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MAJOR GENERAL PETER CRAIG, called
   1.  THE CHAIRMAN:   We are very grateful to you for coming this morning at short notice.  Could you start perhaps by giving your name and address for the purposes of the shorthand note.     A.  My name is Peter Craig.  I am a retired Major General, also a retired consultant surgeon, a consultant in accident and emergency medicine.  My address is Westminster Gardens, Marsham Street, London, SW1P 4JD.

   2.  THE CHAIRMAN:  Now, you have been good enough to provide us with a short outline of your interests in these matters and perhaps you could explain, first of all, in general terms what your involvement has been.         A.  If I may, my Lord, could I read this out?

   3.  THE CHAIRMAN:   Yes.      A.  Thank you very much for asking me to appear.  I started to take an interest in the question of Gulf War Syndrome, as it was called, in 1993 when the then Surgeon General dismissed it out of hand in a letter to the British Medical Journal.  I then consequently checked with the military hospitals whether there were any cases which could not be explained on purely organic grounds.  Then in 1998, as I was unclear whether we were missing something, and I had been out of the Army for four years by then, I joined the Royal British Legion’s Gulf War Group when Dr Norman Jones was one of the senior medical advisers.  I have remained on it to this day and I also sit on the Depleted Uranium Oversight Board.  Incidentally, I also chair a trust charity which supports war veterans and have a peripheral knowledge of this whole difficult and contentious area.  

I have scanned through the entirety of those dispositions already reported on your website, and of course that did not include those of yesterday.  I think that they give a very clear replica of the type of testimony which I have also heard in the Pensions Appeal Tribunals.  There are of course many inconsistencies, but the theme is fairly constant.  They do not feel well, probably are not well and wish to blame the situation on the Gulf War.  I notice that a number of those giving you evidence did not in fact serve in the Gulf.  

With regard to the evidence of Lord Craig and General Sir Peter de la Billiere, I would confirm that the medical deployment was adequate.  The five per cent casualty figure for the total force per day was indeed correct, 30 to 40 per cent of who were sadly expected to die and this was based on the north-west Europe scenario of a heavy-metal tank confrontation.  This was the only figure we had with which to construe a medical support plan at that time.  The strategists confirmed this figure to us as medical planners in December, some three months into the planning process.

Rather than there being a paucity of medical support both during and after the Gulf War, the Defence Medical Services were accused of over-egging the medical support and this was a major factor in the almost complete destruction of the secondary-care element of the Defence Medical Services in consequence of the Defence Costs Study which followed, a subject which Lord Craig alluded to by inference.

The chemical threat: it was well recorded that Halubja was attacked by cyanide, the Iranians with mustard gas, some of whom came to London and Brussels, and that sarin/cylosarin was blown up inadvertently at Khamisayiah and possibly two other smaller sites.  The NAPS issue, in my view, was as follows: in the British Army of the Rhine, or the First British Corps, the decision to start NAPS rested solely with the Corps Commander.  I suspect that much the same happened in the Gulf.  It appears that many did not in fact take it.  It had been shown to block 30 per cent of all antichlolinesterase receptors, but was then released in such a manner as to allow some receptors to function even after a potentially fatal dose of organophosphorous nerve agent.  The tests -----

   4.  THE CHAIRMAN:  I am not sure that I understand that sentence.  Could you just explain that sentence again, starting with, “It had been shown to block 30 per cent ….”                                                 A.   The human has a string of receptors, several of which, or hundreds, are antichlolinesterase receptors.  If that is totally blocked, then you would have all the symptoms of death from a nerve agent.  What was found with pyridostigmine bromide was that it could block 30 per cent of those receptors, leaving the individual capable of functioning adequately and exercising, but in the event of an attack, it was then released and allowed active antichlolinesterase then at that point to continue to function and stop fatalities.

   5.  THE CHAIRMAN:  Yes, I think I see that.      A.  The tests had been extensive over decades and no harm was shown.  Further, the therapeutic doses for a condition called “myasthenia gravis” reached 1.2 grammes per day, which is considerably more than ten times the prophylactic dose, with no known side-effects.  Some NCOs may well have given code names to the vaccines, but this is an assertion, in my view, of inappropriate authority, but I have seen on some documentation code words being inserted.

Turning to the Khamisayiah pit, regardless of the plume argument, about which I am quite sure you are likely to hear a considerable amount next week, the large bulk of British Forces had either been withdrawn or were in the border region between Iraq and Kuwait, which is variously between 150 and 250 kilometres away from al Nasairiah, which is near Khamisayiah.  The dilutional effects of a distance of this length would, in my view, reduce any sarin leak to microscopic proportions and no one complained of the symptoms of OP nerve agent poisoning at that time.  The Matsumoto and Tokyo attacks, again with sarin, on the undergrounds had very high concentrations and were followed up for at least six months.  Minor vestibular damage, that is balance, was found in a few, but had none of the symptoms described by our veterans.  The one UK serviceman near Khamisayiah was, I was told, a liaison officer with the United States Army. 

In the light of some of the evidence I read on the Net, I contacted a colleague in the French Medical Services in an attempt to clear up this issue of their soldiers being effectively immune to the symptoms.  He confirmed in writing, which I have brought today, that they did not receive either anthrax or plague vaccines and only a few took pyridostigmine bromide, NAPS.  By chance, on 13 July this year, two weeks ago, the results of an independent inquiry under Professor Roger Salamon concluded that the French had no specific Gulf War Syndrome or related illness.  Many had complained of similar symptoms to those of both our veterans and those of the other coalition forces who took part.

Paul Tyler, in his evidence, referred to the purchase of organophosphorous pesticides from the Saudis.  All I can say is that a lot of local purchase of numerous items did take place and I presume that these included the OP, malathion.  The environmental health technicians and officers I had worked with in our divisional team at Herford, which was the headquarters of the Fourth Armoured Division, were hugely professional and I find it impossible to imagine that they indiscriminately distributed malathion without standard precautions.  The fact that the label of contents was written in Arabic would not have stopped them from checking them through an interpreter.  I had two tours in Oman in the early 1970s, one when Sir Peter de la Billiere was there.  If there was a problem over Arabic instructions, we made absolutely sure through our interpreter beforehand.  This does not, however, discount the possibility that some troops may have been exposed to OP pesticides and the paraoxanase question remains unexplained, and I can elaborate on this. 

I read the evidence given by the large number of veterans, most of whom, but for Larry Cammock of the Royal British Legion’s Gulf Veterans Association, and John Nichol, I suppose, belonged to the National Gulf Veterans and Families Association, which is different.  There was a consistency and similarity of the claims and allegations, which is entirely in keeping with that which I have listened to previously in court.  There would seem to have been a sub-conscious process of education going on here and I think this may have happened also at Ty Gwyn and Tyrrwhitt House, and I understand Dr Alan Jones came to see you yesterday.  If this conclusion is correct, then the veterans have been done an immense disservice, as that will immediately undermine their case.  I got the impression from some of the panel’s questions that a modicum of doubt had been experienced as to the presentation of the symptoms and as to whether some of the evidence was perhaps overstated.

I can explain what the Depleted Uranium Oversight Board has been, and is, doing later.

I think I can outline the Service Pension Order and the Pension Appeal Tribunals which many have referred to.  I note that many of the veterans are in fact receiving war pensions for signs and symptoms of ill-defined conditions.  In this I agree with Dr Graveston, who gave evidence to you the other day, that this is not recognised as an international classification of disease, number 10 diagnosis, as it was I who drew this fact to the attention of the PAT when sitting on the Rusling case.

The GAO report fails to establish what dose, if any, the troops might have suffered and refers to rodent studies using percentages of lethal dose 50 levels, which is that required to kill 50 per cent of the rodents.

   6.  THE CHAIRMAN:    Which GAO report are you talking about?       A.  The most recent one, my Lord, here (indicating).

   7.  THE CHAIRMAN:    We had better identify that, had we not, for the purposes of the record?  This is the report of Congressional Requesters(?), dated June 2004, its conclusions.            A.  Correct, using percentages of lethal dose 50, or LD50, which is that required to kill half or 50 per cent of the rodents.  These of course were levels grossly in excess of any possible human exposure.  

In terms of expert evidence, I do hope that you will at least ask Professor Coggan, who is the Chairman of the Depleted Uranium Oversight Board and also Op Telic, and Professor Davies, from the Vaccine Interaction Oversight Board, but I have seen this morning that Professor Banatyala is coming to see you and possibly Professor Davies might do as well.  

   8.  THE CHAIRMAN:   Yes.     A.  Could I suggest that Dr Michael Mackness might be asked to come and see you as he is the toxicologist from Manchester and is, I would think, the paraoxanase expert in this country at the present time.  I also feel that the Medical Research Council, who presented their study in the House of Lords, should perhaps send a representative in order to justify their conclusions.

I make a suggestion now, and it is a pure one-off suggestion, but one possible way of solving this issue would be to have a cut-off date, say, today, after which no claims for Gulf-related illness would be accepted and to settle those 3,000-plus who have so far claimed and not yet been compensated.  By that, I am qualifying it because of course many have one way or another under different labels.  To suggest that the condition exists, which would automatically result in compensation after this date, could possibly result in an avalanche of new claims for symptoms, which are now well known and well rehearsed.  Many of course are already well recognised by the Veterans Agency under titles, such as chronic fatigue syndrome, signs and symptoms of ill-defined conditions, Fibromyalgia, low back pain syndrome and post-traumatic stress disorder, and all are open to being reviewed or being subject to supersession. 

Allegations have been made that veterans are dying weekly of Gulf War Syndrome.  The figures from the MoD on this issue, which I have no reason but to trust implicitly, show few Gulf War veterans dying than their comparator group with no prevalence of any reason other than a higher incidence of road accidents possibly associated with increased risk-taking and the so-called “healthy warrior” effect.  The concept of the “healthy warrior” effect, I am not sure whether the panel is aware of this.  

   9.  THE CHAIRMAN:   I think you had better explain it.     A.  In essence, what has happened on most of the epidemiological studies which have been done on a variety of problems which have arisen, including that of the nuclear tests in the South Atlantic, have found that the individuals involved, generally speaking, have less in the way of disease and less in the way of mortality when compared to a comparator group.  Now, the comparator groups are always those which have tended to be non-deployed, either in England or Germany, and one of the factors about deployment is that in general terms servicemen have got to be, as they say, A1-fit to be deployed, so they actually do start off, by and large, fitter than those who are not deployed, and that is known as the “healthy warrior” effect.  Even suicide rates are the same.

Dr Graveston gave evidence and referred to a fax being miraculously found  Now, this was the one I was accused of seeing and actively ignoring.  I shall speak on this, if I may, and leave with Mr Mehan the two relevant letters.  I hope that the whole vaccine issue should be available to your Lordship prior to the completion of your Inquiry from the Vaccine Interaction Oversight Board.

I trust that you have been given Mr Justice Newman’s judgment on the Rusling case, the conclusions of which are important to this Inquiry.  If necessary, I do have a copy.  

   10.  THE CHAIRMAN:    Why do you say they are important?      A.  Well, because of the phraseology used by Mr Justice Newman.  The point about the Rusling case in the High Court, because the Ministry of Defence took it to the High Court, was really a question of labelling of the condition, and the conclusion of the Pensions Appeal Tribunal in Leeds which sat, and I was on it, was that in fact they had no right to change the label because the claim was for Gulf Syndrome, and then it slightly changed to “Gulf War Syndrome” by Mr Rusling, and they changed the label arbitrarily to “signs and symptoms of ill-defined conditions”.  He said, “No, come on, I claim for Gulf War Syndrome”.  This then brings into question actually the High Court case of Royston which applies very pertinently to the Pensions Appeal Tribunals.  That is where there is no corroborative evidence at all that the individual ever suffered from the illness or from injury, and they quote that case.  The present regulations stipulate that the onus of proof then goes on the individual to prove beyond reasonable doubt that he did as opposed to raising a reasonable doubt based on reliable evidence, so that was the Royston case.  

This was our feeling: that if they had quoted Royston, it would have been tantamount to accepting that there could be such a condition as Gulf War Syndrome, so they did not quote Royston, so we changed it and it then went to the High Court and Mr Justice Newman’s conclusion, in outline, was that this was a technicality and it did not mean, and it should not be interpreted as meaning, that Gulf War Syndrome was an entity in its own right, and that is why I drew your attention to it.

   11.  THE CHAIRMAN:   I think that completes your statement, does it not?      A.  It does, yes.

   12.  THE CHAIRMAN:  Perhaps you could explain first of all why it makes a difference, whether in terms of money or in terms of acceptability by the veterans, whether it is called “Gulf War Syndrome” or not.  If it is something which is attributable to service in the Gulf, does it in fact matter in money terms what it is called?        A.  Well, what happens is that once a condition has been given attributability to service, then the issue goes back to the Veterans Agency, which used to be the War Pensions Agency, who then decide what percentage of pension they are going to award the individual for that attributable condition, so yes, it would affect it or could affect it anyway.

   13.  THE CHAIRMAN:    But why?       A.  Well, because if they have got an attributable condition, they either give a nil award or they give a percentage.  Now, if they give a percentage which the individual disputes, then they can come back to the assessment tribunals of the Pensions Appeal Tribunal, as opposed to the entitlement ones, and argue their case, that they have been under-assessed.

   14.  THE CHAIRMAN:    I am not sure that I really follow that.  What is not clear to my mind is that if, let us say, the condition from which they are suffering, call it what you like, is 100 per cent attributable to their service in the war, does it then matter whether one calls that condition “Gulf War Syndrome” or a series of other conditions, if you like, or however you describe the conditions?      A.  The question of attributability is that it does not bring in percentages.  It is either attributable or it is not.  It is the assessment process which takes place after attributability has been given by the Veterans Agency that accrues percentages.

   15.  THE CHAIRMAN:    I cannot still quite understand that.  You say that at the attribution stage, you are simply concerned with what – with whether the veteran served in the war or not?         A.  No, whether the condition – it is a question of causality, my Lord, that there has got to be a condition and the next stage is to say that it is attributable and, therefore, caused by the service and that is the first phase.

   16.  THE CHAIRMAN:   Well, if the condition is 100 per cent attributable, why does it then matter what you call it?       A.  Well, that is a question which really ought to be answered probably in the documentation you receive now from the Ministry of Defence because the War Pensions Agency, before it was taken over by the Ministry of Defence, followed by the Veterans Agency, refused to accept that there is any such condition.

   17.  THE CHAIRMAN:    Well, we will obviously have to investigate that and probably Dr Jones will want to ask you about that.  Could I just ask you about the second paragraph of your statement here.  You said that you have noticed that a number of those giving evidence had not in fact served in the Gulf, but a number of those who said they had not served in the Gulf did actually receive the multiple vaccination.         A.   Some did.

   18.  THE CHAIRMAN:   I think, so far as I know, all.         A.  Of the people who came to see you?

   19.  THE CHAIRMAN:   Yes.         A.  Well, I cannot comment on that because I have not seen those cases.

   20.  THE CHAIRMAN:   And indeed so far as at the moment, there is very little evidence of somebody who appears to have suffered from a condition similar to what others are suffering from who did not receive the vaccination.  I think there is one case.       A. Well, that is something which I cannot answer, but in fact the great problem, as far as I see it, over the vaccine issue is that there is no doubt at all that the documentation was not done according to the rules.  A large number were done according to the rules and it was inserted on the docket which contains the medical notes known as the “F-med 4”, but quite a number of units have used lists and the names on those lists were not necessarily then transferred to the F-med 4 and in some cases were not kept, while in other cases they were kept, so there is some doubt as to quite who did get the vaccinations.

   21.  THE CHAIRMAN:    Well, there does not seem to be any doubt among those who have given evidence to us, but maybe we shall once again get more information when we look at the documents which are being provided.          A.  Possibly, yes.

   22.  THE CHAIRMAN:     Now, there is a suggestion here that some people, and I do not know how far you go with this, may only be claiming because they have read that others have claimed after the two representative organisations came into existence.  Now, you are not suggesting, are you, that that has encouraged veterans to make claims which are false claims or anything of that kind?         A.  Well, my concern is that I am not absolutely convinced by the veracity of some of the evidence which I have personally heard.

   23.  THE CHAIRMAN:     You personally, what in ----          A.  In the Pensions Appeal Tribunals, and at the very least in certain instances it has been exaggerated, but it does bring in this very difficult issue which is really the essence of all the tribunals and that is trying to differentiate between illness and complaints for which there is no apparent organic explanation and what is known as “illness behaviour” where the illness subsumes the individual and they then get into a state where they are genuinely of the belief that they have got what they think they have got.  This is really the essence of the tribunals and that is what we have to establish.  It is true of them all because I sit on the appeals service as well.

