INDEPENDENT PUBLIC INQUIRY INTO GULF WAR ILLNESSES

MINUTES OF PROCEEDINGS

held at

1 The Abbey Garden, London SWIP 3SE

on

Tuesday 3 August 2004

DAY SEVEN
 Lord Lloyd of Berwick, in the Chair

                                               Dr Norman Jones

                                               Sir Michael Davies

(From the Shorthand Notes of:

W B GURNEY & SONS LLP

Hope House

45 Great Peter Street

LONDON SW1P 3LT)

THE CHAIRMAN:   Ladies and gentlemen, the first witness this morning is the Right Honourable Nicholas Soames MP.

RT HON NICHOLAS SOAMES MP, called
   1.  THE CHAIRMAN:   May I say, first of all, that we are very grateful to you indeed for coming this morning.           A.  Thank you for asking.

   2.  THE CHAIRMAN:    We all know who you are, but perhaps could you just start by giving your name and address for the purposes of the shorthand note.          A.  Thank you, my Lord.  I am Nicholas Soames, I am the Member of Parliament for Mid Sussex and I am the Shadow Secretary of State for Defence and I was from 1994 to 1997 the Minister of State for the Armed Forces.

   3.  THE CHAIRMAN:   Would you like to start by telling us something about what you think can contribute to the Inquiry.          A.  Well, if I may, I think it right that I should give you a little background to how I became involved in this.  I became Minister of State for the Armed Forces and I took office on a Thursday morning and was presented with a nine-inch folder which contained the issues I was meant to familiarise myself with over the weekend before going to my first meeting with the Secretary of State.  In the middle of this folder, which concerned some very difficult questions, including at that time about Bosnia, Northern Ireland, a lot of very serious operational matters for the Armed Forces, was a big section on  the question of Gulf War Syndrome.  I took over from my colleague Jeremy Hanley who was, I think, the first Minister for the Armed Forces to have become involved in the difficulties connected with Gulf War Syndrome.  That is to say, during the time that he was Minister for the Armed Forces, the question of there having potentially been a problem came to light and he had already commissioned a certain amount of research when I took my post.

   4.  THE CHAIRMAN:   Could I just intervene for a moment.  I should have introduced, in case you had not recognised him, Dr Norman Jones, a consultant physician from St Thomas’s and also Sir Michael Davies, who is Clerk of the Parliaments.             A.  I cannot remember at what stage I had my first meeting on Gulf War Syndrome, but it would have been attended by the Surgeon General, and I cannot remember whether or not it was because, as I told Lord Lloyd, I have not had a chance to go back over my papers, but at a later stage it was Admiral Revell, who was responsible for this.  There was at that time not a department at the Ministry of Defence specifically dealing with Gulf War Syndrome, but something which I suppose is the only thing which I did which was, I suppose, really helpful to try to get this thing resolved was in the end to set up a department, or not a department, an organisation which was specifically involved with dealing with Gulf War Syndrome.  

At this time the Royal British Legion were making a great number of representations to the Government which of course we took very seriously and I hope that we dealt with them in every way seriously and in every way thoroughly.  As far as the business of government was concerned, I have been racking my brains as to what to say to you, Lord Lloyd, about the way in which we handled it, but the only way I can tell you is this: that there was never a moment when we did not take this matter very seriously indeed.   It was clear that there was something wrong, that there were a number of people who had come back from their service in the Gulf who had clearly become ill.  What was not clear was whether or not at that stage this was the normal run of events statistically, and unfortunately we have to look at these things in statistical terms, or whether there was some illness caused by their specific service in the Gulf, which was not something which ever was found at the time that I was there.  We commissioned a very great deal of research and I think you will find that John Reid, my successor as Minister of State for the Armed Forces, the first Labour Minister of State for the Armed Forces, in the first debate on the Gulf War illness did actually say that he was building on a very extensive body of work which we had already commissioned.  There is no politics in this.  We left office in 1997 and there was at that time a very significant body of work already in train.  

