE CHAIRMAN:  I follow.  I do not think you told us but in the end you did make in due course an application for a pension and what sort of pension did you get?      A.  I got a 60 per cent award which I thought was fair enough for an opening gambit.

34.  THE CHAIRMAN:  Was that on the basis of the arthritis?   A. This was on the basis of everything that I have explained to you in terms of physical illness but I met with an absolute wall of refusal to acknowledge that this was provoked or precipitated by a series of vaccines or injections and I am still trying to get that acknowledged.  If I win the battle it will confer no financial advantage to me but I think a matter of principle will have been established.

35.  THE CHAIRMAN:  We are going to go into this with an expert on the subject, but what difference does it make whether you have a 60 per cent pension due to non‑attributed illness (at any rate not to Gulf War illnesses) and establishing what you want to establish, the so‑called Gulf War syndrome?  I can see that it makes a difference in terms of your feeling about the whole thing and the way you have been treated.  Does it actually make any financial difference?      A.  I think it would put a marker on people who have been so exposed and it would allow various authorities to at least identify that cohort of people as the years passed because it has not yet been established whether there is any second or third generation risk attached to it.  This is the $64,000 question.  Are these people running into problems with fertility?  A paper released last week in the BMJ describing how GW1 veterans have developed unexplained fertility problems and the recent cluster of birth defects; is this a one‑off or is it something that is substantive and real?  I think it has got to be marked so that this can be followed as time passes.

THE CHAIRMAN:  I think I am going to ask Dr Jones to see if he has any questions.

36.  DR JONES:  I think I have read that the chemotherapy to which you refer and which is about to start is Methodrexate?      A.  Correct.

37.  DR JONES:  Would I be right in inferring that the anaemia unresponsive to iron is what often is still called and certainly always was called anaemia of chronic illness?              A.  Yes sir, you are not the first clinician to use that phrase.

38. DR JONES:  Did you ever find out the composition of the renal calculi?  What sort of calculi were they?     A.  All I know is that it was gravel and it went down the pan.  I never managed to catch one.

39.  DR JONES:  Not a big stone?     A.  No.

40.  DR JONES:  Small stones.  When you had the hepato‑renal failure, was that bad enough to need dialysis.     A. That was due to one impacted stone at the penicial (?) junction and I literally got away within 24 hours of requiring a cutaneous nephrostomy in Germany.  Fortunately it dislodged at last moment.

41.  DR JONES:  Was that stone analysed?    A.  No, that was done in Germany courtesy of the German health service.  If I may, I know the finger of suspicion was pointed at urates and uric acid problems but on two occasions I had my ancifusion (?) tapped and there were no biofringent crystals so I presumed that virtually rules out a uric acid problem.

42.  DR JONES:  Thank you.  We have heard from many veterans that one of their problems is memory impairment of one sort or another.  Is that a problem for you?                A.  It has not been a major problem but I am aware of very subtle things.  I used to be a very proficient cryptic crossword enthusiast.  I cannot get my brain --- it is almost as if I have forgotten a language.

43.  DR JONES:  It probably brings you down to the common level!      A.  I have one or two episodes where particularly when driving two or three hours have just disappeared and I have had no memory but on a day‑to‑day basis it is not something that forms a major facet of my life.

44.  DR JONES:  Another problem commonly referred to is mood swings.  Have they been a problem?      A.  Yes, but having subjected myself ‑‑‑

45.  DR JONES:  ‑‑‑ you have had a lot to put up with.        A.  ‑‑‑ having subjected myself now to seven different consultant psychiatrists I would like to say that it is more difficult to get a certificate of sanity than a certificate of insanity.  The way I view it is that, yes, I have mood swings, I am frustrated, I am angry and I am bitter.  I am all of those things because I am physically ill and I want to be better.  I do not think my physical symptoms are caused by a primary psychiatric disorder.  I do not think I have got PTSD although I have facets of it.  I do not think as such I have PTSD.  I think my essential character is much as it has always been.

46.  THE CHAIRMAN:  You were not actually in the Gulf so I suppose you would be less likely to get PTSD?  I do not know.  I suppose you can get it anywhere?     A.  As an operating surgeon there are many scenarios where you do not require a war to see nasty things.  I think if I had been through a war situation in essence it would not have been terribly different to a weekend on call in North West London!