   24.  THE CHAIRMAN:    But assuming for a moment it to be so, that you have come across cases where you feel that the symptoms have been exaggerated or possibly even non-existent, I do not think you are going obviously so far as to suggest that that is true of all the Gulf War veterans.         A.  By no means, no, of course not.

   25.  THE CHAIRMAN:    Well, clearly not.          A. But certainly in some instances I think that is the case.  I am afraid to say that, just as an example, one chap I saw most recently, he was based in Riyadh with 205 General Hospital there and he claimed that the scud missile which landed about a mile away, which they went to see, contained depleted uranium, which is abject nonsense.  He also claimed that he inhaled depleted uranium from Iraqi prisoners of war.  To my knowledge, none ever got as far as Riyadh.  They were all dealt with either by 22 Field Hospital or 32 Field Hospital, which was up in a place called Al Qaysumah, just short of the Iraqi border.

   26.  THE CHAIRMAN:   Do I understand that you subscribe to the view that only one or possibly no member of our forces was within the Khamisayiah plume?           A.  Well, I cannot because obviously with this GAO report, there are a great deal of questions about the size of that plume and how far it went, but certainly that was the wisdom, such as it was, at the time, in about 1998, which Dr Jones, I am sure, will remember at the Gulf War Group.  There was one liaison officer, but they thought there could have been as many as 100,000 US troops involved, but all ours were down really either in Kuwait or just south of Kuwait on the Iraqi border.  If one looks at the map, you are looking at a distance here of about 150 to 250 kilometres, so even if there was a downwind plume from that site, the question then arises: was there actually a hazard because of dispersal?  As far as I can see, I cannot see any evidence that they tried to quantify what sort of explosion could have occurred to the American’s, much less ours. 

   27.  THE CHAIRMAN:   At any rate, you do not subscribe now to the view that only one, possibly none, of our -----          A.  I really do not know, I am afraid.

   28.  THE CHAIRMAN:   You are, as it were, expressing no view one way or the other about that?       A.  I really do not know.

   29.  THE CHAIRMAN:     The other thing I wanted to say is that I think your suggestion in paragraph 15, if I may say so, sounds like a very sensible suggestion, in other words, that you are saying that it would be helpful in trying to settle the problems with which we are faced to have, as it were, a cut-off date at some point.           A.  Well, that is a proposal.  Obviously it is now 14 years down the line and new cases really, as far as I can see, regardless of ideology of this condition, at that length of time would be very, very hard to accept.

   30.  THE CHAIRMAN:    But that leaves the room, again in your suggestion in paragraph 15, that taking those who have already claimed or made claims that there might be some way, as it were, of dealing with them and I do not know what your suggestion is in order to reassure them.         A.  Well, it would really be to some extent a pragmatic approach.  We have had something like certainly eleven years of extensive research right around the world, particularly in the United States and in this country, which has not convincingly really come up with any one thing, with the possible exception, in my view, of organophosphorous pesticides.

   31.  THE CHAIRMAN:    But, if I may say so, I think nobody suggests that there is any one thing which is responsible, do they?         A.  Well, I think that is the Holy Grail which an awful lot of people have been looking for.

   32.  THE CHAIRMAN:    There is a lot of evidence that a number of different things may have been responsible.  The search for a single cause -----          A.  But even the synergistic effects of all the various factors at play may explain it, but it is extremely difficult actually to tie them all in together, in my view anyway, speaking as a doctor.

   33.  THE CHAIRMAN:     But then if the Ministry of Defence were minded to accept, as it were, as you put it, a cut-off date, if that were the proper approach to the problem as it exists, how should they then deal with those who have made cases, the 6,000?  You say some 2,000 are in receipt of war pensions, as such.      A.  I am sorry, I did not mean to say that.  I understand that there are something over 3,000 who are complaining of illness related to their Gulf service who have not yet been compensated.

   34.  THE CHAIRMAN:    In any form?        A.  Well, they may have it for various other things, whatever it may be, but, as far as I understand, I think the figure which you were given by Private Lieutenant Nichol of 5,965, I think, or something like that -----

   35.  THE CHAIRMAN:    That includes gratuities, does it not?   I do not think he was saying that 5,000 were in receipt of war pensions.       A.   Well, I had better explain the payment system.

   36.  THE CHAIRMAN:      Yes, that would be very helpful.          A.  What happens with the assessment process, to which I earlier alluded, is that up until a 20 per cent disablement, there are three brackets, 1 to 5 per cent, 6 to 14 per cent and 15 to 19 per cent, and they all pay gratuities.  They are referred to, however, as a war pension even though it is a one-off.  From 20 per cent up to 100 per cent, that is paid on a monthly basis and the amount, because I think somebody did ask how much it amounts to, in essence, it amounts to really just slightly more than £1 per per cent per week, so you get about £34 for 30 per cent and you get about £110, per week, that is, for being 100 per cent.

   37.  THE CHAIRMAN:    Do you know what it would cost if the 6,000 veterans were all, as it were, upgraded to 100 per cent war pensions?  What would it actually cost?  Have you any idea?   I am not suggesting you should have.           A.  It would cost probably about £5,500 per veteran per annum if they were given 100 per cent war pension.  What I was suggesting though as a pragmatic approach would have been a one-off payment to close the matter.

   38.  THE CHAIRMAN:    A one-off payment to close the matter?          A.  Yes.

   39.  THE CHAIRMAN:   But if they were all upgraded to 100 per cent, let us say this, it would mean they would all be getting £5,500 a year instead of something less than that?            A.  Yes, index-linked and tax-free.

   40.  THE CHAIRMAN:   And again you cannot obviously work out because you have no idea what that would actuarily work out at over the likely ------       A.  I have got a calculator!  But that is the figure approximately.

   41.  THE CHAIRMAN:    But your idea perhaps was not that.  Perhaps I had thought for a moment that was your idea.           A.  No, I was not suggesting that they were all given 100 per cent pension for one moment.  I was suggesting that after a cut-off you just say, “Okay, we accept it, but there won’t be any more”.

   42.  THE CHAIRMAN:   How would you calculate that sum of money?  How would that be done?        A.  I would suspect it would have to be very heavily negotiated between the veterans and the Ministry of Defence.  

   43.  THE CHAIRMAN:   So there are two possible ways.  One would be to upgrade everybody to 100 per cent or 80 per cent, or whatever it might be, war pension, and the other would be to make a single payment almost by way of gratuity, I suppose.           A.  Correct, because, as you appreciate, I am sure, far better than me, the MoD have produced a voluminous amount of material here, but I would really like to reiterate Paul Tyler’s evidence in which he said, “Look, it is a great shame that nobody, no Minister or anybody else from the Ministry is coming to your inquiry”.  

   44.  THE CHAIRMAN:    Yes, but I do not think that it would be possible for us to negotiate with a Minister.  That must be done clearly by somebody on behalf of -------           A.  Well, I presume by the two big veteran organisations which are involved, the RBL Gulf War Group and also the National Gulf Veterans and Families Association.

THE CHAIRMAN:    Well, it is time I handed you over to Dr Jones.

   45.  DR JONES:   Could we stay with the pensions issue for a moment.  I was not quite clear from what you said, with reference to the Rusling case, who changed the label.              A.  The then War Pensions Agency.

   46.  DR JONES:    I understand that the percentages are awarded on an assessment basis, but who decides what 100 per cent is?       A.  Either the advice given by the Veterans Agency doctors up in Norcross or a Pensions Appeal Tribunal.

   47.  DR JONES:     I suppose it is a relatively small point, but you stated understandably that now, 14 years on, when we were talking about a cut-off point, that new cases would be very hard to accept.  I suppose one would have to make an exception for cancer.        A.  Yes, I agree.

   48.  DR JONES:    Because of its time course and the way that it is not inconceivable that in ten years’ time it will be established that there is a greater incidence of certain malignancies.      A.  Yes, of course.  That is perhaps, I think, a more difficult topic in relation to the nuclear tests in the South Atlantic because we are now, with them of course, in the cancer-bearing age group and even on that it is an issue which is actually not all that dissimilar to this one where the US have accepted far more diagnoses of cancer or, rather, cancer diagnoses than have Britain, but there are some of those which have also come to the Pensions Appeal Tribunals and there is an absolute denial that there was any exposure, apart from one ship and a few people who flew through the clouds, to ionising radiation in the South Pacific.  Again, you see, one does see cases where really, from a medical point of view, the late onset of papillary thyroid cancer is one which really needed to be awarded and that is precisely what we did in an entitlement tribunal.

   49.  DR JONES:   But it would not be beyond the wit of man to keep a loophole, would it?        A.  No, I think that that would have to happen and this would not stop anybody coming back for conditions which were completely unrelated to the Gulf War other than injuries or direct illness which occurred there as opposed to the so-called syndrome.  I am not sure I have been terribly clear there.

   50.  DR JONES:   I understand.   Could I just turn, if I can find it, to the French evidence which you very helpfully alluded to in paragraph 8.  Would you like to find it.         A.  I have actually two print-outs here and a letter.   The letter came from a Professor Nedellec from Paris with a French Ministry of Defence heading to it and it is brief and says precisely what I have just told you about that.  Then in addition, there is a website which is produced on Tuesday 13 July at 4.31, which says, “French study concludes there is no ‘specific’ Gulf War Syndrome”, and there is a brief summary of that.  Then in addition to that, I have pulled off “Audition du Professeur Roger Salamon”, which is in French and is actually in large part very repetitious of exactly the work which has been done in this country and in the States, but I have also brought that with a view to handing it over to Mr Mehan as well.  

   51.  DR JONES:    Obviously in the very abbreviated summary of the whole issue which you have given us here, it may possibly prove to be the answer to my question, but I am not entirely convinced about the compatibility of some of it.  In your first sentence, you say, “I contacted a colleague in the French Medical Services in an attempt to clear up this issue of their soldiers being effectively immune to the symptoms”.  Then lower down we come to Professor Salamon’s conclusion that there is no such thing as Gulf War Syndrome, but your last sentence reads, “Many had”, presumably veterans, “complained of similar symptoms to those of both our veterans and those of the other coalition forces”.            A.  That is right, but unfortunately I have not been able to quantify that.

   52.  DR JONES:   At face value, it does not seem entirely consistent.           A.  Well, I mean it could be consistent, but it is just that their inquiry, the Salamon inquiry, which is only two weeks old now, has not been able to identify a specific illness, but there are -----

   53.  DR JONES:   Would it be fair to conclude that that inquiry would not have taken place unless there was a reason and the reason was ------        A.  Well, the reason was that there are veterans with symptoms.  What Paul Tyler said and what I have heard previously, you see, and I am sure you have as well at the RBL meetings, is that the French for some inexplicable reason were not suffering from it at all and that of course put the finger in a big way on the vaccines, but it does seem as though quite a lot of them are complaining of it.  Is Professor Simon Wessely coming to see you?

   54.  DR JONES:   Yes, he is.     A. Because obviously Professor Wessely’s work has identified a whole string of people with similar symptoms who were never deployed or who were deployed into the Balkans, so it is not universally restricted of course to the veterans.

   55.  DR JONES:   Before we move on to uranium, I have just got one question about paragraph 9, where you state, “…the paraoxanase question remains unexplained.  I can elaborate on this”.  May I take you up on that.           A.  I have a brief which I gave to Paul Tyler for use about two years ago which I have included as well.  This was an intriguing piece of research.  Paraoxanase is an enzyme which we all have to a greater or a lesser extent, and I say that intentionally because the level at which it is expressed or produced by individuals does vary.  The second concept to be grasped really on this is that there are different mosaics genetically.  Two of those are specific really for dealing with organophosphorous pesticides  and there are two which are specific to organophosphorous nerve agent.  Now, why we should be given that is completely unknown, but actually that was the case.  A preliminary study was done by Professor Wessely who sent, and I cannot remember the figures, but I think it was 100 specimens of blood up to Dr Mackness, who was the chap I mentioned to you, and he found that the expression of paraoxanase in total in that group was actually less than a comparable group of Mancunians that he had pulled in off the street.  Now, having got that result, which was very interesting at the time, it was then extended along with DNA evidence and what Professor Wessely then did, which was published by Hotopf and I have got a copy of this paper for you anyway, what they then did was to look at symptomatic veterans of the Gulf and non-symptomatic veterans of the Gulf from the original large series which they covered and then symptomatic people from Bosnia and from the UK who were never deployed in the first place.  The results were unexpected, to say the least, in that the overall paraoxanatic expression in the Gulf group was again approximately half of the others, so the conclusion that he had to draw was that this was a deployment effect because there was actually no difference whatsoever between the symptomatic veterans and the asymptomatic veterans.  Now, that was an avenue which I personally took very seriously before we got the results of this study because I really did wonder whether or not this might be a single explanation and that was really based largely on the experience of the sheep dip farmers in Cornwall and Northumberland and around the place who were complaining of very similar sorts of symptoms.  Obviously if the veterans had had the major reduction in paraoxanase for whatever reason, including congenital, then they may be congenitally more likely to suffer from OPs than the asymptomatic ones.  Have I made myself clear?

   56.  DR JONES:   I think I am right in saying that we have the Hotopf paper, but I think I am right in saying that rather a similar sort of situation has been found in, I think, Scottish sheep-dippers, those with and without symptoms.          A.  With paraoxanase?

   57.  DR JONES:    Correct.          A.  Again Dr Mackness, I am sure, will know.

   58.  DR JONES:    I think it was actually a Scottish group that did this.          A.  Yes, but he would know because he did his PhD on sheep dip.

   59.  DR JONES:   Yes, indeed. I have no more questions relating to pensions or paraoxanase.  Do we wish to go back now to depleted uranium?          A.  Can I just make one more point about the Service Pension Order, if I may.  I am not altogether sure that you are fully aware of the rules governing attributability.

   60.  THE CHAIRMAN:   The truth is that I am not and that was why I was very anxious to hear what you had to say on this subject.          A.  Well, in essence, at the moment and it is due to change next year, but, in essence, and I hope I get this right -----

   61.  THE CHAIRMAN:   Is this as a result of legislation going through the House which is going through at the moment?         A.  Yes.  The Pensions Appeal Tribunals were actually formed just after the First World War and the phraseology used was quite interesting because they were set up to protect the individual veteran from the “overriding power of the State”, which was quite interesting terminology at that time.  In essence, I think that that is still the case now.  Now, under Article 4, of which there are four subsections, the burden of proof is on the Department to prove that a claimed condition was not caused by the military service, but Article 4 only applies to the first seven years after the termination of service, so in some cases there may be no case to answer.  I quoted the case of Royston to you earlier and there will then obviously be alarm bells going off, or the courts say, “Look, we need to know a bit more about this”, and then there is a case to answer and we hear, but that is likely to go, but it is a seven-year rule under Article 4.  Article 5 at the present moment is after seven years and the law is such that the individual has to raise a reasonable doubt based on reliable evidence, and there was a further High Court case of Bennett on what “reliable evidence” meant and whether or not there had to be corroboration.   In essence, what it said was “not fanciful”.  If the Tribunal believed the evidence given to them by the individual, direct corroboration would not then be necessary, and this actually got round to a great extent the paucity of medical documentation of some of the statements of case.  That is due to change.

   62.  THE CHAIRMAN:    And the change next year, is it going to make it five years instead of seven or is the burden going to remain throughout on the MoD rather than on the individual?       A.  No, it is going to go to the individual as in the civil compensation law or the balance of probabilities, and this is not approved of, as you can understand, by quite a number of organisations.

THE CHAIRMAN:    Before we go to DU, I do not know whether Sir Michael had a question up to this point.

   63.  SIR MICHAEL DAVIES:    Up to this point, yes.  Could I ask you a question about paragraph 10 where you say that “a sub-conscious process of education” may have been going on here, “and I think this may have happened also at Ty Gwyn and Tyrwhitt House”.  We heard yesterday from Dr Jones, who has apparently had some 2,500 war veterans from different campaigns under his care, that he found, and reported to Wing Commander Copo(?) that he felt that there was something other than psychosomatic illness in the case of war veterans from the Gulf and he expressed his unease from his experience of dealing with so many veterans.  You did not of course have the advantage of seeing his evidence from yesterday, but I wonder what comment you would have on the fact that he identified from his experience of 2,500 veterans that there was something different about 440 veterans who had gone to the Gulf.  Yes, sorry, not all of them had been deployed, but he had seen 440 with Gulf War illnesses.        A.  One of the difficulties actually with this is that nobody is arguing for one moment that Dr Jones has not got a huge experience of veterans who have been through Ty Gwyn and elsewhere because he did clinics all around the country as well.  What some feel he should have done is to actually publish this data and have it peer-reviewed and he has never done that, to my knowledge.  I am afraid that is a pity because I think everybody who is involved at all would be very interested indeed in a peer-reviewed paper from Ty Gwyn.  