I was very anxious that we should liaise with our friends in America.  I was extremely anxious that we should not duplicate any work that they were doing and I went to America and the Ambassador and the Military Attaché set up a very broad programme of meetings with the Veteran Affairs, with the Pentagon and elsewhere to try and make sure that our programmes were co-ordinated.  I took scientific advice as to whether or not that was the case and we did liaise very thoroughly with the Americans.  I think to a certain extent we came to, roughly speaking, the same conclusions, but, as I say, we came to no firm conclusions because a lot of that work was still in progress and I believe, I am not sure, but I believe still remains in progress.  We did try to do the right thing which was to continue to find out and try and get to the bottom of it by taking evidence, but I have to say that I was persistently angered by the constant assertions that we were in some way hiding things from the war veterans and from the British Legion and everyone else.  I do not think the British Legion have made that assertion, but there was some kind of feeling that we were not making available everything we had.  

In order to try and assuage this, I arranged every three months for every document that we had to be placed in the House of Commons Library and I am not aware of anything which was held back.  The only time that I was embarrassed, and it is always the Minister’s fault, never the officials’, and quite rightly so, but I did make a statement to the House of Commons in, I think, 1996 which was as a result of my American trip, a trawl through every document that we had and the Surgeon General personally taking responsibility for it.  I went to the House of Commons and I made a statement setting out exactly what the Government’s approach was, what we believed the position was and what further documents we were going to make available.  I came back to my private office to be met by an official, a high official in the Ministry of Defence, saying, “I am very sorry, but you may have misled Parliament”.  In between the time that that meeting ended and my making the statement, they found some other damned paper, so I had to go to the House of Commons the next day and I made a public apology on the floor of the House of Commons to the House that I may inadvertently have misled them.  It was in a very minor way, but it was a material paper to the statement, so the suggestion that we tried to mislead, cover up, obfuscate is just not true.  

Finally, sir, if I may just say this, as far as the Ministry of Defence was concerned, I had a previous experience when I was Parliamentary Secretary of the Ministry of Agriculture when I had to deal with (a) bovine spongiform encephalopathy, BSE, and I subsequently appeared in front of one of your colleagues at his inquiry, and (b) the question of organophosphate sheep-dips.  The only thing which I remain anxious about which I do not know the answer to was the assertion that at some of the camps there was used OP sprays on the tents.  Now, the effect of organophosphates, I know enough about it from, as I said, my experience at the Ministry of Agriculture, affects different people in different ways.  I think Dr Jones would accept that the dosage they would have received through this kind of spraying, unless they were actually lying underneath it when it was being sprayed, would be very, very minimal, I mean nothing.  Hundreds of shepherds dip sheep every year without wearing any protection, and it is their fault, they should not do it, but they do and they get terrible headaches, but it does not seem to do them any harm.  It is possible, and we do know that people ----

   5.  THE CHAIRMAN:   I have done it myself.          A.  You have done it yourself, so you know exactly.

   6.  THE CHAIRMAN:    I do not do it anymore.           A.  That is right, so we do know that there were people who have been made ill by OP dips, but it would require almost immersing yourself in the dip, which we know did not happen, but that is the only area in which I never quite got the hang of the depleted uranium question.  I know you took evidence yesterday in respect of Bunker 57.  We went into that with the most detailed data and computer things of the wind, everything, and we came to the conclusion that it could not have affected that many people and anyway it would be impossible to track them down and it was not, we did not think, a major question.  