47.  DR JONES:  Has any endocrinologist made any helpful suggestion about the acromegaly?     A.  No this is part and parcel of the problem that I have in that because the symptom cluster that I have is unusual people tend to take one look and then they wash their hands.  The endocrinologist said, “May I introduce you to my gastroenterologist,” who took one look at me and said, “May I introduce you to my rheumatologist?” who then said, “I think we had better get an endocrinologist to see you.”   I went twice round the loop and I said, “Stop, this is getting silly.”

48.  THE CHAIRMAN:  All that on top of the seven psychiatrists.  It must have been difficult.        A.  Yes.  This is the problem.  I have the linguistic ability to convey my symptoms and my feelings in what I think is a concise manner and even I have great difficulty in getting my point across to my colleagues.

49.  DR JONES:  It is an extraordinary list, is it not?    A.  You can see it in their eyes.  It says, “You are either a lunatic or this is malingering.”

50.  DR JONES:  Has anyone linked the posterior uveitis to the arthritis?       A.  No, I thought it was the anterior uveitis that had the established link.

51.  DR JONES:  But it is so rare.       A.  I have never met anybody with posterior uveitis.

52.  THE CHAIRMAN:  That is the eye thing?      A.  Yes.

53. DR JONES:  One final question, if I may Dr Hall.  Do you think your position, your situation, has stabilised or do you think it is still deteriorating?       A. No, I am getting worse.  There was a significant downturn from December 2002.  I took another turn for the worse at the end of October last year.  At the beginning of October I was still capable of washing and cleaning my car; by November I was not.  Then in terms of mobility since March of this year I have been extremely limited in walking and the only reason I have managed to walk across the road today is because I am on high dose steroids.

54.  DR JONES:  How much at the moment?        A.  80 milligrams a day.

DR JONES:  That is a lot.  Thank you very much. 

55.  SIR MICHAEL DAVIES:  Dr Hall, you have referred to an article in the BMJ about fertility.  I am not certain we are clear about that unless it was referred to in evidence.   A.   It was in last week’s BMJ.

SIR MICHAEL DAVIES:  Perhaps we could get a copy of that if we have not seen it already.

DR JONES:  Copies are available.

56.  SIR MICHAEL DAVIES:  You referred to the fact that you were more or less frog‑marched into having injections before you were expected to be deployed to the Gulf. Flight Lieutenant Nichol refused to have the injections as an officer but you were obviously not given that luxury and the idea of a voluntary scheme of protection does not appear to have been available to you?     A.  I was made an offer that it would have been churlish to refuse.

57.  SIR MICHAEL DAVIES:  You were given the chance to  refuse?          A.   No, I was well aware that Air Force law changed in nature and character in 1982, as I believe I have explained in my written statement.  I knew very well that service personnel had no right whatsoever to refuse treatment.  It was given as a direct order.

58.  SIR MICHAEL DAVIES:  When were you expecting to go to the Gulf after these injections?  Within a week or two weeks?  Were you given any indication that you would go to the Gulf?     A.  At the time I was working for the NHS.  I was seconded to the NHS and I was withdrawn from the NHS on Christmas Eve 1990.  I was given three separate pagers and I had to report into MoD every eight hours on the clock and kept on stand‑by to go at the drop of a hat.

59.  SIR MICHAEL DAVIES:  Until when?      A.  Until after the shooting war finished basically.

60.  SIR MICHAEL DAVIES:  And at which base were you required to report?      A.  In the first place it would have been to Uxbridge to receive instructions for further movement.

61.  SIR MICHAEL DAVIES:  And the injections?     A.  No, the injections were done at RAF Brize Norton.  Having been withdrawn from the NHS I was just left in limbo.  I was not attached to any RAF unit, I was living in the hospital residence in Harrow.  Every eight hours I had to ring MoD.  I was left like that for weeks.

62.  SIR MICHAEL DAVIES:  So you did not actually practise medicine in that period?     A.  No.

63.  SIR MICHAEL DAVIES:  Is there any family history of any of the conditions you have suffered, arthritis in particular?     A.  None whatsoever.  My parents have both died recently but they died at 78 and 82 and had a long and fruitful life.  I have one brother who is fit and well.  I know of no family predisposition to any form of illness.

SIR MICHAEL DAVIES:  Thank you.