This business of sub-conscious education, on the other hand, for conditions, for instance, for post-traumatic stress disorder, which is a very good example, I think, there is a set series of criteria under the so-called DSM4 classification and it is not actually all that difficult to learn DSM4 and in some cases I believe that has happened because of the repetitiveness of people claiming it and then, parrot-fashion, coming out with the DSM4, and that is what I meant by “sub-conscious education of this”.   Tyrwhitt House is the largest of the homes run by the Ex-Services Mental Welfare Society, which used to be for combat stress, and I have visited there two or three times now really wearing my charity hat because we support them.

   64.  THE CHAIRMAN:    You did not obviously have the advantage of hearing Dr Jones, but you will have the advantage of reading what he said when it gets on to the Internet and if there are any further comments you would like to make about that, do please let us have them.            A.  Of course.

   65.  DR JONES: You are on the MoD panel, studying the depleted uranium issues.            A.  Correct.

   66.  DR JONES:    I think it would be very helpful if you could just tell us in outline what that panel has done, what it is doing and what it is going to do.         A.  Perhaps I should mention that I am actually there as the appointed Royal British Legion representative and the fact that I am a doctor is a coincidence because my predecessor who was on it was actually a nurse, but it would not necessarily have to be anybody with any medical knowledge, so that is more chance than anything else.  I also only joined it a year ago.  I joined it, I think, the 13th week and they have it approximately three times a year and occasionally for different reasons they will have an extraordinary meeting as well.  The aim of the exercise was to set up a test to determine whether the veterans of the first Gulf War were excreting in their urine raised levels of depleted uranium and it has taken an inordinately long time to get to the present position, something like four years altogether.  The present position is that a pilot study has been completed, but to date there are still some veterans who have not been informed of the results of the pilot study, and I am afraid I cannot at the present moment actually answer that question, although I suspect strongly that it should be available before you finish writing up this report.

   67.  THE CHAIRMAN:   When was the work completed?       A.  It was completed, I think, at the end of May.

   68.  THE CHAIRMAN:    What difficulty is there actually in informing veterans of the result?       A.  Because two or three came back and were retested and the results of the retesting process have not come through yet, to my knowledge.  There were something like 32 volunteers to this and, as I understand it, they all came from the Royal British Legion’s Gulf War Association.  The other aspect of depleted uranium is that a number, some 26 veterans, provided urine, it must have been in about 1995, for a Dr Jovacovich(?), who was at the time at Blackmasters University in Hamilton, Ontario, and he and his group then ultimately published a paper in which they show that a proportion, and the number was, I think, 14 out of the 26, according to his test, were excreting demonstrably higher levels of the depleted uranium than they should have been.  Normally speaking, there is not any, but there is of course background uranium, so the explanation is done on a ratio between uranium 238, which is the uranium, and uranium 235, and that is the ratio which alters if there is DU in the urine. 

Now, added to that, there are some veterans of Op Telic, the second Gulf War, and I think there were 17 United States’ servicemen or women who were injured by depleted uranium fragments in the first Gulf War, or the second Gulf War, as the case may be, so there is, if you like, a control group of very strong depositors with which to compare the remainder.

   69.  DR JONES:   Could I interrupt for one second.  Am I right in thinking that actually they have still got embedded fragments because they are, for whatever reason, impossible to remove?       A.  Well, again I have not seen X-rays, but I am told that there is radiological metal to be seen.  The papers which have come actually in on this from the States for their group of 17 from Gulf War I do not show that any of them have come to any demonstrable harm and at the last count I think they had had something over 30 normal children, but they were excreting quite large quantities of depleted uranium in their urine and actually semen as well, so there was a possibility of having teratogenic effects, it would be, in that group.

   70.  DR JONES:   So the work of the Board was more or less confined to the development of a satisfactory test?       A.  No, there is a full study due to come on stream within the next, we would hope, and I missed the meeting as there was a meeting last week which I could not attend and I have not seen the minutes yet, but I would hope it would start in the very near future.

   71.  DR JONES:   And what will this study?      A. It then makes it open to anybody to come along and provide 24-hour urine specimens and actually aliquots as well because obviously if you can do it on a one-off specimen, on an aliquot, from the technical point of view it is much, much easier than dealing with 24-hour specimens.

   72.  DR JONES:  Are there plans as to what to do with the veterans who provided specimens?  Will they be studied on a health basis as well?        A.  No, this is purely to look at DU.

   73.  DR JONES:    You probably are not yet aware, or perhaps you are, of the Royal Society report on depleted uranium.      A.  I have not read it.  What is it dated?  It is quite a long time ago, is it not?

   74.  DR JONES:   This one is 2002.        A. I have not read that and I have not got it actually either, but I have heard of it and people have alluded to it.

   75.  DR JONES:  They are very kind because, apart from that, they provide a summary.  Sitting behind you is Professor Schott from Germany.  Has his work formed part of the deliberations of the Board?       A.  Not in my time it has not.  It has certainly been the subject which, you will probably recall, was discussed at some length at the Gulf War Group and that was at a time when there was a preliminary study on eight specimens, or I think I am right in saying eight or it might have been nine, and one could not be used.  My recollection on that was that it has been elaborated now and it is published, and I have put a conclusions page in, but if Professor Schott is here, he can tell you exactly.  One of the difficulties, as far as I saw that paper, was that of the people who had volunteered, really certainly three of them had been subjected to a very considerable amount of diagnostic radiation, including CT scans.  I am not an expert at all on this, but obviously if you are radiating people for diagnostic purposes, then this may have an effect in itself.

   76.  THE CHAIRMAN:    Could I ask just one last question.  It is obvious from what you have been telling us that research in various fields is going to go on into this question for what - months, years to come?       A.  I suspect it is almost bound to because, as with any research, there is a degree of serendipity and when something crops up, you then follow that avenue down, so you become a bit like a tree and you keep going off in new directions and new branches, so I suspect it probably will.  On the other hand, it is obviously going to be of huge importance to see how the Op Telic veterans get on because of course in terms of time, we are very close to the time of the March war last year, so I would have thought that they are a very interesting group to look at and of course there is a study underway to do precisely that.  That is one of the reasons why I did suggest in my statement to you that Professor Coggan might well be asked to come and appear because he straddles both DU and Op Telic.

   77.  THE CHAIRMAN:   The reason I asked was that if one does imagine that research is going to go on for many years to come, does that, in your view, in any way affect the suggestion which you have made in paragraph 15 of your paper that now might be an appropriate time to see if one can reach some form of conclusion, even if research is going to go on?        A.  Yes, I think that there are so many issues raised and the number of potential factors at play here is of course enormous and they are factors which are around and they may continue to be around.  We are still inoculating, you see, against anthrax and, as far as I know, plague has not been considered a threat this time, but it certainly was on the last occasion.

   78.  THE CHAIRMAN:  But here we are, 14 years after the first Gulf War, and really basically what I am asking is whether you think, despite the continuing research, now may not be the right time to reach some form of closure with those who claim to have suffered through the Gulf War?        A.   My hesitation really is based on the fact that even a settlement would not dispel the very firm feelings that a lot of people have that they were damaged.

   79.  THE CHAIRMAN:   But it would go towards that?        A.  Well, it would take one factor out of the equation, which would be compensation, but I do not think it would necessarily go away and I think people will continue to look at various aspects of this.  It is pure science now. 

   80.  DR JONES:   Could it be argued that some form of financial recompense would actually have the opposite effect of confirming impressions of damage because it was seen to be recognised?          A.  That is a possibility obviously.  Yes, it could happen.

   81.  DR JONES:   You said that the troops deployed to the second Gulf War were being inoculated, vaccinated against anthrax.       A.  As far as I know, yes.

   82.  DR JONES:    Do you know whether they were also given the pertussis vaccination at  the same time?         A.  I do not think they were this time actually because there was much more time.

   83.  DR JONES:   So some lessons were learnt from the first war in that respect, were they?     A.  Well, if I may, my recollection of this question, and you see in my letters, is that on 28 December 1990 I had been invited by the General officer commanding the Fourth Armoured Division, General Jeremy Mackenzie, who is now at the Royal Hospital, to stay for a couple of days just after Christmas, between Christmas and New Year or New Year.  He and his wife and my wife and I went to a mess do, and this was in Herford in Germany.  I remember quite clearly that just before midnight, the now Brigadier, then Colonel, Vere Hayes, who was Chief of Staff, came in and asked General Mackenzie to come out for a minute or two, which he did.  General Mackenzie came back in after about 20 minutes and said, “We are going to vaccinate against anthrax now”, but he had just received a signal, not a fax, and that is how this whole fax business started.  It was totally misinterpreted, and I never saw the signal either.  We had been discussing the possibility of that vaccination at great length at the headquarters of the British Army in the Rhine because I was by that stage the Command Surgeon down there, so I knew it was on the cards that we were going to do that.  

Now, I did not know about pertussis until very much later and I did not personally have it anyway, but the argument went that a large number of troops were being sent out just at the turn of the year from 1990 to 1991, many of whom were reservists either from the TA, R&R or from individual reservists who were ex-regulars.  There was then a real serious shortage of time because, as you know, the air war started, I think, on 17 January and the 100-hour Gulf War started on 24 February, so the whole thing was really concertinaed enormously.  It was suggested that by giving pertussis as an adjunct, in other words, in addition to the anthrax, it would stimulate and boost the immune response to allow for the very short timescale, and that was the background thought, in my view, as to what happened.

   84.  DR JONES:   A factor which would not be operative in the recent Iraq war?     A.  Well, it  should not be certainly because we have not got a lot of reservists, but I think the aim has been since the first Gulf War to make sure that the reservists were up to date, you see, in their vaccinations.

THE CHAIRMAN:   Well, I think that is the end.  Thank you very much indeed for coming.  You will look obviously, and continue to look, at the evidence which we receive and if there is anything further which you feel we ought to know, particularly perhaps in the light of Dr Jones’ evidence yesterday, you will let us know.  I think there were other things also which you were going to let Vijay have.  I think we are going to break now.   

The Witness Withdrew

After a short break

MRS ELIZABETH SIGMUND, Called

   85.  THE CHAIRMAN:  Is that Mrs Sigmund?          A.  Yes.

   86.  THE CHAIRMAN:  My name is Anthony Lloyd, Lord Lloyd of Berwick.  I am the Chairman of this Inquiry.  On my left I have got Dr Norman Jones, who is a part of the Inquiry and is the medical adviser to the Inquiry.  On my right I have got Sir Michael Davies, who is also a part of the Tribunal.  We are very grateful indeed for the documents which you have already provided us with.  Can I start by asking, can you hear what I am saying at the moment?          A.  Yes, very clearly.

   87.  THE CHAIRMAN:  I am very glad.  In many ways we wish you could have been able to come and give your evidence before us in person but we quite understand why that is impossible in your case.  What we have got immediately in front of us at the moment is a document which you have called your “Submission to the Gulf War Illness Inquiry”.  I am just wondering whether the best way of proceeding would be for you, as it were, to take us through that or just to give your evidence in any way that you desire and maybe at the end we will have some questions to ask you.          A.  That is most kind.  May I thank you, my Lord, for inviting me to give evidence and also for this telephone link.  I am very sorry that I could not be there in person but clearly it would be extremely exhausting and impossible.  Is it all right if I start by giving my name and address?

   88.  THE CHAIRMAN:  Perhaps you could start, because we have a shorthand writer here and she will be taking down what you say, by giving your name and address for the shorthand note.         A.  My name is Elizabeth Sigmund.  The address is Heathfield, Callington, Cornwall PL17 7HP.  If I may, because I am not in any professional capacity appearing before you or speaking to you, I felt I would like to go through a short personal CV, if I might do that.

   89.  THE CHAIRMAN:  That would be very helpful.        A.  I was born in 1928 in Bolton in Lancashire.  My mother and I went back to live with my grandparents.  My grandfather was a colonel in the First World War and was subjected to mustard gas, only mildly, but the younger son, who was with him, was badly affected and, in fact, died some years after the war of mustard gas poisoning.  I grew up with an understanding and a horror of chemical weapons, as you will understand.  I also had an uncle-in-law, who was a very dear uncle, who Dr Norman Jones might know, or might have known of, Dr Joseph Wrigley, who was a consultant gynaecologist and obstetrician at St Thomas’ and even has a ward called after him, or there was.  All of these people gave me a very strong feeling of care and the need to be responsible for other people’s suffering if one could do anything.  All of those people that I have mentioned would be very saddened by the plight of the sick people who served in the first Gulf War.  My oldest uncle was a brigadier general who served at Tobruk.  His oldest son was a colonel in the Marines.  All of them were very, very concerned about the men who served under them.  

I was not a particularly scientific child.  I left school at 16 because I had to earn money.  I did not take any exams or anything, so it is very strange to be in this position now.  In 1967 I learned of the new family of chemical and biological weapons, in particular nerve agents, from broadcasts I heard on the BBC.  I made contact with a group of eight or nine doctors and scientists who were forming an independent group called the Working Party on Chemical and Biological Weapons.  They said what they needed was somebody to co-ordinate their work and act as a secretary.  I was asked if I would be willing to take this job, which I did for some years.  The aim of that group, among other things, was to collect, collate and disseminate accurate information about chemical and biological weapons but also to promote the signing of the Chemical Weapons Convention.  When that had been signed and ratified by Britain and the US they were invited as a committee to go to the House of Lords to be thanked by a group of Lords who worked in that field.  The Chairman of that group was Professor Alistair Hay, who I am sure you all know of as being very expert in the field of chemical weapons.  

After that, I went to do a BA humanities degree in religion and philosophy in 1979.  Unfortunately, after two years of very hard work I developed arthritis, rheumatoid arthritis, and had to give up.  In 1980 Pluto Press published my book on chemical weapons and nuclear development in the United States.  In 1990, after having heard from many farmers of their suffering from using OPs, I and MP, Paul Tyler, and other colleagues started this organisation called the OP Information Network.  Actually I have been given three national awards, including an honorary doctorate of science, for work in the field of chemical weapons and pesticides.

   90.  THE CHAIRMAN:  A great honour.        A.  I think that is really my history.  It does explain why I am in this situation of having no qualifications and no professional standing but having some understanding of the problems that are facing us at the moment.

THE CHAIRMAN:  Thank you very much for explaining your qualifications, which seem to me great, for giving the evidence you are giving now.  Can you say what conclusions you have reached and what evidence you would wish to put before us.         A.  The conclusions I have reached about the Gulf War illness, and I am glad we are not calling it a syndrome any more, is that there are two very obvious aspects to this which must be addressed.  One is the way in which the operational services in the Gulf were being given advice on protecting themselves.  General Sir Peter de la Billiere made it very clear in his evidence.  He said: “We were very grateful for all the help that scientists could give us to protect our troops because we did anticipate that we might be attacked with chemical and biological weapons.”  I have to say that seems extremely important.  It strikes me that the different prophylactics that were proposed, such as pyridostigmine bromide, which is known as NAPS tablets, and the widespread use of OP pesticides, were not considered by the good scientists who had, in fact, produced these different approaches to the problems of possible chemical and biological warfare.  I do not think that there was any understanding that all of these things being taken rather haphazardly people were exposed to could cause very much more severe problems than the individual chemical prophylactics that were proposed.  It is quite clear, as I have submitted to you in my consideration of the OPPIT report, that there was very little regulation of the OP pesticides being sprayed around the tents and equipment and establishments of the Army.  They had no idea how many people were affected and no real idea of what effects might come from exposing people to different levels of OP pesticide.  