Finally, I think it is very difficult for all governments to ever admit to something going very wrong.  Having been through BSE, been through OP and been through this, I do not think that the Government were culpable.  I think had they not vaccinated the soldiers and Saddam Hussein had used weapons, which we know he had at that time, definitely had at that time, we would have been criminally negligent and thousands of our soldiers, men and women, could have died.  Whether or not there was an effect with the cocktail, I am not a doctor, but I do not much fancy the idea of someone pumping me full of six different things all at the same time and expecting me not to have a bit of a hangover afterwards.  Whether or not that made people ill, I do not know.  I have read pretty much all the books on the First World War to do with shell shock, the psychological effects of warfare and all the rest of it and I entirely believe that post-traumatic stress does exist, that people are put in strange places on active service and the effect on them when they are brought home can be serious.  I have seen these young men coming back from Iraq now who are given, rightly, ten days just to cool off, and quite rightly too, but we are much, much better at doing it now.  Do I think the vaccinations should have taken place?  Yes, I do, and I am happy to answer any questions which you may want to ask, but I am sorry that my memory as to detail is not good, but I can always get it looked up.

   7.  THE CHAIRMAN:   I think your memory as to detail is very good, if I may say so.  Could I just say on the question of culpability that it is not part of our terms of reference to prove that any government is culpable.           A.  No.  We did our best, I think.

   8.  THE CHAIRMAN:    Our purpose is to discover if it exists, and I think that is clear.  Secondly, on the question of holding information back, I do not know whether you saw not long ago, about a week ago, that this tribunal was handed an enormous number of documents which are said to be all the relevant documents held by the Ministry of Defence through which we are gradually working and if there are any further documents which we think are relevant or any questions which we need to ask, I am sure that the Ministry of Defence will answer.         A.  I am sure they would.  If I may make a suggestion to the Inquiry, I do not know whether Sir Michael would know this, but certainly in 1995, which was when I decided that this criticism was intolerable and we could not go on being traduced, we did place literally everything in the Library of the House and the Library of the House will have all of those documents, or I imagine it will still have them, all the documents which we placed there which may or may not be concurrent with the documents that Ivor Caplin gave you.

   9.  THE CHAIRMAN:   I have no reason to suppose they will be any different.         A.  I am sure they will not be.

   10.  THE CHAIRMAN:  And among them I am gladly working my way through these documents and in fact I have got as far as 1997 which of course contains the very point which you were talking about, that up until then the line had been that organophosphates had not been used at all and then there was a long inquiry, and I happen to have it here, it is document number 11, in which the whole history of that is set out, so there is no conceding that.            A.  No, I do not think there ever was.

   11.  THE CHAIRMAN:    And the Inquiry in the end came down, I think, actually to further investigation of four individual civil servants against whom disciplinary proceedings had been undertaken.  Three were found not in any way to be involved and one was involved and I think he was just given a reprimand.  The explanation for all of that is as clear as can be and, as you said, you then made the statement in the House of Commons in which the line which had been taken up until 1996 was, as it were, reversed and it was accepted on organophosphates.  Whether of course organophosphates could cause the illnesses is something which obviously you and I have no knowledge about, but that is the very matter on which we are in the middle of  hearing expert evidence, including evidence from a number of Americans whom we see all around us, and you will be glad to hear that that co-operation still exists.        A.  Yes, they were very helpful.  The American Surgeon General opened his entire book to us.  He showed us all the research programmes, we brought our research programmes and they were matched and although ours were much smaller, the quality of the work, particularly by Dr Simon Wessely, I think -----

   12.  THE CHAIRMAN:   We shall be hearing from him.          A.  Well, he, I know, did a lot of very good work, but, as I understand it, the position is still really that nobody can find one conclusive cause.         

   13.  THE CHAIRMAN:   I think we might want to come back to that in a few minutes, but may I say that the main burden of the research in the United States is currently in the hands of Professor Haley and we shall be hearing from him very soon after you have been giving your evidence.  If you want to stay to hear what the latest view is, I am sure you -----                      A.  Unfortunately I have to go. 

THE CHAIRMAN:  I want to come back on the more general matter as to how you think we ought now to proceed, but I shall just ask Dr Jones whether he has got anything he wishes to ask.

DR JONES:   Well, I think that it rather touches on general matters, so would you rather we defer ?