64.  DR JONES:  Can I just ask your age?     A.  53, sir.

65.  THE CHAIRMAN:  One last question on an entirely different topic.  We did have some evidence from Lord Craig earlier on about what he described as the perennial problem of getting sufficient number of service doctors.  Could you explain that at all?  Was that your experience?  Was there a shortage?     A.  My service experience was that when I signed up in 1972 it was perceived as being a good thing to do and that there was a valuable, fruitful career ahead of you.  The training facilities MoD afforded by far were better than the NHS, way and above.  I had no difficulties whatsoever.

66.  THE CHAIRMAN:  That was in 1972?     A.  1972 through to 1986.  I had no complaints whatsoever and then I was sent out on three years’ secondment to the NHS and came out the loop, as it were.  It was only on my return to uniformed service that I noticed immediately the tremendous drop in morale.  All the familiar faces had gone.  There were not enough qualified hands to go round.  Recruitment was at an all time low.

67.  THE CHAIRMAN:  We are talking about recruitment of medical personnel?     A.  I am talking about doctors and dentists, yes.  There had been a major sea change in the three years I had been away in the NHS.  I presume it was a gradual thing.  I can only comment on it because I stopped wearing the uniform one day and three years later I put it back on.

THE CHAIRMAN:  Thank you very much, Dr Hall, that is very, very helpful indeed.  We are very grateful to you for coming.  Thank you.

The Witness Withdrew

PROFESSOR  ALBRECHT SCHOTT, Called 

68. THE CHAIRMAN:  We are now going to hear from Professor Schott.  If you would be kind enough to give your name and your address for the purposes of the shorthand note.       A.  My name is Albrecht Schott.  My address is Harnack Street 18, D14195, Berlin.

69.  THE CHAIRMAN:  Could you just start by telling us two things, first of all, what your general qualifications are and, secondly, how you came to hear about this inquiry and why you decided to come and give us your help?     A.  First of all, I thank you for the chance to give evidence here.  I am/was a member of the New York Academy of Sciences, Physiological Society, Biochemical society, IPPNW (International Physicians Against Atomic War). I studied chemistry because I was interested in biology.  In those times biological research was done using chemical methods.  After finishing university I went to the medical department.  I worked all my life in basic medicine, biochemistry and physiology and I have experience in agriculture.  It was a matter of survival after World War II.  I am retired and what I try is to use this network of experiences to find ways to overcome this Gulf War Syndrome problem.  I read a book by Professor Gunter, The Third Gulf War, so I know of the problem and I was struck by these things and I made a resolution on the banning of DU.  For the first time I present these thousands of signatures I collected and it is part of my evidence.  Step‑by‑step I entered this problem.  I was invited to a lecture for the Gulf War veterans’ meeting in Blackpool and then I had the idea that this was a chance to begin the chromosome aberration study.  I adapted the questionnaire to the special conditions of the Gulf War and made this questionnaire speaking with the veterans.  It takes one to two hours.  It is a very detailed questionnaire.  I forgot to add it but it is possible to do that.  Alex Izett was my assistant.  You know him.  The Association told me that they were unable to pay for the test and when the lab asked for money I had to make a contract for that.  I had to find an independent lab.  They had no money so I took a private loan, otherwise this test would not have been done and I decided that it had to be done.  Now I pay 30 per cent of my pension to cover the loan.  I am head of the World Depleted Uranium Centre.  This is a small but independent NGO.  We do not take any money from the government or industry or anyone else and we do what some others speak of and sometimes I do what others have not even thought of.  So my field of work is not only the Gulf War veterans, it is the whole aspect of depleted uranium and Gulf War Syndrome.  I agree that depleted DU is a matter on its own and I think something like your inquiry has some focus on the vaccinations.  This is absolutely okay and necessary and the DU is a matter on its own but all these harms - contaminations, vaccinations, tent disinfection and so on and so on - you find in the Gulf take place in one organism and they all are connected with each other and if you disturb at one point you change many or all others.  I have tried to divide my evidence into two parts.  One (you are lawyers!) is facts - strong facts - and the other part is to give an imagination ‑‑‑

70.  THE CHAIRMAN:  --- the theory.      A.  --- of what the problem is for me.  And point ten of my resolution on the banning of DU is to establish an international independent, independent, independent research institute on DU and Gulf War Syndrome.  You cannot look only to the vaccinations or only to DU, it is one matter because it takes place in one person.  The metabolic pathways of uranium and the consequences of the vaccinations go to the very interior of metabolic reactions, as we have heard now from Dr Hall.  May I ask something?