The second part of my concern is the medical approach to people after they had been in the Gulf when they came back with very perplexing, very distressing types of illness.  It seems that there was nobody in the medical authorities either in the Army, in the services, or among civilian doctors, no understanding of the toxicology of what these people had been subjected to.  One of the things that I found very distressing, both in the farmers, the 800 farmers who are on our database of OPIN, and the 5,000 suffers from Gulf War Illness, is that they went from doctor to doctor, sometimes ending up with a psychiatrist who did not understand what had happened to them, did not understand the toxicology and began to conclude that this was mental stress more than anything.  Certainly there must have been mental stress as the senior Army officers that you have seen described because being afraid that you are going to be attacked by these terrible weapons must have been very stressful.  It stretches one’s understanding of these things to believe that was the only issue.  I am absolutely convinced myself that a combination of all these chemicals has produced a series of severe illnesses among these people.  

It was very interesting that the BMA wrote a report in 1992 called Pesticides, Chemicals and Health in which they did a survey of medical schools in Britain asking what toxicological training they gave to their young doctors and the answers were some of them did none, the majority between one and 12 hours – 12 was quite exceptional – which in a modern society where we are subjected to chemicals all the time did not seem to the BMA, or indeed to me, to be enough.  Last autumn we thought we should go through this process again.  Because there are a number of new medical schools we felt it was important to approach all of them and ask them the same question, to ask about toxicological education.  I got one letter back which I would like to just read briefly, a section of it, from the University of Oxford from the Director of Clinical Studies.  He said:  “Thank you for your Inquiry about toxicology training.”  He said that: “Ten hours of toxicology are delivered as a course to students but, as it happens, we have recently appointed an international expert in OP poisoning to our faculty.”  But he said, on a more general note: “As a medical educator, I would have an alternative perspective from yours towards the level of requests for information which your network receives from doctors”, because, as I said, we do get a number of those inquiries: “We think the volume of knowledge in medicine is expanding so rapidly that we do not see covering all important topics of medicine as being feasible or even desirable objectives of our medical course.  We hope to equip our doctors with the skills to search for and identify information when faced with new problems during their careers.”  He said: “I would be very pleased if our graduates, faced with a toxicological problem, recognised the limitations of their knowledge and turned to resources such as yours for help.”  I had much the same letter from the University of East Anglia and two other medical schools.  

   91.  THE CHAIRMAN:  So sorry to interrupt.  In a sense, this just confirms what you have quoted, does it, or should we hear that as well from East Anglia?        A.  Yes, indeed.  Let me get my papers.  You will hear me rustling because I have a non-hand held telephone as my hands are very crippled.  Let me find it.

   92.  THE CHAIRMAN:  I was not suggesting that you should read it unless you want to.      A.  It is really just the same thing.  Yes, I can see it.  This is from the University of East Anglia Medical School:  “Clearly organophosphates are an important source of problem at present but one can concede that good sense will prevail and the organophosphates will disappear from use in due course. The information the students have on OPs will therefore become redundant”.  That has not happened yet.  He goes on to say:  “We therefore attempt to teach the students principles of recognising when there is a problem which they do not understand and tracking down reliable information on it rapidly and efficiently.  I am therefore comforted by the thought that doctors contact your organisation for up-to-date information.  I would regard this as a minimum best practice.”  That is very flattering to us in one sense but I still find it rather alarming that everyone from birth to the grave is subjected to high levels of chemical exposure in our society and so one understand there is not time to educate doctors in everything but certainly there should have been more education of doctors who were going to be looking at people exposed.

THE CHAIRMAN:  I absolutely follow that point, Mrs Sigmund.  Can you come back for the moment to how you think organophosphates affected the Gulf War veterans in particular.  Is it your view that that was the sole cause of the illnesses they are suffering from, whether you think there were a mixture of causes, and how the stress, to which you have already referred, related to those other causes?        A.  Yes, indeed.  We have never believed that the OP pesticide use in Gulf War one would be the sole cause of Gulf War illnesses but we think they may well have been a strong contributory factor.  Indeed, my husband found some documents on the internet last night from the RAND Organisation in the United States which has done a lot of research on the organophosphate pesticides in relation to the NAPS tablets, the pyridostigmine bromide.  They say: “Pyridostigmine bromide during the Gulf War was designated as an investigational new drug for pre-treatment for Soman”, which is one of the forms of the nerve agent.  They say that when animals were subjected to a combination of these things they became extremely disabled and ill.  We do believe that a combination of chemicals could be a relevant cause.  The OPs have a very strong part to play, but only a part.

   93.  THE CHAIRMAN:  I think, if I may say so, that is very clear indeed.  I am just wondering whether I should ask Dr Norman Jones, who is sitting on my left, whether he would like to ask you anything about what you have said so far.             A.  Thank you.

   94.  DR JONES:  Can you hear me all right?        A.  Yes, I can, thank you.

   95.  DR JONES:  I have to confess I could not hear everything you said so possibly I may touch on ground that you have already covered, in which case I do hope you will forgive me.   A.  Yes, of course.

   96.  DR JONES:  In your submission, Mrs Sigmund, at paragraph three you state really quite baldly: “I do not believe that the use of organophosphates or the possible exposure of soldiers and other workers to nerve gas could be the sole cause of all the symptoms….”  That is a fairly strongly stated position.  What led you to that position?           A.  My experience with farmers who had been exposed, as far as we know, only to organophosphate pesticides in sheep dipping who had similar symptoms but not nearly the range that has been reported by Gulf veterans and perhaps of not the same severity.   I talked to doctors too.  We have a great friend who is a specialist in anaesthetics and we discussed this subject in great depth.  He said that he does believe that the OPs could have exacerbated the reaction to perhaps the multiple vaccines that were given to people but just an exposure to OPs would not have caused the range and severity of symptoms experienced.

DR JONES:  Thank you very much, I heard all of that.  Tell me, are there any effective pesticides that do not contain organophosphates?        A.  Yes, there are large numbers of other chemicals which are used which are called carbamates and are the ones which are derived, I believe, from plants which are quite widely used now in sheep dipping because farmers are afraid to use OPs.  At this moment I cannot remember the name.  I have 76 of these reference cases.  There are certainly chemicals which are used as insecticides and pesticides which are not OPs.

   97.  DR JONES:  So there are alternatives?          A.  Indeed, yes.  Pyrethroids, that is the word.  Pyrethroids and carbamates.  I am talking of farmers now because I have far more knowledge of that.  If farmers have been exposed and made ill by exposure to organophosphates they may have bad reactions to those chemicals as well but not anything like as severe as we are talking about in the Gulf.

   98.  DR JONES:  Thank you.  Am I right in thinking that most commonly used sheep dips still contain organophosphates?       A.  Yes, they are still for sale but farmers now have to go through training sessions, they have to answer some exam questions in order to get licences to be allowed to use them.  The sale of OPs has gone down very dramatically, partly because of EU legislation which demanded very high levels of production of data on the safety of chemicals.  Many companies felt it would not be worth their while to spend the time and money it would need to produce that data.  Only very few companies are producing OPs and, course, because the message has got round in the farming population that they are dangerous there is far less use.

   99.  DR JONES:  Thank you very much.  I am sure you are familiar with the work on paraoxonase?        A.  Yes.  Absolutely.  This is called the SCOPE study at Manchester University.

   100.  DR JONES:  Yes, that is right.         A.  I think that is extremely important.  They are producing a third paper now, I believe.  The papers that they have produced and the scientific letter that was published in the Lancet was extremely important for all of us, both looking at farmers and Gulf veterans, because it did show among the farmers they studied that people who reported the worst symptoms of organophosphate exposure had also very specific points in their genetic patterning, they are called sites 192 and 55, and at each of those sites the genes have two copies, either one or both may be less efficient at breaking down OPs and more associated with ill health.  That is very important because, if you take the whole population of farmers, we have no idea what percentage of farmers may have those particular genetic patterns.  We only know in the several hundred farmers who were involved in the study.  Of course, when you look at the Gulf veterans then one has no idea what proportion of those young, healthy service personnel may have those differences at those genetic sites.

DR JONES:  Am I right in thinking that on the farm work which you were more or less referring to there, or the work amongst farmers involved in sheep dipping, there was a study from Scotland, is that right?         A.  There is a study going on at Stirling University now into the health of crofters and highland farmers being conducted by Professor Andrew Watterston but that is not completed yet.   There was a letter published in the Lancet some years ago, probably about eight years ago, by a doctor at Ninewells Hospital in which he was questioning why the suicide rate among hill farmers in Scotland had gone up so sharply in the 1980s.  I got his telephone number and I spoke to him and suggested that this was probably because farmers were obliged in law from 1976 to dip their sheep in organophosphates and that was known to make people extremely depressed and confused and in certain situations, because people did not know what was wrong with them, they did commit suicide.  He said that was the first really relevant piece of information he had been given, the only one that made sense.

   101.  DR JONES:  Thank you very much.  In the papers you have submitted to us, and we thank you for those, there are two authors and I would like to ask you for your assessment of the significance of their work really.  The first is Abou-Donia.        A.  Professor Abou-Donia I have spoken to on the telephone on several occasions and I am particularly interested in his work on the synergistic effects of OPs and insect repellents and one or two of the OP insecticides, chlorpyrifos in particular.  He was very clear that when he experimented with his animals he subjected them to these chemicals independently and, although they showed some symptoms, when he exposed the animals to all three, the personal insect repellent, which is known in the American Army as DEET and in the British Army as DET, and this OP called chlorpyrifos and pyridostigmine bromide, the NAPS tablets, the effect was disastrous.  I think that is very, very important.  What he said was: “This led us to suggest that the test compounds used may result in the integrity of the blood/brain barrier becoming compromised leading to an increase in the effective concentration to levels equivalent to toxic doses of the individual compound.”  I think that is a very important finding.

DR JONES:  Thank you very much for that.  The other author, if I may finally ask your assessment of the significance of his work, is Jamal from Glasgow.          A.  Dr Jamal is now working at Charing Cross Hospital but he was working at Glasgow’s Southern General.  He did research of very large numbers of sheep farmers and he has some very sensitive equipment for detecting levels of neurological damage and damage to the autonomic nervous system.  I am no scientist, I just repeat these things parrot-wise, as you will understand.  Dr Jamal has published a number of papers.  He did look at a group of Gulf War veterans and found that in his opinion they had autonomic nervous system damage which, of course, can affect major organs of the body.  He was invited to go to a meeting at the MoD and asked the Medical Research Council for funding because they complained that his sample was very small.  He put in a proposal asking for further funding to be able to carry out a much bigger study but they turned him down.  The initial study he did was funded by the Joseph Rowntree Charitable Trust, which in fact funds our organisation too.  He could not get the funding from the MRC.  One of the reasons given was because his equipment was too sensitive.

   102.  DR JONES:  I am sorry, too what?          A.  Too sensitive.  This seemed a very odd thing.  They also said, and I have got this quote somewhere but I cannot find it at this moment, that there was no intent to fund causal research.  Causal research seems to me to be essential to the problem we are trying to unravel now.

DR JONES:  Thank you very much.  Finally, before I let you go, so to speak, I partly heard your reference to an old teacher of mine, Dr Joe Wrigley.       A.  He was a very beloved uncle-in-law.

   103.  DR JONES:  How did he come into your life?          A.  He was my aunt’s husband.  He told me a very funny story, if I may tell you.  He had a slight stroke and he went back to St Thomas’ to visit.  He said. “I notice you have called a ward after me” and they looked very embarrassed.  He said, “I thought that was a posthumous honour!”

DR JONES:  Thank you very much.

   104.  THE CHAIRMAN:  Thank you very much, that is very nice indeed.  It is now back to Lord Lloyd here and in a few moments I am going to ask Sir Michael if he has got any questions. I just want to read you one sentence from the Jamal paper which you have sent to us.  It is in the very last paragraph where he says: “Though studies so far have not yet provided the full picture of what has happened in the Gulf War, few people doubt that ‘something’ has happened and that these veterans are genuinely ill.”  Would you like to make any comment on that sentence?             A.  Yes.  Obviously he is a scientist speaking of scientific and medical matters and I have no reason to doubt what he is saying, I think he is absolutely right.  The question of the part that stress played in their illness is obvious.  They must have been stressed.  Any troops waiting and anticipating a possible attack with chemical and biological weapons must be extremely frightened, but I do not think that could be an explanation for all the tremendous variety and severity of symptoms experienced by these people.  I have spoken to a number of people who have been exposed.  

If I might just tell you in particular the controversy there was at the time over the use of malathion, an OP used by a friend of mine who was a doctor and his colleague, who was a paramedic.  At the end of the Iraq war they were treating hundreds of Iraqi prisoners of war, delousing them.  These men had to work in a tent because of the Geneva Protocol that you are not allowed to expose prisoners of war in the open air unclothed.  The doctors and the paramedics were working in a tent.  The protective equipment that they should have been given never arrived, so the doctors and the paramedics were not protected.  The puffer packs that they were given initially were not enough so they were using powdered malathion as if it was talcum powder, dabbing it on to these people’s hair and skin.  They were suffering very heavy exposure themselves.  The Iraqi prisoners were only there for perhaps a quarter of an hour to half an hour being treated but the doctors were there hour after hour for several days.  The paramedic came home and suffered severe heart problems and had to have a triple bypass.  I spoke to his wife and she said he is not the same man that he was, he is irritable and moody and very unreliable.  Unfortunately, the doctor’s marriage broke up and he has terrible memory problems, he cannot work as a doctor any more.  Really he is just like a very, very old man when, in fact, he is not.

   105.  THE CHAIRMAN:  I think we know about that.  Can I just ask you one last question?  In your letter of 2 July you referred to a report written by Sgt Worthington.       A.  That is right, yes.

   106.  THE CHAIRMAN:  We have not heard of him.  Can you just tell us very briefly what the relevance of that is?          A.  Yes.  This is Staff Sgt Anthony Worthington who was an Environmental Health Technician.  He was with 5th Armoured Field Ambulance, RAMC, 4th Armoured Brigade.  He says:  “I was responsible for much of the practical environmental health work which included disinfestations, preventive medicine, field sanitation of all units within 4th Armoured Brigade, both in Saudi Arabia, Iraq and, finally, Kuwait City.  Unfortunately, 4th Armoured Brigade deployed to theatre without its field anti-infections equipment”.  That is, the people spraying the pesticides to get rid of insect infestations were not given any protective equipment at all so they were, again, frequently subjected to heavy exposure to OP pesticides which they were spraying and blowing on people.  They had equipment which they called fogging which was a sort of reverse vacuum cleaner.  I know that some of the veterans who gave evidence to you said that they did suffer that exposure.  Some service people have said to you that even when they were in the latrines or having their meals spraying was going on.  This is not because anybody was being stupid or had any criminal intent, it was that they did not understand that the chemicals they were using were extremely hazardous.  Sgt Worthington says:  “We wanted to use our NBC suits, including ancillary equipment, while we were spraying to protect us but we were told not to do so because this would undoubtedly lead to degradation of the equipment”, which is rather an interesting point.  He says:  “On returning to the UK, my general health deteriorated leading to the medical downgrading ….” and then he gives numbers and his daily medication.  He says:   “Symptoms include chest pains, tightness of chest wall, shortness of breath day and night, a profuse cough, tiredness and general fatigue.”  He then tells me also that his short-term memory is dreadful.  Unfortunately, I lost touch with him and have not been able to make contact, because I am sure he would have been interested in giving evidence to you.

THE CHAIRMAN:  Thank you very much, Mrs Sigmund.  I think Sir Michael Davies would like to ask you a question.

   107.  SIR MICHAEL DAVIES:  Good afternoon, Mrs Sigmund.           A.  Good afternoon.

   108.  SIR MICHAEL DAVIES:  I have one question, perhaps divided into two practical questions.  I was wondering when and how your group became aware that organophosphates had been used in the Gulf.           A.  I think it was originally from newspaper articles which were reporting illness among the Gulf veterans.  Farmers started ringing me up and saying, “These reports in the press of Gulf War illness appear to be just like our illness, why would this be?”  I rang the Royal British Legion, I spoke to Professor Alistair Hay and other people and it emerged quite quickly that there had been quite heavy use of pesticide spraying, including the organophosphates.  I was then sent the papers belonging to Sgt Worthington from his solicitor, a firm in Manchester.  I did not ask for them, I did not know they existed but they sent them to me because they thought it would be useful information.  It was bits of information coming from different quarters.

   109.  SIR MICHAEL DAVIES:  What sort of date would this be?         A.  This would be 1994, 1995 and 1996 that the information was beginning to become more solid.  Some of the comments made in the House of Lords by Lord Henley and then by Nicholas Soames in the House of Commons were completely wrong.  They said that no OPs had been delivered to the Gulf, then they said very little malathion was delivered but was not used, and then they both had to apologise and say that this was incorrect, that they had been given wrong information.  One of Sgt Worthington’s papers, the one I have just been quoting from, was shown on Channel 4 news with my writing at the top of the page.  It has been an extraordinary mixture of journalism, medicine, science and the reports of the veterans themselves and our sheep farmers.