   14.  THE CHAIRMAN:   Well, if there are no specific matters, we might just go ahead.  Incidentally, can I say that we are all very heartened also to hear your view that there are no political issues involved here.          A.  No, not at all.  I had first-class co-operation from the Opposition at the time and indeed they were extremely – I told David Clark I was going to come, I rang him up and I said, “Look, I have just been given this evidence and I am coming”, and he could not have been more courteous or helpful, and it has never been a political issue, as far as I am concerned.

   15.  THE CHAIRMAN:  Well, I think everybody will be glad to hear that.  The more general question is this and it is a very obvious one: that we are here now, 14 years after the event, and up until now the Government’s line, and I am not distinguishing between Conservative and Labour governments, has been that the time for a public inquiry is not yet ripe because research is still continuing.  That is the most recent answer which has been given to Lord Morris in the House and indeed it is the line which has been taken in the letter which I have had from Mr Caplin, but at the same time we have had medical evidence that although research is still continuing and should continue, it is unlikely that there is going to be any great breakthrough on the medical front in the foreseeable future.  In other words, although it might be helpful to be able to find a single cause for the illnesses from which veterans are suffering, it is perhaps unlikely that by further research in the immediate future we are going to find that single cause.  Now, one of our witnesses said, “Research, I do emphasise, should continue, but it is a case at this stage of diminishing returns so long after the event and so much research has in fact already been done”.  The question then arises as to whether at this stage, 14 years later, something can be done to satisfy the concerns of the veterans of whom there are 6,000 still claiming to have suffered as a result of their service in the Gulf.  Really the question I think I would like to ask is for your views as to whether the time has not come, as it were, to bring this whole saga to an end in some way, if that can be done in a way which would satisfy both the Ministry of Defence and the veterans?             A.  I simply despair of the fact that in our public life everything that any minister or any government says is held to be probably a vile untruth over a matter like this and that when we have a public inquiry, for example, by Lord Justice Hutton, we then have to have another public inquiry to verify the public inquiry.  My view is that whatever you say, whatever the public inquiry says will be not good enough for either side.  I do understand that the veterans want themselves to have the word “closure”, but they will not get closure from a public inquiry because there is no closure to be had if you are very, very ill and you believe that your illness was caused by service in the Gulf.  Presumably we are then into the territory of fixing compensation which is adequate to try and restore the quality of life that these people feel that they have lost because of their service in the Gulf.  

   16.  THE CHAIRMAN:   Could I just interrupt.  I do not think anybody suggests that this Inquiry can produce that.         A.  No, I understand that.

   17.  THE CHAIRMAN:     All we can do is to point a way in which perhaps the Ministry of Defence can -----            A.  Indeed, I understand that, and I do not know, but maybe there is a constitutional case for an inquiry to bring together all that you will have deduced from your hearings of the medical, the military, the ethical evidence and all the rest of it into one thing and to make a recommendation, but if the medical science is not there to back it up, I do not see how the Government can pay compensation in a meaningful way, but I think that is a matter for the Government.  I think that would be very difficult and thank God, I am not the Secretary of State for Defence, or whoever it is who will have to make his mind up about this.  I just do not know what is the right thing to do.  I do have to say this, and I do not wish in any way to offend the veterans, but they will have heard this themselves: that I spent most of my time, certainly over 50 per cent of my time, at that time visiting soldiers and military establishments all over the world and it is very difficult to go into a sergeants’ mess in some formidable fighting operation and talk to them about it, which we did, and said, “Come on boys, what do you think?  You were there, you had these jabs and you did the business, so what do you think is the origin of all of this?”  The responses of some of them were not for public presentation.  There were one or two thoughtful ones who believed that people have suffered as a result of their military service, but how many wars have there been in which people have not suffered as a result of their military service?  Should we not now have a more enlightened way to treat people?  That is part of the big question.  I then ask myself that if I was the mother of a boy or indeed a young woman who wanted to go into the Armed Forces, would I think to myself, “Do I feel that the Armed Forces do not properly look after their young men and women?”  The answer to that question is no, I do not feel that.  I think they look after them very, very well indeed and I think that when things go wrong, it is important that we find out why they go wrong, what went wrong and how we do not let it go wrong again, and nobody is better actually at the lessons-learned work than the Armed Services and there is nobody quite often who is not as accomplished as they should be at putting the lessons learned into action.  For example, in the last Iraq conflict, the question of supplies, forward supplies and logistics, requiring a tracking thing is something which has been recommended for the last 40 years, but they have never done anything about it.  So there are these questions which need to be answered and maybe a public inquiry would be a catalyst for it, but I do not know necessarily that that is the right thing to do or whether the Government should not just of its own accord pull all of this together and decide to draw a line under it and settle it.