71.  THE CHAIRMAN:  Yes.     A.  I would be very happy if the Gulf War veteran Kenny Duncan were to be invited and not only Kenny Duncan but his wife Mandy and their three children.  Kenny Duncan because he is a Gulf War veteran, Kenny Duncan because he is the first of 66,000 ill veterans from the Gulf War of 1991 ‑ about 6,000 British and 60,000 US ‑ to win his Pension Appeals Tribunal ---

72.  THE CHAIRMAN:  The first what?      A.  --- His Pension Appeals Tribunal on the basis of my chromosome test.  I have permission to give this result of the Pension Appeals Tribunal.  It is part of my evidence.  And there you can read that the decision was based on the outcome of this chromosome aberration test.  Number two is not just to invite Kenny but to invite Mandy his wife because part of my evidence is the demand ‑ it is number six, page four ‑ to accept Gulf War veterans’ wives as war victims because Mandy Duncan, his wife, suffers from the so‑called burning semen syndrome.  One of my attachments is a scientific paper on burning semen syndrome.  It is attachment numbers 14, 17, 22 and 25.  There are already scientific papers on burning semen syndrome.  She is a living example of the suffering and consequences of burning semen syndrome.  It is torture for days for her and for him, for both of them.

73.  THE CHAIRMAN:  How did you come across him?  You are not a doctor, as I understand it      A.  I spent my life educating medical doctors.  I worked in basic medicine, physiology and biochemistry, so I was a teacher in the medical department and made my research there in tissue culture of nerve cells of the lower brain stem (breathing centres, energy metabolism of heart and smooth muscle function models of molecular physiology). 

74.  THE CHAIRMAN:  Was it his doctor, one of your pupils who mentioned his case to you or how did you come about him?    A.  No, Kenny is one of the chromosome aberration studies.  I know him personally from that and from the detailed questionnaire and from the contact we have had after that.  I have had close contacts with many of the veterans.  The reason why I demand that is firstly, because of the torture of burning semen syndrome and, secondly, they married after the war and they had three children and all three children are heavily congenitally damaged and therefore my proposal is to invite all five.  They are the living examples of that.

75.  THE CHAIRMAN:  I fully understand the relevance of it      A.  Yes.  They applied but until now they have not been accepted.

76.  THE CHAIRMAN:  Professor Schott, we shall certainly hear what they have to say (because they are here) in due course.  These are facts.  What is the theoretical point you want to make on depleted uranium?    A.  Just one point, point three, is that these wives let themselves be sterilised to prevent having more congenitally damaged children.  This is why I demand they be accepted as war victims and their congenital damaged children.  

Now back to the chromosome aberration test.  The whole group had damage of five times more broken chromosomes and the maximum is 14 times more.  That is Ray Bristow and I have written permission to say that.  My NGO is the decoding office and only I know the name of the tested person.

77. THE CHAIRMAN:  The average was five times the norm?      A.  5.2 times the normal.

78.  THE CHAIRMAN:  And the maximum?   A. The maximum was 14 times.   It is included in my documentation.

79.  THE CHAIRMAN:  Sorry to interrupt again but is it your view that this is more likely to be attributable to depleted uranium in some form or another rather than multi‑vaccinations?  Is that the case or it could be one or the other or what?     A.  Part of the questionnaire, especially the adaptation of the questionnaire for Gulf War conditions, has been to exclude all other causes of chromosome breaks.  That is gamma radiation, of course, beta radiation and cancer chemotherapy.

80.   THE CHAIRMAN:  I am afraid I did not get those words.  I expect Dr Jones will know what you are referring to but carry on.  These are other possible causes?    A. Yes, Gamma radiation from radioactive material or from medical treatment, beta radiation from nuclides that expel electrons, and cancer chemotherapy ‑ chemicals.  That means chemicals are able to make chromosome breaks and therefore I asked for that and I asked for the medication.  You will remember my comment to Dr D A Jones.  You will never, ever have 100 per cent security in science, but I excluded gamma radiation, cancer chemotherapy and beta radiation.  If a veteran had much gamma radiation around him he was excluded.  So it remains only the alpha radiation or the depleted uranium.  And, well, okay, depleted uranium shells sometimes have radiation coming from uranium 236 in the shells and this is produced only in the reactor (atomic power-plant), it does not naturally occur, and then it means it also had plutonium in it.  So we are sure that it comes from uranium and it has been known for decades that alpha radiation makes such breaks.  This paper that is added it is the first paper on chromosome breaks in Gulf War veterans 12 years after.