   110.  SIR MICHAEL DAVIES:  Thank you very much. That is all I have to ask you.     

A.  Thank you.

   111.  THE CHAIRMAN:  Mrs Sigmund, perhaps we ought to call you Dr Sigmund, is that right?        A.  No, I am not entitled to be called doctor.

   112.  THE CHAIRMAN:  I thought you told us that you had an honorary doctorate?      A.  I have an honorary Doctorate of Science.

THE CHAIRMAN:  Well, there you are.         A.  The university told me very clearly, “You cannot call yourself a doctor but you can put Hon DSc after your name if you wish”.

   113.  THE CHAIRMAN:  I think your honorary doctorate probably justifies me calling you doctor.          A.  That is very kind.

   114.  THE CHAIRMAN:  In any event, we are very, very grateful to you, both for what you have just been telling us and also all the trouble you have taken in getting the papers together.  Do please be in touch with us.  You can follow what is going on on the website, if you are as good at that as obviously you are at everything else.         A.  That is very kind.  Finally, I would like to say that I have been very shocked by the treatment of these Gulf veterans because these are people who often joined the services feeling that this was an extended family, and I know this is true.  They felt they were being protected and would be looked after.  They feel bitter and let down and very lost.  I feel that this is a tragedy because these were young, healthy people who went to war on our behalf and under the rules of war and did the right thing all the time but have now ended up without any real decent standard of living at all.  What we must do is ---- I think the words “gratitude and respect” were used the other day and I think that was a very important phrase to use.  This is what they want, not to feel that they have lied or that they are mad, but that they have been treated badly by a series of unfortunate and, sometimes, very cruel circumstances.

   115.  THE CHAIRMAN:  I think that is a very suitable moment, if I may say so, to say goodbye.  Thank you very, very much indeed for your help.          A.  Thank you all, goodbye.

The Witness Withdrew

PROFESSOR ALBRECHT SCHOTT, Recalled
   116.  THE CHAIRMAN:  Professor Schott, you had wanted to ask a question of the General this morning.  I saw you talking to each other and it may be that you had resolved the problem between you.  If there is some comment you would like to make, come forward.    A.  A very short one.  We started to discuss this point.  He stated that eight cases of our pilot study on the chromosomal aberrations had high doses of Higgs radiation therapy or diagnosis.  On the basis of the paper I cited, and I have it with me, I have to contradict this statement because it is not a fact.  By myself, I made this questionnaire and soldiers who had high doses of Higgs radiation I excluded.  If they had any radiation on the legs or the extremities, the teeth or the head, I wrote that down.  In our paper you can see that.  In our paper this is documented.  There are one or two cases where it could have been in doubt, exclusion or not.  This has been discussed in this paper and we came to the conclusion that the number of aberrations is much too high to be based on this radiation and this refers to all the radiation I documented many years ago.  On that basis, it is not possible to declare the high number of aberrations.  You will remember it is 5.2 more than normal, 14 times maximum.  Thank you.

The Witness Withdrew
MAJOR GENERAL PETER CRAIG, Recalled
   117.  THE CHAIRMAN:  Are you happy with that comment, General?       A.  May I just add to that?

   118.  THE CHAIRMAN:  Yes, of course.          A.  The quote that I gave was results that I had seen of an initial pilot study.  I said that there were eight or nine cases.  This was not a published paper, it was an A4 sheet of paper with the results on it, and it was being used as a submission to try and attract charity funding.  I think Dr Jones was still on the committee at that time when it was presented to the RBL Gulf War Group.  I think it was eight.  I thought, in fact, that this sheet of paper said that one of the specimens could not be analysed because of a technical fault, so it could be nine.  My recollection, and I might still have it but I am not sure about that, is of the eight cases that we were shown, three had had appreciable amounts of diagnostic radiation and, of the eight, three had also got chromosomal abnormalities.  We looked at this and decided, mainly through the Army Benevolent Fund, that the advice we would give was probably not to fund it.  What I just heard from Dr Schott whilst we were in recess was that he supplied the results of all 16 that he reports in his study to the veterans.  It may be - it is not impossible - that the veterans have abstracted the eight that we were shown at the Royal British Legion.  I think that is probably the explanation for it.  It may well be that the ones who had diagnostic radiation were then subsequently eradicated from the 16 studies that we heard about just now.

The Witness Withdrew
PROFESSOR ALBRECHT SCHOTT, Recalled
   119.  DR JONES:  In fairness, I think I am right in saying, Dr Schott, that you did actually state the nature of that particular exclusion from your study yesterday?         A.  Once more, please.

   120.  DR JONES:  I think you said yesterday that a lot of people who had had a lot of investigated radiation were excluded from your study?         A.  Yes, of course.  As I stated yesterday, these comments are not based on our scientific papers.  We have not discussed this point.

The Witness Withdrew

THE CHAIRMAN:  I think that clears it up, I hope satisfactorily.  We will rise now and sit again at two o’clock to hear Professor Hooper.  Thank you all very much for being here this morning and particularly can I thank those who we will not be seeing again.  

After a short adjournment

PROFESSOR MALCOLM HOOPER, Called

   121.   THE CHAIRMAN:  Our first witness this afternoon is Professor Hooper.  Would you like to come and sit here, Professor Hooper?  First of all, on behalf of the Inquiry may I thank you very much indeed for coming this afternoon.  You know, I suspect, Dr Jones.       A.  Yes. 

   122.  THE CHAIRMAN:  And Sir Michael Davis.       A.  Yes. 

   123.  THE CHAIRMAN:  I think we are all conscious that you, with the possible exception of Lord Morris, have been more involved with this whole question than almost anybody else, so we are fully aware of what you have done?       A.  Thank you very much. 

   124.  THE CHAIRMAN:  I want to discuss with you obviously how you will give your evidence, but before we do that perhaps you could give your name and address for the shorthand note?       A.  My name is Malcolm Hooper; I am the Emeritus Professor of Medicinal Chemistry at the University of Sunderland and also the Chief Scientific Adviser to the Gulf War Veterans. 

   125.  THE CHAIRMAN:  As I say, we have all obviously read and marked your most recent statement, which is the one which runs to some 16 pages.  We have also looked at your earlier statement of 15th July, and that runs to about six pages?        A.  Yes. 

   126.  THE CHAIRMAN:  Then another one, which is described simply as a summary, in 18 paragraphs.  I was actually also aware of the extracts which you put at the back of your statement.  What is the best?  I think it would perhaps not be completely helpful literally to go through your statement and ask you to read it, because it will be obviously on the website.  Is there any way in which you can, as it were, crystallise your views, perhaps starting by saying what your qualifications are, because that is most important, and then somehow crystallise your evidence?      A.  Yes.  I am happy to do that.  Thank you for seeing me and my apologies for the late arrival of all the information, but it had to be done in rather a hurry.  So my apologies for that.  First of all, I think my qualifications are in the Faculty of Medicine in the University of London, a PhD in Medicinal Chemistry and a Bachelor of Pharmacy Degree; I am also a member of the Royal Chemical Society, I also have a C‑Chem from the Chemical Society; and I am a member of three professional bodies, the British Pharmacological Society, the Chemical Society and the Society for Medicines Research, which was formerly the Society for Drug Research; so that is my background which I have brought to all this.  I think I can probably go through the statement in a kind of abbreviation of what is written here so that I am not simply repeating what is already down.  I became involved with the Gulf War Veterans in 1997 purely providentially really.  I would use the word 'providentially' rather than 'by chance'.  

   127.  THE CHAIRMAN:  If you are going to read, I suspect you will have to read quite slowly, not too fast.       A.  I am not reading from it, I am really trying to summarise.  That involvement has led me into deeper and deeper involvement with the Gulf Veterans themselves, drawn from all over the country and particularly from the two organisations in Newcastle, the Gulf Veterans Association, which is the Gulf War branch of the Royal British Legion, and also the National Gulf Veterans and Families Association, which has its offices in Hull.  On their behalf I was taken to the United States to a big conference in Arlington in 1998, and there I encountered - I described it as "my baptism into the maelstrom of emotion, deception and earnest scientific and medical endeavour".  I met an impressive man there, Michael Donnelly, who has had much influence on Christopher Shays, Congressman Christopher Shays.  I met military leaders and also scientists who were looking at various aspects of Gulf War Syndrome, in particular Melissa McDiarmid, who was looking at depleted uranium, and Dr Keeler, who was looking at pyridostigmine bromide.  Independent scientists were also present, and of those was Meryl Nass, a vaccine specialist, particularly in anthrax, and Jim Tuite, who is a military analyst formerly with the CIA who had been much involved in looking at the issue of Khamisyah and at the way in which that plume had been spread over the battlefield.  There are others who are listed there.  Of particular note is Doug Rokke, who was the Major responsible for the whole issue of depleted uranium during the Gulf War and prior to it.  He is himself heavily contaminated and has major health problems as a consequence. I also met with Dr Sushil Sharma, and other people from the General Accounting Office in the United States, who provided me with a copy of the Burton Report, which is part of my appendices.  I could only give you the front page.  I hope you will chase it round, because it is really a very, very important report, I think, and it was the first one that really began to challenge the Executive about how they were behaving towards Gulf War Veterans and dealing with investigations of Gulf War Syndrome. 

   128.  THE CHAIRMAN:  As far as I know, we do not have that report at the moment, but you will let us have it?       A.  I can let you have copies.  I only have one copy, thumbed and dog‑eared.  I can copy it for you, if that was felt to be‑‑ 

   129.  THE CHAIRMAN:  I am assuming that these papers and appendices you will be handing in to us.  It may be that Dr Jones has already got it.       A.  If you want a copy of the Burton Report I can send that to you. 

THE CHAIRMAN:  I suspect you need not bother, because I think Dr Jones has got everything?  

   130.  DR JONES:  Not that report, the other appendices which arrived yesterday.       A.  I am sorry about that.  That report, I think, is a very important one because it highlights things that have emerged since.

   131.  THE CHAIRMAN:  This is Burton?       A.  The Burton Report, yes.  He was the Chairman of the‑‑

   132.  THE CHAIRMAN:  He was new to me.  I had not come across him before.       A.  He is rather difficult to get hold of.  Subsequently, I did a big write up for the Defence Select Committee, which is item three.  Again I have just copied the front page of that.  I can send you copies if you want it.  I was hoping that they could be dug out of the Westminster archives if that was possible, but I can certainly sent you copies.  It is a substantial document; it is 45 pages of A4.  I did not want to just keep piling stuff on.

   133.  THE CHAIRMAN:  You did not want to over burden us?       A.  No; that is right. 

   134.  THE CHAIRMAN:  Well, I am not sure you have not!       A.  In consequence of all this activity, I was asked by the Veterans to serve on the MoD's Independent Panel which rejoices in the long title of "the independent panel to advise the Government on MoD research programmes into possible interactions between vaccines and NAPS", which is the nerve agent protection system which contained tablets with pyridostigmine bromide in them.  I was certainly pointed there and that committee has just finished its work.  The Depleted Uranium Oversight Board was established in 2001 which, to my dismay, was far too late, ten years after the event, but it was again in response to the activities of the Gulf War Veterans themselves who had made arrangements for testing to be done, for which they paid, and which was done in America through the good offices of Dr Durakovic.  I was also asked to join the Gulf War Group which was set up by the Royal British Legion, and I have been an active member of that ever since.  It was there that I met Parliamentary representatives Lord Morris and Mr Paul Tyler.  I have been responsible for writing a large number of reports and responses to various published literature for one or other of these groups, and for the Gulf War Veterans in particular, and I have actually served the Gulf War Veterans by writing reports for them for Pension Appeals Tribunals and War Pension Assessment Units ‑ so you get to page three of my statement ‑ and I have also had numerous interviews with television and radio about Gulf War Veterans and Gulf War Syndrome.  The research studies, the criticism that was lodged in the Burton Report is quoted there in full because I think it is actually a very important statement which has been to a degree flagged up in this country, but they talk about the work being "irreparably flawed" the "efforts hobbled by institutional inertia that mistakes motion for progress.  We find those efforts plagued by arrogant incuriosity and a pervasive myopia that sees lack of evidence as proof.  As a result, we find current approaches to research, diagnosis and treatment unlikely to yield answers to veterans' life‑or‑death questions in the foreseeable, or even the far distant future." 

   135.  THE CHAIRMAN:  That is all a quotation from the Burton Report?       A.  That is from the Burton Report, yes. 

   136.  DR JONES:  Can I interrupt for one second?  Where were you reading that quotation from?        A.  The Burton Report. 

   137.  DR JONES:  Directly from the report?       A.  Yes. 

   138.  DR JONES:  Yes, I think you quote it somewhere else?       A.  Yes.  It is the Burton Report.  I think that sums up the feeling of the Gulf War Veterans.  The further quotation from that report talks about the official attitude as characterised by "a tin ear, cold heart and closed mind", and that seems to me to be an accurate description of what is happening this side of the Atlantic as well.  Regrettably and with some reluctance, I have come to view the whole issue of Gulf War Syndrome/Illness as representing an orchestrated, coherent and comprehensive attempt to construct an understanding of Gulf War Syndrome as a psychiatric and psychological dysfunction commonly found in soldiers returning from the battlefield.  This is what the Americans use shorthand to say is "the stress theory" here, and official funding has been largely committed to establishing this biopsychosocial model of the illness, and such studies, I feel, have gone on to create confusion rather than clarity, distress rather than healing and comfort.

   139.  THE CHAIRMAN:  I am sorry to interrupt you for a moment.  The top line of that page where you refer to "GWS/I", that presumably stands for Gulf War Syndrome Illness?            A.  Yes. 

   140.  THE CHAIRMAN:  I assumed that.  That is, as it were, without prejudice to whether it is a syndrome or other illness?       A.  Yes. 

   141.  THE CHAIRMAN:  I follow that?       A.  The design of these research studies and the interpretation of the data has been slanted to support this understanding of Gulf War Syndrome, that it is a psychiatric illness, and one recent writer, Martin Walker who has published his book on Gulf War Syndrome ‑ it is called "Skewed" ‑ sees it as a disease which has been generated by "psychiatric hegemony" leading to "the manufacture of mental illness".  That is a direct quote from the front page of his book which is at Appendix 8.   

   142.  THE CHAIRMAN:  Yes.       A.  So most of the studies that have been done, and this is the nub of my criticism, involve questionnaires which have been circulated to the Gulf War Veterans for them to complete and then their answers have been analysed.  There has been extremely little research done, or very few studies in this country that have been done with hands‑on clinical examination of Gulf Veterans, particularly sick Gulf War Veterans.  That, I fear, has been a major omission, that what we have been dealing with is largely "medicine at arms length" and the troops have not been thoroughly investigated and properly clinically studied, with one or two exceptions, one or two very honourable exceptions.  The result has been the emergence of non‑specific‑‑ 

   143.  THE CHAIRMAN:  I am sorry to keep on interrupting, but, paragraph four - I thought to you were going to refer to the one exception we have heard of where there has been clinical investigation was the evidence we were hearing yesterday from Dr Jones where we know, from what he told us yesterday, that he has been concerned with looking at veterans – 440, I think he said, out of a total of some 2,000.  I think he regarded himself as a clinician who was actually looking at people and setting down his observations?        A.  Yes. 

   144.  THE CHAIRMAN:  So that might be an exception?       A.  Well, I think Dr Jones is one exception.  I think he has wrestled very much with the problem of the Gulf War Veterans, but he is a psychiatrist, so he is coming at it from a psychiatric understanding and view‑point. What I am referring to is on page 11 of my statement, the independent scientific and clinical study in the UK, where Dr Goran Jamal, who is a neurologist, (page 12) looked at nerve function and concluded from his study - very small study - that this was very similar to that condition found in organophosphate poisoned farmers, and Dr Michael Mackness, similarly, at Manchester, who is a world authority on paraoxonase, a key enzyme in lipid metabolism which also interacts with nerve agents and organophosphate pesticides -so this enzyme is critical in keeping the lipid balance in order in the body - he found that there was a severe depression of the levels of this enzyme in Gulf War Veterans right across the board.

   145.  THE CHAIRMAN:  We will come to that in due course.  I just interrupted where you were.  Page four?        A.  So pages 11, 12, 13 are the independent studies in the UK, so there are at least six of those.