   18.  THE CHAIRMAN:   Well, I think that latter answer is one of importance and in a sense it is because there has been no public inquiry, for the reasons that I mentioned, that the Government are still saying that further research might tell us something which we do not already know.  It is for that reason that this Public Inquiry, and this is a Public Inquiry, is in existence, and we hope at the end of this Public Inquiry, and we have heard from whatever it is, 30 or 40 veterans, and we have heard very senior members of the Armed Forces, from Lord Craig and Lord Bramall and Sir Michael de la Billiere, having heard a lot of expert evidence which we are going to be hearing over the next few days and into September, and having heard, in particular, from the American experience which is all around you, we hope that at the end of this Inquiry, we will be able to produce a report on which the Government might then be able to take a view and perhaps draw a line.   What that line will be must, it seems to me, be for them rather than for us.           A.  I do feel, and I think this is the same, that you get sucked into it as a Minister, it is very difficult not to, but the Government of course are very reluctant to admit responsibility for something which is going to involve them in writing large cheques and nowhere more so than the Ministry of Defence because there are so many potential claimants.  There are a number of lawyers operating on the fringes of the Armed Forces who are behaving atrociously and there is an advertisement for a firm of solicitors in Leeds which appears in a Leeds newspaper and it is for whatever the firm of solicitors is and it says, “Have you hurt your back, sprained a hand?  Contact so-and-so.        £3 million in damages so far claimed from the Ministry of Defence this year”.  They are a very large target.  They involve young men and women undertaking very hazardous operations even on training and we live in a very litigious environment and I think an ex gratia payment or a payment as an admission of liability is a very, very serious thing.  I do not know what is the right thing to do.

   19.  THE CHAIRMAN:   I think it is extremely unlikely indeed because, as I have said, it is not part of our purpose to persuade any government to admit liability for anything.  I think that is in a sense out of the question.        A.  But there is a question for all governments about doing the right thing and there is particularly a question, in my view, about doing the right thing for the veterans.  I wrote to the editors of all the national newspapers in 1995 by name, enclosing all the information which we had because they were all running the most scurrilous campaigns and not one of them even bothered to reply.  They are not interested in the detail, they are just interested in the headlines, so it is getting people to concentrate on the facts of the matter and the case and on the one hand how you do right by someone whose life they believe has been ruined by their military service and they do not believe that they have been fairly dealt with.  We are back in sort of “Tommy this and Tommy that”, you know.