81.  THE CHAIRMAN:  It is very important     A.  Of course I have a question to the MoD why they did not do that.  I speak about my experiences on this point with the MoD.  They even refused to give us controls.  I have often been discriminated by the MoD.  They said there was a paper on chromosome breaks near Sellafield and Professor Schott was involved.  I never was involved in this paper.  I wrote a public letter to Ron Brown and asked for the paper and never got it.  Then there was this chromosome test mentioned in the newspaper and the MoD made the statement it was badly thought out and badly performed.  They did not know anything about this paper; it was not published.  They only knew it had been done.  After the paper was published they stopped that but they continued to tell me, “You used German controls not British,” and I made the statement, “What is the difference between British and German lymphocytes?”  It is done with lymphocytes but of course it is usual in research to have a control group of the same kind, of course, and we offered free of charge to the MoD to undertake this test and I gave them all the documents they asked for.  They asked for one and I gave them one.  When they asked for two, I gave them two.  When I gave them two they asked for four.  I gave them four and then they doubled it and then I stopped.   What I need is only five millilitres of blood from eight to 15 soldiers who have not been in the Gulf.  To make this work you must know the scenery of the battle.  You must know what is going on.  My colleagues proposed to take controls from the hospital staff. But the most contaminated are the staff in the hospital like Ray Bristow because all day long they cut off highly contaminated clothes.  Okay, so this is all still pending.  The matter of controls and ‑‑‑

82.  THE CHAIRMAN:  I think, Professor Schott, we have not really had proper time to study this.  We shall certainly study it.     A.  If you have any more questions you can contact me, write to me and I will give you all the information that is possible.  Of course this is not the total scientific literature about that, it is only part of it.

83.  THE CHAIRMAN:  Can I just ask a question.  There has recently been a study published in this country by the Royal Society, of which I am sure you are aware, on the health effects of depleted uranium munitions.  Did you give evidence to them or were they aware of your important work on broken chromosomes?      A.  In my former scientific life I worked on the function models of molecular biology and made a function model of haemoglobin and became a friend of Professor Max Perutz  from Cambridge, the Nobel Prize winner.  Also I know personally the former President of the Royal Society (Aaron Klug).  I met him at a memorial so I had a  connection to the Royal Society and when the paper was published ---

84.  THE CHAIRMAN:  He is somebody we know.  You are talking about Lord May?      A.  Yes and I sent to him the paper because I knew the Royal Society had a DU study group and they made some reports and the second report is a little bit more open to the problems of depleted uranium, to say it in this way.  They got it, they confirmed that they got it; nothing more.  And in this difficult situation ‑‑‑

85.  THE CHAIRMAN:  If I might just interrupt.  Dr Jones can understand the thick volumes, I cannot understand those but I can just about understand the rather slim summary of the whole thing.  I am not going to attempt to summarise it for your benefit but I think what they say is that you need to have very direct and close contact with depleted uranium to produce the kinds of results to which you refer but that as a generality you would be unlikely to be affected by depleted uranium just in the air, you would have to be in contact with a tank?       A.  Okay.  I must state that about 50 per cent of the researchers and of the scientists follow the government line, not just in UK but all over the world and it is the same in Germany.  What I am saying here is not for the UK, it is the same for all the states and the other countries.  So it is a difficult matter.  50 per cent is a lot.  On impact the DU shell burns because DU is pyrophoric, it burns by itself.  It reaches a temperature of about 3,000 degrees centigrade.  The higher the burning temperature is (this is my attachment one) the smaller are the particles of the heavy metal oxide ‑ in general, not only uranium ‑ and the less soluble they are.  This declares the so‑called ceramic DU.  It is like a very small glass bowl and it has not only the DU, it has a new high temperature chemistry taking place in the tank and there is not only DU, there are persons, and everything burns, equipment, everything burns, and these cancer‑ producing substances come to this dust, not only the DU, and this you inhale.