   146.  THE CHAIRMAN:  Go back to page four.       A.  The consequence of these non‑specific symptoms being identified in numerous questionnaires was repeatedly accompanied by no aetiological significance ‑ where did they come from, how did they derive ‑ and there was an attempt to assign these to psychiatric psychological causes.  Routine tests carried out in pathology and by chemistry laboratories showed nothing of significance.  What usually happens is a veteran is going to see a doctor, usually a GP, who might ask for some tests or a consultant sends for routine, asks for routine blood tests, and what came back?  Nothing significant.  "There is nothing wrong with you."  But these were just routine a tests; they were not non‑routine tests.  So I think that was a far too ready acceptance of the conclusion that there was nothing wrong with them.  The conclusion was drawn and expressed in official circles that it was all in the mind.  There is a cutting that I did not put in here from the Sunday Times, where Mr Hoon, who was then Minister of Defence, said this, was overheard by journalists and it was published in the Sunday Times.  But there is, in my view, no doubt that in many official circles the idea is that it is all in the mind is something that has been common currency and it has been encouraged, and this, in my contact with the Gulf War Veterans, which is extensive and substantial, was something that they found an extremely burdensome experience and a source of great distress.  They felt they were being accused of being lesser men and women than their forebears and other professional soldiers and they found it very grievous to bear.  The other tactic was to erect straw men and knock them down.  One of the straw men was "there is no single cause".  No‑one has ever said there was a single cause.  Individual investigations have never said there is a single cause for this condition, in fact quite the reverse, multiple factors have played a part, and the ones that I identify in my submissions to the Defence Select Committee itemise at least six.  The Institute of Medicine in America listed 44 different toxins; so it is really quite wrong to try to say "nil is down to one single cause", and I think it is disingenuous if not deceptive.

   147.  THE CHAIRMAN:  I am sorry again to interrupt you.  You referred just now to the fact that you had identified six possible causes.        A.  Yes. 

   148.  THE CHAIRMAN:  These are the ones, I imagine, that you set out at page two of your statement?       A.  Yes, that is right. 

   149.  THE CHAIRMAN:  We need not go back to them?       A.  No, okay.  That is right. 

   150.  THE CHAIRMAN:  They are clearly set out there?       A.  On this account, because it was all in their mind, the responsibility shifts to the veteran: so it is the veteran's fault that he is ill, it is the veteran's fault that his family is suffering, it is the veteran who has failed to engage with his own problems.  The other thing that is very noticeable in his attempt to sustain a biopsychosocial model is the persistent refusal to accept evidence from independent studies.  Again and again this comes out in some of the papers that I have put before you and my criticism of the papers that have come from different sources where again and again you look in the references and they are all missing; all these things are missing; there is nothing there which shows any cognisance of or any desire to engage with the results of independent research from a variety of sources.  

Then I look at the work that has come out of the Kings College Unit, the Gulf War illness Unit under Professor Wessely.  This was established by funding from the Department of Defence, not the MoD.  The first study was commissioned by the Department of Defence, not the MoD.  It was commissioned in 1996 and it was published in 1999 in the Lancet, and I wrote a comprehensive response to that document, which I submitted to the editor of the Lancet, but it was not published, and that is at Appendix 9.  In that I have copied the letter that I sent, but I identified omissions and weaknesses in that paper which included, for the first time, the significance, the failure to mention the work of Haley and Abou‑Donia that was done very extensively before this paper was published.  So they are just not prepared to engage with all the evidence, and that is one of my major criticisms of their work.  They continued to put out papers, and the next one is at (e) on page five, which was a paper on "The role of vaccines as risk factors for health in veterans of the Gulf War".  This paper was again receiving extensive criticism, and the criticisms I have put together at Appendix 11.  

One of the interesting things here is that at Appendix 11 there are not just my response but other people's responses to that particular paper, and of particular concern, I think, is the one from third‑year medical students in Edinburgh who make the point that they are comparing apples with pears, not comparing like with like, so they saw flawed methodology there, which is something that again keeps coming out.  There were a variety of other criticisms, among them my own particular letter.  Their work did not agree with that from the Canadian study, which had not been published, but they made a comment in there that the Canadian study contradicted their conclusions.  So the whole thing begins to just fall apart a bit, I find, and in my submission I drew attention to the fact that progressively through the paper the data being considered was getting smaller and smaller and smaller and so it really was not beginning to hold water, I felt, and they were making claims.  The primary claim was that the vaccine damage that accrued was primarily a result of vaccinations being given in theatre.  Those vaccinations, when you looked at it, it did not add up.  The criticisms were sustained throughout this paper and eventually they withdrew that conclusion, which was a major conclusion which was then just withdrawn.  I drew attention to the fact that, for example, post traumatic stress disorder is not a major factor associated with Gulf War Syndrome/Illness and the problem with their own published data: it appeared that this was more common before people went to war than after.  So that brings out the flaws that were present in that particular study, and, as I say, it got some heavy criticism from medical students from Edinburgh. 

   151.  THE CHAIRMAN:  I thought you said Manchester.  Edinburgh.       A.  Edinburgh, yes.  The second paper was one which represented a further attempt by the MoD and the DOD in America to construct another thesis about Gulf War Syndrome, which was that Gulf War Syndrome is simply what you see in all soldiers returning from any type of combat.  So papers were published to support this post combat syndrome from the Boer War to the Gulf War.  The argument could be sustained by looking at people from the Boer War right through to the Gulf War to make their case that these people are all the same and there was nothing usual about it, there was nothing odd about it, and again I criticise that at Appendix 12.  The paper itself is derivative, it appeared in 2000, but the American paper making this claim appeared in 1996.  The Shays Committee, who followed on from the Burton Committee, were actually aggressively denunciatory about this; they just felt it was a non‑starter altogether and dismissed it with scathing scepticism, but that has not stopped it being adopted by the Medical Assessment Programme as an explanation for the health that they have found in their Medical Assessment Programme.  So they have used this.  So it has been part of this coherent strategy: "We will find an explanation that avoids having to engage with the issue of exposure to toxins that were used in the Gulf War".  So that was the second strategy.  Their own literature says that there is something wrong here, because the first paper, the January paper from Kings, talks about there being at least two to three times excess of symptoms among Gulf War Veterans than any other veterans and then among the general population; so that there is something there that is not being engaged with by looking at the issues emerging from the Gulf War.  What happened to these lads was different from other soldiers in other wars, and the answer is that they were exposed to all these toxins in what I describe as the most toxic war in western military history.  That is at the nub of my criticism.

   152.  THE CHAIRMAN:  I see the force of that.       A.  They go on then to say, they talk about the prevalence of Gulf Veterans.  This is a disgraceful paper, a shameful paper which talks about the prevalence of Gulf Veterans who believe they have Gulf War Syndrome.  That is something that I find utterly and totally unacceptable.  So their concern here is with people who have a belief that they are ill, not people who are ill but they who have a belief that they are ill; so it is still in their mind and it is in their belief system.  So we have to change their belief system so they understand how ill they are and why they are ill; and this is absolutely shameful.  This is just telling people, "You have got a false belief system. We will change it for you and we will put you in the right frame of mind to engage with your illness".

   153.  THE CHAIRMAN:  Whose paper was this?       A.  That is the paper by Calder(?) and Wessely, which is Appendix 13.

   154.  THE CHAIRMAN:  It is referred to obviously in Appendix 13.       A.  Yes, it is. 

   155.  THE CHAIRMAN:  Well, we can find out?       A.  Wessely's name is on that paper, so it is all coming from the same origin.  Then a further paper comes out from the Kings study, again which is schizophrenic really because it is a paper that says - there are detrimental health issues and the paper says there is no indication of an excess of what they call 'former psychiatric illness', by which I take it to mean they are talking about depression, anxiety and things of that kind, or PTSD (post‑traumatic stress disorder).  So there is no indication of an excess of these problems, psychiatric problems, amongst Gulf War Veterans.  

   156.  THE CHAIRMAN:  Could we go back to (g) at the moment?        A.  Yes. 

   157.  THE CHAIRMAN:  It may be there is possibly a misunderstanding.  I do not think the author of the paper (somebody and Wessely) was necessarily saying that these people believe that they are ill.  They know they are ill, but they believe ‑  I think this is the possible the force of this sentence ‑ that their illness is Gulf War Syndrome.  Do you see the distinction there?       A.  Yes. 

   158.  THE CHAIRMAN:  So it may be you are being a little harsh in putting it as if they were just making it up.  I do not think anybody believes that?       A.  Well, I am looking to believe.  I have got into this conclusion very reluctantly and have been bending over backwards, because this kind of work is not easy to do. I recognise that. 

   159.  THE CHAIRMAN:  Move on then?       A.  Appendix 13 picks up that point from a different angle.  The other problem that has been referred to in looking at the health of Gulf War Veterans is that they are suffering from chronic fatigue syndrome – myalgic encephalomyelitis - which is a civilian illness, it is something that is debatable, disputable and very much a bone of contention, and the people who replied to that paper were from that group of people who talked about basic errors embodied in the paper, the emphasis on believing perceptions and not on facts, the failure to listen to the stories of the Gulf War Veterans and the way in which sick people who have been consistently cold‑shouldered do not give up.  That was followed by there being an incredibly productive huge number of papers.  I have selected those which, as I see it, highlight the main problems.  This paper on the mental health question, which is really to do with they have no excess of psychiatric facilities, they have no excess of PTSD so what is the matter with them?  

What I wrote in my paper was: "The enigmatic and often repeated claim by Professor Wessely that Gulf War Syndrome/Illness is neither psychiatric nor physical but somewhere in between was scathingly rejected together with stigmatisations, stress theories of Gulf War Syndrome by a panel of USA congressmen at the Washington hearing in 2002".  Professor Wessely, having made this statement about there being no excess, then retreats into what I have called "a thicket of sanitisation", which is to say that the mind/body acts ‑ it is the mind generating the illness really.  I was expecting him to say, “The toxin factor has got nothing to do with it.” But he did not. He just goes round in circles back into his, I have called it "psychobabble" in my evidence, which might be rather rude but I am afraid that is how many of us regard it.  So I wrote this paper which said engage with all the evidence about Gulf War syndrome, drawing attention yet again to the fact that a number of papers have been missed, particularly in the United States, by Haley and this time by a lady called Lea Steele who has done some very good and some unusual epidemiology.  So that is where we were with it, and then the disturbing paper which came out in 2003, which is on page six, demonstrates the same faults.  It goes on to ignore studies which have been done, studies which have now been confirmed.  Haley's work on Gulf War Syndrome, his analysis showing a single syndrome, his method of arriving at it - that work has been replicated independently by other scientists in America.  A man called Klein(?) did that paper.   Lea Steele did some epidemiology which showed that vaccines were a problem, but she also showed that the Gulf War Syndrome was not to be identified as a single symptom but as a constellation of symptoms which would in fact together produce a pattern of symptoms which was characteristic of the Gulf War Syndrome and can say that as well from the veterans’ administration.  So this has been said: there is no single syndrome, there is no single cause.  It is just an attempt to by‑pass that.  It is much more complicated than that.   

Then in 2001 there is a paper‑‑ 

   160.  THE CHAIRMAN: Time is moving on‑‑        A.  Sorry.

   161.  THE CHAIRMAN:  ‑‑in the way it does.  Obviously we have read this and marked it.  I see that you are very critical of the work that various other people have done in this field and I am just wondering if you could bring us to the positive side of your evidence, what you now believe to be the best analysis, rather than criticising, if you see what I mean, what other people have said?        A.  If I may just point you, before I do that, to the Medical Assessment Programme and the experience in particularly Colonel Wilson‑Ing’s correspondence concerning his treatment by that.  I do think that is important.  The Medical Assessment Panel has dismissed and demeaned people over and over again and upset them very much.  

We want the positive stuff.  The positive stuff came out of independent research.  There is some positive stuff with regard to the Manchester study by Cherry, and I see that I have not itemised it as a separate item.  That was a study carried out at Manchester which actually pointed towards vaccines being a problem, pesticides being a problem and there was just a suggestion in the data, and I wrote to them about this and that is Appendix 31. It is on page 10 and 11A.

   162.  THE CHAIRMAN:  Yes.       A.  That study did show there were some possible links with, or there might be possible links… These studies on statistics require large numbers of people to get good stats, and we did not have anything like the number the Americans had there - 53,000 compared to 700,000 - so to work through these numbers is not so easy in the UK situation, but it was a good study, it confirmed some of the work of Haley and it also pointed towards for the very first time the possible consequences of oil and smoke exposure, which anybody considering would feel it must have done something.  They were covered in the oil. 

   163.  THE CHAIRMAN:  Perhaps you could just repeat what you have just said?               A.  Yes, the oil and smoke exposure, which anyone considering that would say it must have some effect on their health because they were inhaling droplets of oil which are laced with carcinogens and heavy metals; they were bathing in it; it was raining oil; they were blackened over; they could not see because of the smoke; they were inhaling all the smoke; and this was the first indication in a UK study that might link up ‑ it was only a might, it was not a definite one ‑ and people in the United States have made a point there.  I did draw attention to the fact that the Cherry study omitted to look at the work of Haley, although it was published well after it.  Haley was published in 1997 and 2000. 

   164.  THE CHAIRMAN:  You obviously regard Haley's work as being very important?       A.  I do indeed. That is right, yes.

   165.  THE CHAIRMAN: We shall, we hope, hear from him next week?        A.  I am very pleased to hear that, because that is important.  So the independent studies in the UK which I think are important and which should have been followed up have not been followed up.  Firstly, the work of Goran Jamal, which has shown nerve damage and I have referred to that already, and his colleague Peter Julu has looked at a different part of the nervous system called the autonomic nervous system and Jamal wrote a paper in 1996 saying that he felt the toxin exposures were particularly important in the damage that he was detecting in Gulf War Veterans and his work was simply not supported. 

   166.  THE CHAIRMAN:  Was it 1996?  1998.        A.  Yes; he wrote a paper in 1996 as well about toxicological reviews.  His work was confirmed really by Haley.  Haley came and spoke in the House of Lords; he acknowledged the validity of Jamal's work and was very pleased to do so. 

   167.  THE CHAIRMAN:  You are talking about Jamal at the moment?        A.  Yes, but Haley supported his conclusions which were from a very small study, needed a lot more work done, but Jamal also spoke in Washington in 2002 and told the story of how he his own research endeavours were not supported; in fact he felt they were maliciously blocked. 

   168.  THE CHAIRMAN:  Then on page 13 you come to the independent studies in the United States?        A.  Yes, I do. That is right.

   169.  THE CHAIRMAN:  Including Professor Haley?        A.  Yes, that is right.  Michael Mackness, who was approached by the Gulf War Veterans themselves for help, carried out a small study, well, it was quite a big study really, not too small, 147 people, and he identified this deficit in paraoxonase, which was a protected enzyme affected by organophosphates and nerve agents which protects against diabetes and atherosclerosis which is prevalent in strokes and heart attacks.  That study was heavily criticised, in my view unjustly, because he had used civilians as a comparator and not soldiers.  He could not find any soldiers, he was not allowed to use soldiers because he could not get permission from the MoD to use soldiers, but fortunately this rather shamed the MoD into making an offer and they produced samples that had been stored at Kings College, and the second paper that came out also showed the same difference between non‑deployed soldiers and deployed soldiers.  There was a significant drop in the levels of this important enzyme, the protective enzyme system.  An interesting feature of that paper was that the Kings group tried to show whether there was a difference between veterans who they regarded as being ill and another group whom they regarded as being well, and there was no significant difference between the levels of the enzyme in those sick and well, which suggests that their classification of sick and well is rather shaky.