   20.  DR JONES:    Mr Soames, we heard some evidence from one or two of our American witnesses and I think, by his submission, we are going to hear some more from Mr Ross Perot, that there is detected by them changes in attitude by the US Government on this issue.  Can you detect any comparable change in attitude on the part of the UK Government?                                           A.  I do not think that I am qualified to answer that question, Dr Jones.   I followed the Gulf War debate similarly and I read all the PQs and I know Lord Morris and have followed Lord Morris’s work and my parliamentary colleagues liaise closely with the Commander-in-Chief of the Royal British Legion.  I would not know whether there is a change in attitude.  One thing is absolutely right, that in the welfare package for servicemen, the fact that they are going to be properly looked after if something goes wrong is very important.  There is now more care being taken about the way soldiers feel.  I went to see some barracks the other day where soldiers are still sleeping in conditions and living in conditions which would not have been acceptable if anyone had known about them in the early 1950s and they are all being pulled down and redone and now everyone is getting a single room with a shower and a loo and a place to plug in your computer and a telly. Whether or not this is still going to produce the same kind of fighting soldier that we have always produced, I do not know, but it is a fundamental change in the approach to the way we deal with our people, so it may be that this will stretch through into this kind of thing, but I think the fundamental question is that fear that if you set a precedent of paying very large sums of compensation for something, and I do not say this with any disrespect, which is still unproven, you are going to be foisted with this every time we go into any form of conflict, and there will be a bunch of lawyers standing outside the ship when they land, and this happens now, asking them to sign up for a class action.  Even now with the training of the Armed Forces, because of our health and safety stuff and all the rest of it, which the Army, in my view, should never have signed up to, but they did, and now soldiers are not allowed to sleep underneath their tank in case the tank sinks on them, and it is so unlikely that that is going to happen, all of this sort of stuff is just going to extend right the way through into the sort of more sympathetic, and I do not mean that in the loose sense of the word, but I mean the more sort of modern approach to dealing with compensation.  Now, there were lots of things which happened when I was Minister for the Armed Forces where I said, for example, with homosexuality in the Armed Forces, “I’m not going to do it until I’m made to do it”, and when we were made to do it by the European Court, we went along with it.  Now, I do not think that is a very brave step on my part frankly and we should have done it there and then.   I just wonder, it is not a question of saying “Sorry”, because, as Lord Lloyd said, it is not a question of culpability, but it is a question of what is the right thing to do and I unfortunately am neither clever enough nor experienced enough to say what is the right thing to do given this particular situation.

SIR MICHAEL DAVIES:   I have no questions.

   21.  THE CHAIRMAN:   We are very grateful to you for coming.           A.  Thank you very much and thank you very much for giving your time.  I am sorry it is not very coherent, but it is the best I can do without the papers.  I hope you will forgive me, sir, because I cannot stay because I really have got to go and do something else.  I do hope that I have made the point that we really did try to do the right thing, and I have no doubt.  We all make errors in life and we may not have pursued the things which we should have pursued and we may have gone down blind alleys, but I am afraid that happens when you are dealing with the utterly intangible.  I hope that we tried to set the basis for, and I think the Labour Government have commissioned a lot of, very, very valuable work and certainly they took it very seriously, they have formed the Veterans Department and actually I think Ivor Caplin is an admirable Minister and he takes these cases very seriously.

   22.  THE CHAIRMAN:   I just wish he had not given me quite so much work!          A. That is his technique.  Thank you very much.

The witness withdrew
THE CHAIRMAN:  Now, I think the next witness is Mr Perot.

MR ROSS PEROT, called

   23.  THE CHAIRMAN:   Mr Perot, I do want to give you the very warmest welcome to this Inquiry.  It is very good of you to come across the Atlantic to talk to us.  I just want to repeat something which was said on the last occasion you came, I think, in 2002 to take part in the Inquiry in Portcullis House in the House of Commons.  What Lord Morris said on that occasion was this: “I welcome also this morning the visit to the United Kingdom of Ross Perot whose humane concern for Gulf veterans now in broken health and the bereaved families of those who gave their lives in liberating Kuwait is rightly honoured by the ex-Service communities both here and in the United States.  His dash and dedication as a campaigner is an important resource for both of us”.  I would just like to echo that sentiment and say that it is one which this tribunal entirely agrees with.  

Having said that, can I introduce Dr Norman Jones, on my left, consultant physician from St Thomas’s, and also Sir Michael Davies, on my right.  Now, we have a statement from you, Mr Perot.  How would you like to deal with that?  Would you like to go through that statement or would you like just to talk to us ad lib, as they say?            A.    My assumption is that others have gone through their statements, but I will do whatever you want me to do.