86.  THE CHAIRMAN:  Sorry to interrupt once again.  This obviously would be an explanation for a certain number of the people who have suffered Gulf War illnesses?            A.  It would be. 

87. THE CHAIRMAN:  But presumably only a relatively small number compared to the 6,000 or the 66,000?      A. Yes, it is a first step.  This is the first step of contamination.  There are many tank drivers alive in spite of impact by friendly fire.   This is possible.  If the shell goes there (indicating) you are burnt.  This dust is collected in the lymph nodes of the lung.  Nothing is absolutely insoluble and day‑by‑day it gives a little bit of DU in your body contaminating your body until today, so it still excretes uranium.  I have the urine sample of Dr Shanks.  The other part is soluble oxide and the size of this dust is down to ten angstrom.  Particles of the size of ten angstrom behave like gas.  They go to the air, to the atmosphere, and go around the globe.  The bigger particles go down but not, as a man at the MoD told me, within some ten metres.  My correspondence with the MoD is in there.  They go with the wind and they distribute.  Look to the UNep report on Yugoslavia.  They measured the air in parts of Yugoslavia and Bosnia where no battle took place, there is DU in the air.  And just as a joke when I give lectures I say I hope if you have a vacation island in the Pacific or somewhere else you check for DU before you stay.  It goes around the battlefield area. So it is possible that you are contaminated.  This is step two and so the number is bigger.  The parts that go to the earth are carried with the wind if you are in the desert so it distributes in this direction, that direction, that direction.  So you never know where the dust is.  You must measure.

88.  THE CHAIRMAN:  I follow.    A.  99 per cent of the shells do not hit and the more high‑tech our arms are, the higher is the percentage of shells that do not hit.  They go to the ground and it has been known nearly since the detection of uranium in Berlin in the 18th century that uranium is water soluble.  Most of the shells do not burn.  The scenery of contamination has some aspects.  Only a small part burns to dust but it is very effective because it can be inhaled.  The bigger particles goes to the ground and as it is water soluble it goes to the ground water and UNep demands the control in Yugoslavia (and of course all other parts) of the ground water. These shells lost 25% of their weight.  It comes up through the wells, is taken in by the plants, eaten by the animals and eaten by us.  This is a much bigger circuit.

THE CHAIRMAN:  I think you have answered my question and I think probably, unless there is anything else you would like to mention, I would like Dr Jones to see if he has any questions which he would like to ask you.

89.  DR JONES:  Professor Schott, do you believe that the toxic effects of depleted uranium are entirely related to the radioactivity factor or do you attribute them in part to the heavy metal factor?      A.  Yes of course.  The effect of uranium is a matter of low-dose radiation.  Low-dose radiation in research was bound to high-dose radiation and the effects were found by extrapolation from high dose to low dose.  This is just wrong.  In the UK there is Carmen Mothersill who worked in London and now in Ireland and in the US there is Alexandra Miller from the US Army Radiobiology Institute in Bethesda, Maryland.  They are the top in world science to find out what happens through low-dose radiation.  I added one of the papers of Alexandra Miller.  She has mentioned some papers since two years and nothing is published; maybe there are some problems.  The chemical toxicity is known.  I give in part seven, page five, some information about the knowledge of the toxicity of uranium.  It was known in 1950.  You can look in textbooks and there it is written that it is water soluble and chemically toxic.  All that has been known.  There are documents that prove that all countries using depleting uranium knew the effects of depleted uranium.  There are the documents.  Last night I read a document that in 1945 they had already studied the toxicity of radium, plutonium, uranium and polonium.  So the chemical toxicity of uranium is the specific toxicity of this element.  Some scientists say it is like lead.  That is absolutely false.  Each element has an individuality of its own coming from the shell of the atom.  So I already mentioned uranium goes everywhere in the body.

90.  THE CHAIRMAN:  Yes, I follow that.  You mentioned that earlier.    A.  It passes the blood/brain barrier, it passes the blood/placenta barrier, and it passes the blood/tesicle barrier.  It goes everywhere and develops a chemical toxic effect.  There is a US Army book saying that uranium even replaces the iron of the haemoglobin.  It goes everywhere.  There is one time in the life of a radioactive substance when it decays, only one time, and makes alpha radiation, and then it develops radiological toxicity and there is already evidence that not only the chemical and the radiological toxicities are toxicities of their own but that they enhance each other as well.