   170.  THE CHAIRMAN:  Then at the bottom of 14 you refer to Dr Albrecht Schott who, as you probably know, is here.        A.  Yes, indeed. I am very pleased to see him 

   171.  THE CHAIRMAN:  You have probably been talking to him.        A.  Yes.

   172.  THE CHAIRMAN:  We heard from him yesterday and his reference to the Kenny Duncan case?        A.  Yes.  

   173.  THE CHAIRMAN:  Then you come to Professor Abou‑Donia.  You have already, I think, mentioned him?       A.  Yes. 

   174.  THE CHAIRMAN:  Certainly we have heard about his views.  It is a very full account, if I may say so?   It covers everything.          A.  If I could just draw your attention to this business of osteoporosis.  This is a finding which is extraordinary.  Young men do not get osteoporosis.  You see it in elderly men and post‑menopausal women ‑ that is where it gets its name as a major illness ‑ but here there are young men with osteoporosis.  Why?  Now we have a clue to that, and a wrote that thing I wrote about vaccines, the second little thing I circulated on “Gulf War Syndrome and Vaccines – A Summary” draws attention to the work of Alex Izett’s story who was described by a British Army Medical Director, John Graham Howell, as having autoimmune‑induced osteoporosis. When you try to look at that in PubMed, which is a major reference source for medicine, you cannot find anything at all.  So I was bamboozled by this, and then Shaun Rusling, whom you have already met, who was the person who was supported and pursued really by the consultant American attorney in Hull, they looked at his ‑ they wanted to investigate his endocrine function because he had very low testosterone levels, which is relatively easy to measure, levels of testosterone, but they persisted and they said, "We want to see whether the central control mechanisms which control the level of testosterone have been damaged, and those control mechanisms are in the part of the brain called the hypothalamus pituitary, and what they found was that part of the pituitary had been damaged so there was very severe depression of growth hormone levels and no gonadotrophins which stimulate the testes to produce testosterone.  A very, very common feature of Gulf War Veterans, which is in the lists of information held by the Gulf Veterans groups, is that many of them suffer from an obesity which is classically upper barrel obesity and very many of them have problems with sexual function.  They have got low libido and erectile dysfunction.  That seems be very widespread.  I think there is a case which involved only vaccines.  That it has got these problems and it was autoimmune‑induced points to the vaccines inducing an autoimmune condition which damages the pituitary gland, and the consequence of that is osteoporosis, depressed growth hormone and mineralization of bone and teeth - there is a teeth problem with these guys as well - and the other one is the distribution of body fat and muscle, and then the gonadotyrophins responsible for controlling libido and erectile function. 

   175.  THE CHAIRMAN:  Then, on the last page, you summarise your conclusions.                 A.  Yes. 

THE CHAIRMAN:  Those are there now.  At the moment, I think, again, that is a very full summary of the evidence you have just been giving.  I am inclined now to hand you over to Dr Jones to see if he has got any questions to ask you on this paper.  

   176.  DR JONES:  First of all, thank you for that extremely detailed comprehensive summary which, along with your appendices, will keep us occupied for many hours.  Before I put some general questions to you, I wonder if I can ask some small detailed things which may appear to be nit‑picking but this is an important document, it is going to be in the public domain and it is important therefore that minor inaccuracies and so on are excluded.  Can I take you to page 6.    This is of your main submission.        A.  My statement, yes.  It is probably mixed in with these appendices.

THE CHAIRMAN:  I could let you have my copy, but it is very marked.   

   177.  DR JONES:  I think you will need to find it.  Are you ready?       A.  Yes. 

   178.  DR JONES:  Page six, three-quarters of the way down "l", I cannot find the reference to Pamela Kaires, which seems quite important, and the reference please?       A.  It is a new book, and I printed the cover of that book. 

   179.  Could you give it to Veejay some time?        A.  Yes, indeed. 

   180.  DR JONES: That would be very helpful.  Moving up that page, just to take slight issue with one thing in "j", in the second sentence you are quoting someone else, "Not only was the campaign a military success", etcetera, etcetera, you go on to say, "It is difficult to find a more outrageous comment that flies in the face of the realities", etc, "Militarily it was inconclusive", and so on?        A.  Yes. 

   181.  DR JONES:  We have heard from two ex‑chairmen of the Defence staff, Field Marshal Brammell and Marshall of the Royal Airforce, Lord Craig and Sir Peter de la Billiere, I am quite sure that they would not regard it as military.  They might regard it as inclusive, but it was a political decision that stopped it after 100 hours, not a military one, as I understand it, and it was seen as a success partly by those gentlemen because the casualty rate was so very much smaller than had been expected?  There may be a conflict between political and military?         A.  Yes.  I accept the weight of the evidence that you are suggesting.  I think on the military side there were a huge number of casualties expected, very, very large numbers ‑ that has come out again, I think, on all sides - but what we have got now are about 25 to 30 per cent of the Gulf Force that went there is ill.  I mean they are dying on their feet now. 

   182.  DR JONES:  Can we go to that point then, which is your next sentence: "30 per cent of the troops engaged" ‑ we had a figure of around the 6,000 put before us, which is about 12 per cent?         A.  Right. 

   183.  DR JONES:  Are there another nine or 10,000 that we do not know about?       A.  The figures that I am quoting, round about 30 per cent, 25‑30 per cent, is a figure that is quoted and that is in Appendix 35, that you have got, which is the Research Advisory Report to the Congress, and that is the work of the Lea Steele who has compared the difference analyses that have been done. 

   184.  DR JONES:  We will study that.       A.  That is where that figure is from.  So I rather stand by that figure.  I think in military success terms, if you are a soldier, we won in 100 hours, you know, everything was cleared up, but it was not because the troops have come back and many of them are now ill. 

   185.  DR JONES:  You have a point.  Turning to page ten?       A.  Yes. 

   186.  DR JONES:  You make some rather serious allegations, in effect, about the Royal Society.  You refer to the report which we have got here, "the Health Hazards of Depleted Uranium", as being against all its traditions, but on the last page of their summary they list no fewer than 25 recent very comparable reports on totally unrelated matters?       A.  Yes. 

   187.  DR JONES:  Everything from education to health, and so on.  So I do not think this particular report is really stepping out of line with you, is it?        A.  What I am really relying on is the report on GM crops and biotechnology, which I have quoted there‑‑ 

   188.  DR JONES:  And is certainly one on their list?       A.  Yes.   ‑‑which makes the point that they were being asked to review things with a view to supporting the Government line, if you like, and that is certainly true with the GM report.  The Depleted Uranium Report, as I go on to say…  Is Dr Busby currently down? 

   189.  DR JONES: Not so far?       A.  Well, Dr Busby is the man to fill you in on this, but I do quote evidence in here about the depleted uranium story where the committees, the COMARE and CERRIE Committees, have been usurped really.  The Royal Society Report essentially recycled the establishment that depleted uranium was quite safe and did not cause any untoward damage and illness, and that is the view which I take to be…  They missed out, as again I have reported in one of my appendices-- 

   190.  DR JONES:  Appendix 26?        A.  Appendix 26, yes. 

   191.  DR JONES:  I am aware of the time and I have quite a few other areas to cover, but perhaps if we have time at the end we could ask you to speak to Appendix 26, because neither of my colleagues has yet seen it and I only had it this morning.  You have given your views in great detail so that might be very helpful.  Thank you.  Turning to page 11, 13c, I am not quite sure that that sentence is meaningful.  It is not to me anyway.  Perhaps something is missing!  "There is no way simple questions about the prevalence of ill health can be answered when certain conditions are recognised, e.g. diabetes"...  There is something missing?                     A.  Yes.  What I am saying in that particular section, and you are quite right there is something missing there, it should be "There is no way simple questions can be answered when certain condition are recognised."  What I am getting at there is I have asked for registers to be assembled of Gulf War Veterans.  If you ask a simple question: how many have got diabetes ‑ which an important question in view of my professions' work ‑ how many of them have got lymphoma, not have died of lymphoma but have been diagnosed with lymphoma and have made some kind of recovery ‑ so this is a plea for registers.  Have many have osteoporosis?  We do not know because no one is keeping a record.  There is no record of these conditions.  Motor neurone disease ‑ we do not know. 

   192.  DR JONES:  You have answered my question?       A.  Yes.  Certain conditions go unrecognised. 

   193.  DR JONES:  Something like that?       A.  Something like that, "unrecognised", yes. 

   194.  DR JONES: Turning to your Hull colleagues, on page 13e at the top, the last sentence, "They have persisted in further tests that have now played a big role in identifying a possible new mechanism for vaccine damage."  Could you elaborate on that?       A.  This was the work I got from Shaun Rusling who had these advanced tests on the pituitary gland, which are really quite heroic tests.  The candidate was reduced to a suitable level of hypoglycaemia and for a clinician that sounds ‑ a clinician has to be in attendance all the time because of the way the tests can go wrong.  That is what I was referring to here. 

   195.  DR JONES:  Fine.  You and I are getting on famously now.  Page 14, another sentence I had to struggle with, number 17, first sentence, the end of that, line three, "... and concluded with words that are very ambiguous."  I think I can probably work out what you mean there, but perhaps it might helpful if you explained?       A.  Her conclusions are set out at "a", "b", "c" showing the fact that (a) it could be a possible contributor.  "Uncertainties remain concerning the effectiveness of PB", which is something I drew out in my submission to the Select Committee.  PB may reduce the effectiveness of post‑exposure. 

   196.  DR JONES:  I understand.        A.  So that is the ambiguity in the phrasing. 

   197.  DR JONES: So words like "complex" or "unclear" or "are not yet determined" might be more accurate?       A.  Yes. 

   198.  DR JONES:  Turning to the next section, that is the completion of your first statement.  You go on to "Gulf War Syndrome, GWS, Illness(es) or Syndrome? ‑ A Summary".  Have you got that?      A.  What page are you on? 

   199.  DR JONES:  It starts at page one again after the conclusions.  It is headed:  "Gulf War Syndrome, GWS, Illness(es) or Syndrome? ‑ A Summary".        A.  I am sorry, this is the extra file I sent down. 

   200.  DR JONES:  I think there is potentially what might be a very important matter touched on in there, and that is the question of the word "syndrome".  You obviously have taken this up because you start with the definition which is taken from the standard book, and so on.  In the hoped for context of resolving this whole issue to hopefully the satisfaction of everyone, but that may be a pious hope, how important is the word "syndrome"?                   A.  What I think is important is the denial of the word “syndrome” ‑ that is what I think is important ‑ and it seems to me we are dealing with semantics if we are not careful, and I am not into playing games with semantics, that is why I used the word with the abbreviated Gulf War Syndrome slash Illnesses. As defined in "1" I think Gulf War Syndrome is a syndrome.  As defined by Haley, who is a statistical analyst, it is a syndrome.  As defined and by Steele in her epidemiological study it is a syndrome.  So I have used the word "syndrome" because I think it is a legitimate word which accurately describes the situation.  To try to reduce it to something slightly less, with slightly less of an impact, like "illnesses", is to me just playing word games and I do not want to do that. 

   201.  DR JONES:  The trouble is that different people build different meanings into it?        A.  I am sure that is right. 

   202.  DR JONES:  And we end up not speaking the same language.  Turning to page two, the next page?       A.  Yes. 

   203.  DR JONES:  Halfway down under "8", I cannot find the reference to Williams 2000. Could you let Vijay have that at some time; it is not included?   Have you found it?               A.  Yes, I have.  That was a briefing paper that was written for the Countess of Mar for the debate on ME-CFS.  You can certainly have that, it is 70 pages but the Countess of Mar can probably‑‑   I think you have already seen her. 

   204.  DR JONES:  We have indeed.  Moving on down that page, it is, I suppose, the penultimate paragraph, but I do not know.  Anyway it is under “9” after that list of things, "The unique situation of the Gulf War was not acknowledged in the novelty and numbers of toxic exposures."  I am not sure that makes sense.  I wonder whether the words "was not acknowledged in terms of", would make sense?       A.  Okay, I would go with that. 

   205.  DR JONES:  It is nit‑picking and I am sorry.       A.  No, it is all right. 

   206.  DR JONES:  Finally, this is on the last little contribution, your summary.  "Gulf War Syndrome, GWS and Vaccines ‑ A Summary."  On page two you refer to Metters as the Head of Division of Bacteriology and on page three there is another reference to Metters.  I do not know if either is quite right.  I think he was a senior doctor in the Department of Health at the time.   He was an administrator?       A.  I may very well have elevated him beyond his status.  He was what, a senior administrator? 

   207.  DR JONES:  Yes, he has retired now.  Two quick questions, as Lord Lloyd has been generous.  One of the problems here is we are always down to time.  I think I may know the answer to this, or partly, but where would you like to see future research targeted?        

A. I put this in my conclusions.  We have to look very carefully at the vaccine story and 

particularly we ought to look at a cohort of people who would have this full, hormonal, pituitary assessment.  We need look at the DU people.

   208.  DR JONES:   Such as Sean Rustling?     A.  Yes.  It is expensive and demanding so we will have to expect smaller numbers but enough to make the point that this is a general feature of physical damage.  I would like Hayley’s work to be repeated because that is something that we should have done a long time ago.  That was done in 2000 by Hayley and it has not been followed up at all.  Also, we should be looking at chromosomal aberrations, particularly in the context of the depleted uranium exposure.  That has been resisted within the Committee.  We pleaded for it and the veterans have asked for it, but to no avail.  In light of the Kenny Duncan ruling, I think this is urgent because Gulf War veterans are asking questions about having families and the future of their families and we need to be able to give them the best possible advice.  We will only get that from chromosomal aberration studies.  Those would be my three top ones, I think.

   209.   THE CHAIRMAN:   Can I summarise where you have got to?  It seems to me – I hope you can confirm this – that having set out a great deal of material in your main paper which we have gone through, in paragraph three of your second paper that came before us in terms of date, the 15 July paper, does paragraph three really set out your present view on what this whole problem is?  Is paragraph three the simplest guide to what your own view now is on this whole problem, starting with Hayley, the proposed six syndromes reduced to three, all of which we have heard about: fatigue, confusion and the back pains, and finally reduced to one syndrome?  Is there anything which you would wish to alter in that paragraph?    A.  No.  We are dealing with sophisticated, statistical analysis and that is always a bit worrying and it is not my forte either.  The thing that I feel most strongly about is that there should be careful clinical investigations of sick Gulf War veterans.  That is not being done to anything like the correct extent.  Where it has been done, new things have always emerged which have been very enlightening in helping people to understand both the syndrome and the possible ways of treating it.

   210.   THE CHAIRMAN:   Can I ask the same question as to your conclusions on page two of the third small paper?  It seems to me to set out your views, as I understand them.              A.  With regard to vaccines and the immune system that is true.

   211.  THE CHAIRMAN:   There is nothing you wish to add to or alter?   A.  No.  My plan was to write similar, brief summaries of the pesticide story, depleted uranium and the NAPS story.  That is missing.

   212.  THE CHAIRMAN:   I think this is only intended to be the vaccine summary?           A.  Yes, that is right.

   213.  SIR MICHAEL DAVIES:   This is a very critical view of the way in which government research has largely been conducted.  However, do you think lessons have been learned from the 1990/91 war to when the troops were deployed to Iraq a year ago?  As a result of that, would you have said that the MoD had learned that there was something wrong with the way the troops had been treated in the first Gulf War?   A.  There is an admission in that statement by the MoD that they got some things wrong in the first Gulf War.  For example, pertussis was dropped from the vaccine regime altogether.  Anthrax was supposed to be given in a ten day window but for whatever reasons that ten day window was not observed.  Perhaps they have learned a tiny bit.

   214.  SIR MICHAEL DAVIES: What about organophosphates?   A. They still use organophosphates.  They still use depleted uranium as if it did not matter, and I think it does matter.  I did write a paper before the second Gulf War started saying would there be a second Gulf War syndrome.  I concluded, regrettably, unless they have learned the lessons, there will be.  We know that whole regiments were given multiple shots which they should not have been given.  This screams out for not giving multiple shots of vaccines.  Organophosphates have to be used in a much more careful, controlled way than they were in the first war.

   215.  SIR MICHAEL DAVIES:   Was there a greater degree of protective clothing issued?   A. I am not aware of that.  I know the operators in the first Gulf War wanted to use their NBC suits when they were spraying with organophosphates to protect themselves and that was ruled out.  The man who made the biggest submission about this is Sergeant Tony Worthington.  He has diaries and photographs showing the conditions in which he had to work.  I have no evidence that the second time round this was done any better or any worse.  There are people coming to see the Gulf War veterans from the first war saying, “We have a problem.  We want your help.”

   216.  SIR MICHAEL DAVIES:   Already?   A.  Yes, and that is disturbing.  

THE CHAIRMAN:   Professor, can I express the gratitude of all of us for all the effort you have put into this matter over the years and for explaining it to us so clearly.

The witness withdrew

DR JACK MELLING, called

   217.  THE CHAIRMAN:   Dr Melling, first of all, we are very grateful to you for coming this afternoon.  Perhaps you could give your name and address?   A.  Jack Melling, the United States Government Accountability Office, 441 G Street, North West Washington DC.