91.  THE CHAIRMAN:  Yes I follow, I think.  That is an answer to the question which Dr Jones asked.         A.  That makes it much different.  It is chemical, it is radiological and it enhances.  Alexandra Miller makes measurements with concentrations of uranium that are under the level of chemical toxicity but they will develop toxicity in combination.

THE CHAIRMAN:  I follow that.  I rather think it is time Dr Jones asked his next question.

92.  DR JONES:  That is absolutely fine.  I shall look forward to reading this.   A. One point makes it more complicated.  Other heavy metals are poisonous too.  There are other heavy metals in our bodies.  Alexandra Miller combined these other metals like nickel, iron and cobalt and they have stronger effects when they are combined.  There is included also a paper on the genal toxicity of uranium which is the reproductive toxicity of other metals, especially uranium, and which is known

93.  THE CHAIRMAN:  Professor, if I may say so, I think you have explained the matter so far as we are able to understand at the moment very, very clearly indeed.  What we obviously need to do is to look at your papers.  You have kindly said that you would be willing to answer any questions we might have.   A.  Of course.  There could follow discussions and I am of course free to do that.  Please allow me one more demand.  I demand to include Iraqi civilians in this inquiry.

94.  THE CHAIRMAN:  I think that is quite important.     A.  Our soldiers were there for some weeks; they stay there for 14 years every day.  I did not attach the photos of the babies that are not babies but you know ---

95.  THE CHAIRMAN:  I think what we would like to do now is to hear from Kenny Duncan and his wife because he was part of your pilot study.   A.  Yes.  He was part of that and he won his Pension Appeals Tribunal on this basis.

96.  THE CHAIRMAN:  And has had a claim accepted on the basis of damaged chromosomes.    A.  Of course it is difficult to invite five but at least it should be necessary to have Mandy because of the burning semen syndrome.

THE CHAIRMAN:   He is here.  Can we ask Kenny Duncan?

MR PLUMRIDGE:  My Lord, Kenny Duncan was a member of our Association.

THE CHAIRMAN:  I thought you were Kenny Duncan.

MR PLUMRIDGE:  No sir.  What Professor Schott referred to, he was one of a group of 2001 who were chosen at random.

THE CHAIRMAN:  Of course you are not because we have heard from you already.

MR PLUMRIDGE:  He applied for a war pension and was turned down three times.  Finally he had the condition of depleted uranium attributable to his service by the Pension Appeals Tribunal.

THE CHAIRMAN:  That was very recently, in February of this year?

MR PLUMRIDGE:  Yes, sir.

PROFESSOR SCHOTT:   It is included.

THE CHAIRMAN:  I am very grateful to you and I am sorry to have made the mistake.  Thank you very much, Professor Schott.  That was very helpful.  Did you want to ask anything on this highly technical matter?

97. SIR MICHAEL DAVIES:  Perhaps I could ask you this: you said at the outset that we had taken an interest only in the vaccination programme.     A.  Not only. I meant the balance between these items.

98.  SIR MICHAEL DAVIES:  I thought that is what you started off by saying and I think that that is not quite correct and in fact in a sense you are saying we are all subject to DU poisoning wherever we live in the world so there is the uniqueness about the vaccinations.     A.  I agree.

99.  THE CHAIRMAN:  Did you come over especially today or how long have you been over for?      A.  Yes, I came for this one week of expert hearings to know what my colleagues are saying about that.  I booked from Monday to Friday.   

100. THE CHAIRMAN: I hope you will be here tomorrow.  We have four experts tomorrow and indeed we have some further experts rather later on in August.  You can certainly keep in touch with what the experts are saying through our web site.  All you need to know is the address of our web site.     A.  I know that.  Please allow me one statement.  I co‑operate - and it was part of the lecture I gave in the University of Baghdad between the two wars -with all countries that are willing to work on the matter of DU, not looking to the fact if they use depleted uranium or not, just to co‑operate in the matter of the consequences of DU.  You know what I mean.

THE CHAIRMAN:  That is a very worthy thing to do.  Thank you very much.  That I think completes our evidence for today and we start again tomorrow at ten o’clock and we are sitting all tomorrow.  I think we have four experts coming tomorrow to instruct us.  Thank you all very much for coming.

Adjourned until tomorrow at 10.00 am
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