   218.  THE CHAIRMAN:   I think you are almost the only person who has not come armed with masses of paper.  We have not seen anything from you yet but that is no disadvantage, as far as we are concerned.  Please start from the beginning and tell us what your concern is, what your interest has been and just state your qualifications also.   A.  In terms of qualifications, I have a BSc in pharmacy, an MSc in bacteriology and a PhD in microbial biochemistry.  In the last 20/30 years, I have been involved in research and development and production in the field of vaccines at Porton Down from 1969 until 1996 and following that at the Salk Institute in the United States.  Since 1998, I have worked for the USGAO.

   219.  THE CHAIRMAN:   And now?   A.  On a good day, I am retired.  For the last two years I have been serving on a committee set up by the secretary of the US Department of Veterans’ Affairs, which is the Research Advisory Committee looking at Gulf War illnesses.  What I understand you may find helpful for me to speak about today would be vaccines but for five minutes I would just like to put vaccines in context.  From the evidence I have heard on my visits here, I think it is very clear that troops who served in the 1990/91 Gulf War had a number of exposures to a range of materials.  There was exposure to anticholinesterazes.  These included nerve agents, organophosphate pesticides and pyridostigmine bromide, otherwise known as NAPs.  The effect of all those is, to a greater or lesser degree, to inhibit the activity of acetylcholinesteraze.  

It is known from recent research, some of which has been presented to the VA Research Advisory Committee, that inhibition of acetylcholinesteraze can result in an impact on a number of systems, including the immune system.  That is important when we consider the role of vaccines.  There are clearly vaccines themselves.  Troops were given a multiplicity of vaccines and unfortunately at this remove we do not know precisely who received what, precisely when and how many.  Again, from individual evidence and remembrance, people received possibly anywhere between eight and fifteen.  There were other potential difficulties, including exposure to depleted uranium, to smoke from oilfields and one of my colleagues on the Research Advisory Committee had a platoon exposed to mustard gas, again from destruction of Iraqi munitions.  

Turning to the vaccine issue, all the vaccines that were in use can probably be divided into two categories.  There are vaccines that have been used over a long period for routine immunisations and over time have probably been given to hundreds of thousands, if not millions, of people.  They would include vaccines such as the live polio vaccine, yellow fever, tetanus and cholera.  There is then a much smaller group of vaccines that fall into the category of what are now termed biodefence vaccines.  In this group, there would be anthrax vaccine and plague vaccine.  Prior to 1990/91, the use of these biodefence vaccines in large numbers for people was limited.  If I turn to anthrax vaccine per se, let me give you a small summary of the anthrax vaccine position.  There are two anthrax vaccines that have been approved for use in humans.  One is produced in the United States in laboratories in Michigan and the second is produced here in the UK at Porton Down.  The UK vaccine was granted a product licence in I think 1978/79 or thereabouts.  The United States vaccine was licensed in 1970 or 1971 or thereabouts.  The vaccines are different in that they are derived from different producer strains.  The methods of production are similar but not identical.  However, the two vaccines do contain the same essential ingredient which is a protein called protective androgen.  Everyone calls it “PA” for short.  

In the UK, the licence for the vaccines is held by the Department of Health.  In the United States, it is held by essentially the producer organisation.  It was originally the state of Michigan that was the producer.  Their facilities were then sold to a private company and it is now the private company that holds the licence.  Prior to 1990, anthrax vaccine was used in a very limited way.  In this country, probably of the order of 2,000 or 3,000 doses of vaccine per year were given and they were given to laboratory workers, to people who worked in the wool, hide and hair industries who were at potential risk of industrial anthrax exposure, and some veterinarians.  The use in the United States was essentially the same, although the numbers were greater simply because of the  population differences.

If you look at vaccines in general, when a vaccine is going through its process of approval, it goes through various phases.  There is usually a phase one, where there is some indication that the vaccine may be efficacious.  These are always preceded by animal studies but then it gets to human studies.  There is a phase two which involves an expanded number of people, usually into a hundred or low hundreds.  That is looking at safety issues.  Are there any very obvious, unacceptable side effects?  There is then a phase three study, which is looking at two things.  One is: is the vaccine efficacious?  Also, because the number of people has increased, it is another opportunity to pick up any adverse reactions.  The number of people that a vaccine may be given to in a normal phase three study could be many thousands, depending upon the disease incidence and how statistically sure you need to be of the degree of efficacy of the vaccine.  In the case of anthrax vaccines – and this is true of both the US and the UK – there is no general disease incidence.  Therefore, there was no possibility to do a normal phase three study.  Both of these vaccines were licensed on a combination of studies on people who had received the vaccine, mainly the voluntary workers, together with some experimental animal models.  In that context, both anthrax vaccines were unusual, for example, compared with polio vaccine, influenza vaccine and many of the other public health vaccines that we are all familiar with.

One consequence of this is that there is not an opportunity to observe in a large population whether or not vaccines produce adverse reactions.  It is the norm that probably all vaccines in some people will produce adverse reactions.  The decision to vaccinate or not, as in any medical procedure to treat or not, is a risk/benefit calculation.  In the case of this vaccine, there were limits on how effective that risk/benefit calculation could be.  When vaccines are licensed, the norm is that the studies are done just with a particular vaccine.  In some cases, like the childhood measles, mumps and rubella vaccine which is a combination of three components, the study will be done with the three component vaccines.  However, it is not only not normal but I am unaware of any studies where any one vaccine has been put into a phase three study along with another six, seven, eight or nine, whatever the number is.  That meant that when these vaccines were used in 1990/91 this was a new situation.  Professor Hooper has already referred to studies that have indicated that a high level of immunological or antigenic challenge may lead to problems in terms of the immune system.  This is where my point in relation to anticholinesterazes comes in.  Both vaccines work by stimulating the immune system.  They do this, at least in part, through the cytokine system.  The anticholinesterazes also work, in part, in respect of the cytokine system.  They do many other things as well but if we are looking for a meeting point of at least two sets of insults, the cytokine system may be one that is worth exploring.  My colleague on the VA Committee, Dr Hayley, who you will see next week, has quite good expertise in that area.

We have a situation where, if we read much of what has been written, to an extent there has been a focus on the number of vaccines that people received.  There has also been a focus on anthrax vaccine per se.  It is probably not possible to say whether or not an adverse result is due to anthrax vaccine itself or to it being one of a set of vaccines that people were given, giving a high degree of immunological challenge.  There are two hypotheses.  One is that any group of vaccines given together in sufficient quantity within a sufficient short time may produce an adverse event.  The other hypothesis is that any group of vaccines, providing that that group includes anthrax vaccine, may produce that effect, but we have no way of ascertaining whether either of those hypotheses will stand up.

The other piece of information that has emerged over the last few years through some studies in the United States that have been done on people receiving the US anthrax vaccine since 1998, when the immunisation programme became mandatory for US military personnel, has indicated that the level of reactions to anthrax vaccine per se has been higher than many people expected.  The studies have also shown that women react probably at twice the level of men.  There are gender differences which were not previously recognised.  Indeed, the higher incidence of adverse reaction has been reflected in a change to the leaflet, the so-called product insert, that accompanies the vaccine ad gives information to the physician and/or the recipient about what they may expect.  I am sure that is a document that could be provided to you.  I apologise for my lack of documentation.  Virtually everything I have worked on is in a packing case somewhere.

   220.  THE CHAIRMAN:   When you say that the effect on women is twice that of men, is that qualitative or quantitative?  Is it that twice as many people are affected to some degree?   A.  It seems to me that twice as many people are affected to some degree.  There may also 

be indications that women are more affected.  What we had in late 1990 and early 1991 was a very unusual situation.  People were receiving a lot of vaccines all at the same time.  Some of them were not deployed.  They stayed here or in the US.  Many were then deployed and were subjected additionally to the other potential insults that I mentioned.  This leads to yet another set of hypotheses.  Either these vaccinations and the other insults have no effect one on he other or they have some additive effect or they may even have a synergistic effect, where the outcome is not just one plus one, but it is a multiplying effect.  From the data that I have seen and the people I have spoken to, at least in the case of the anticholinesterazes allied to vaccines, there seems to be a suggestion of a synergistic effect as being a possible outcome.  The problem now is that it is virtually impossible to recreate in any experimental form the conditions that people were exposed to in 1990/91.  If this were deliberately done with humans, it may verge on the unethical.  If it were attempted in some animal model, I think it would be difficult in that combination to make the extrapolation.  Again, the Committee has heard and I have seen much evidence from people who have done good animal experimentation models, but they tend to concentrate on one issue at a time.  For example, the DoD funded a study looking at low doses of nerve agent in rodents.

   221.  THE CHAIRMAN:   Is that the marmoset one or the mice one?   A.  I think it was rats.  What they showed was that a dose of nerve agent which was below a dose that was acutely toxic would over at least part of the life of the rat produce measurable, physiological changes.  This also brings out something that I have seen while working with the Research Advisory Committee.  The present secretary of the Department of Veterans’ Affairs is Secretary Principe and under his leadership two things have happened.  For example, there has been a broadening of the group of people to whom benefits would be provided, such as people who may have been exposed to any of these accidentally released nerve agents and what effect the current analysis will have on that.  When a previous analysis showed that 100,000 or so may have been exposed, that was factored in.  More recently, service people who of late have suffered from ALS, which is a progressive, neurological condition, have also been deemed to have had a war related injury.  What I have certainly seen over the last two or so years is a broadening of the groups of people to whom benefit is given.  What service people in the US, in common with people here, are probably still looking for however is not so much compensation but recognition.  They would really like to know what has happened to them.  Whether anybody will ever be able to give that answer I do question, but absent that indeed that they are suffering from a war related injury.

   222.  You have primarily concentrated on the anthrax vaccine.  Supposing it was given in such a way as to cause the adverse effect to which you refer.  How would you expect those adverse effects to become apparent and indeed what adverse effects would you expect?  I do not know whether that is within your experience or not.   A.  I have probably received around 20 shots of anthrax vaccine over time singly.  The norm would be sore arms, sometimes swelling of glands.  Some people have reported a more generalised febrile, feverish response but again all of those reports were based on a single vaccination, not a vaccination as part of a group of vaccines.  Again, this is a line that the Committee might want to pursue.  When a vaccine is licensed in this country there is a so-called yellow card system such that if the recipients and/or their physicians observe an adverse reaction the physician submits a yellow card, which is a notification to the Department of Health.  This is how a number of adverse responses get picked up.  I do not know what the position is with the anthrax vaccine or what sort of notifications they have, but again it would not be in the 1990/91 situation.  It would be in a more normal use situation.  

   223.  THE CHAIRMAN:   One of the questions we have to consider is whether there are any causes and, if so, which causes, for the illnesses from which the veterans are suffering.  One can see as a cause multiple vaccinations.  How do you see multiple vaccines creating the illnesses from which the veterans are suffering?  What is the connection?    A.  Firstly, I am getting to the edge of my sphere of competence.  That is the prerogative of a molecular immunologist but what may happen is that there is, in simple terms, an excessive stimulation of the immune system leading to an imbalance in the cytokine system that can then result in an impact on the other of the human physiological systems.

   224.  THE CHAIRMAN:   That is a very short, clear explanation.  As I suspect you know, one of the reasons why the government has been disinclined to set up a public inquiry of their own, although they have not ruled out such an inquiry, is that they have been saying now for many years that there is still more research to be done.  How do you see that?  Presumably, research into these matters will go on for ever.  What I am wondering is whether you can say from your knowledge at Porton Down and the Salk Institute whether the time has come when one should at least come to some conclusions.   A.  I agree with you that research in some shape or form will certainly continue.  I think people are going to be looking at effects of vaccines and vaccines in combination with other stresses for decades to come.  However, in the context we are now looking at, I suspect we are reaching a point of diminishing return in what a lot of research can contribute.  One of the problems I see is that the soldiers were exposed thirteen and a half years ago.  Whatever their current conditions are, almost certainly they are not the conditions that existed immediately after their exposure.  The human body adapts all the time.  It may become increasingly difficult.  I certainly think there is a great value in recommending that clinical studies are appropriate, not least because good clinical studies may lead to improved treatments, but I do suspect they are not going to be very effective in providing answers to why this happened.  This is a purely personal view but I think we may have reached or be very quickly reaching the point where we have to say, “Do we give the benefit of the doubt?” on the basis that this seems to be a very unusual set of events that that group of men and women were exposed to.

   225.  THE CHAIRMAN:   That is very important evidence.  Your use of the phrase “diminishing return” is one of great importance.  Do I understand you therefore to say that we are not at a stage at which you might say we are about to make some breakthrough and therefore we ought to wait until the breakthrough?  Your view is that that is not the case?      A.  I have been wrong on many occasions, but what we have seen over recent years is an improvement in our understanding of how some of the things I have listed impact on animal physiology.  However, to think that in one year or two we will cross a watershed and suddenly all will be clear sadly I do not think is realistic.

   226.  DR JONES:   Do you have either any information or speculation on what might be the consequences of the coming together of the anthrax vaccine and anticholinesteraze agents in the cytokine system?   A.  In a word, no.

   227.  DR JONES:   Can you see any point of contact with the Rook Zumla hypothesis?

A. Yes.  That does seem to provide at least a basis but even that is still a hypothesis.  I

think it is a piece of work that is worth pursuing, not least because there is some of the work by Professor Rook that has led to treatments for people with a number of other allergic conditions.  This is quite separate from Gulf War illnesses.  The work he has done does appear to have given not just hope but a real quality of life improvement to some people, again by understanding a need to rebalance that part of the immune system.

   228.  SIR MICHAEL DAVIES:   Could I ask about your point about women reacting perhaps twice as badly as men?  Are women given the same size vaccine as men?   A.  Yes.

   229.  SIR MICHAEL DAVIES:   It could be a bit like alcohol tolerance in women and men?

A. Again, that is a point that others have also made, but the studies that have been done 

suggest that it is not simply a matter of body mass.  There is something in respect of the differences in hormones and the physiology of men and women that simply makes them react in different ways.

   230.  SIR MICHAEL DAVIES:   Do you know, since most of your work in the last seven or eight years has been in the United States, if the Department of Defence now keeps up the vaccines for its troops on a more regular basis so that they do not have to have multiple shots at any one time?   A.  I believe that has been something they have been trying to do.  To a degree, they have succeeded.  This was one reason for instituting the 1998 programme of routine anthrax vaccination, so that there would not be in the event of troops having to go to a conflict the need suddenly to give them what would be around three shots within a very short time when they were possibly also getting boosters for other vaccines.  Sadly, one thing that did not happen in the current conflict in the US – and I do not think it happened here either – was there had been recommendations that prior to troops being shipped out for a conflict there should be a medical assessment or a medical assessment baseline created which would include taking blood samples so that, in the event, post-conflict, if people showed whatever adverse symptoms, there would be something to refer back to.  My understanding is that did not happen.  I think it was something that would have been very sensible to have done and I do not know whether that happened here or not.  

   231.  SIR MICHAEL DAVIES:   This is my last very unscientific question.  I just wondered, since you have suggested that there may be damage to the immune system through these multiple vaccinations, is there any link with any research being conducted into HIV and that sort of area?   A.  Not that I know of.

   232.  THE CHAIRMAN:   Are you going back to the States?   A.  Yes, later in August.

   233.  THE CHAIRMAN:   Thank you very much for coming.  On Monday and Tuesday of next week, we have a number of gentlemen coming from the United States to give evidence.  Is there any particular  question you would like us to ask them?   A.  I certainly think with Dr Hayley there is the issue of genetic differences between individuals which affect their ability to handle or metabolise organophosphates and nerve agents.  That is something he can speak to.  Obviously, he can also speak to the work he has done which showed by brain imaging damage to parts of the brain.

   234.  THE CHAIRMAN:   Is this what we have been hearing about, the blood/brain barrier?   I am being corrected from my left.   A.  Anything that affects that would allow compounds to get through into the brain.  What Hayley has done is to show areas of the brain that show damage and he has done this in Gulf War veterans who have a significant level of illness.

   235.  THE CHAIRMAN:   You are wonderfully short in your answers, if I may say so, which is always a great relief.  If between now and Monday you have thought of other matters which you think it would be helpful for us to investigate with Dr Hayley and the other witnesses who are coming, please drop us a line.   A. Thank you.  I appreciate that opportunity. Thank you for the invitation to speak to you.

The witness withdrew
THE CHAIRMAN:   Thank you very much.  That completes our work for today and for the week.  We will be starting again on Monday of next week at ten o’clock.

Adjourned until Monday 2 August 2004 at 10am
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