   24.  THE CHAIRMAN:   It is quite a long statement and I think it would be best if you could, as it were, summarise what is contained in the statement which we will obviously of course read.           A.  Then we can spend most of our time with questions and answers.

   25.  THE CHAIRMAN:   Very well.  Just explain to us first how you came to be interested in this subject in which obviously your interest is still continuing.         A.  I have worked very closely with our professional military forces for over 40 years, starting with the Vietnam War and starting with the POW issue when the President of the United States asked me to develop the campaign to embarrass the North Vietnamese into changing the -----

   26.  THE CHAIRMAN:   Perhaps I should ask you before you start whether you could just give, for the purposes of the shorthand note, your name and your address.         A.  Ross Perot, 2300 West Plano Parkway, Plano, Texas.

   27.  THE CHAIRMAN:   I think you were saying how you first got involved in this, some 40 years ago.          A.  I have been involved now in supporting our military forces for unique problems for over 40 years.  I was first asked by the President of the United States to develop a worldwide programme to embarrass the North Vietnamese into changing the treatment, the brutal treatment of our prisoners of war.  I had a very interesting experience when our men  were coming home and being spat on and treated rudely and this created “post-Vietnam syndrome”.  It was not what happened on the battlefield, but what happened when they came home.  In contrast, our POWs had been through up to ten years in hell.  When they came home, the first time they came together they hosted a parade for the Sante raiders who tried to rescue them, which was the largest parade in the history of San Francisco which is very much an anti-war town and they had only one protester show up.  The welcome home which we had arranged for when they came home because we had this big veterans organisation, we tied yellow ribbons around trees from the airport to the houses of each man and they got a tremendous welcome home and there were parades for them, and there is no post-Vietnam syndrome in these men whom you would expect to have it having fought in the war, so a warm welcome home is very important. 

However, if we go forward in the war, and we live in a world of chemicals and nuclear and biological issues, which are far more subtle than missing arms or legs,  I think the military and the public would say, “Well, he was wounded”, but if you are wounded by these other agents, it is not that obvious, but it now is that obvious because we have brain scanners which can show it.  If you show me a soldier who cannot do this and cannot do this and cannot do that, if we take a sophisticated brain scan, we can see that the parts of the brain which control that part of the body have been damaged.  We even have brain scans of identical twins, so even a layman can see the difference between the two brains.  

Our country was in total denial for one simple reason, and I think your country was the same, and I totally disagree with your prior speaker.  Well, he does not want to bear the expense of a lot of things and our country did not want to bear the expense of all these wounded soldiers coming home from a 100-hour non-war.  Can you think of anything more humiliating to a proud soldier than to say, “I can’t take 100 hours of stress in a war which really was never a war”?  These people were wounded by chemical and biological agents and the evidence is now out.  

I think we can sum a lot of this up by the turning point of when President Bush became President.  When President Bush came into office, he made it very clear, and since I have it in my script, I will find the page, but he made it very clear that he would stand by these men and see that the medical research was done and take appropriate action to give them medical relief and proper disability.  He appointed Secretary Principi who was here in 2002.  Secretary Principi did work night and day to get this done.  

These career bureaucrats who were entrenched and told and were puppets, saying, “Stress, stress, stress”, no matter what the evidence might be, they are gone.  Now, that is not easy in our Government.  These are career employees and I never thought it, but they are gone, and we have new teams in place working on the problem.  Any time Secretary Principi’s office hears about someone wounded and they have the after effects, within hours the Regional Director of the VA is knocking on that person’s door, trying to get the facts, so the whole approach has changed.  

We have the medical evidence now, and Dr Haley will give you that medical evidence, and I think you will see that we know they were wounded, we know what the causes of the wounds were, but there is more that we need to learn.  We have all of these strange things, like the vaccines which we were giving our men to protect them allegedly against sarin, number one, not approved by the FDA, but, and here is what the bureaucrats said, “It’s all we had”.  That is like saying you would give them (?) if that is all you had, the point being, “It’s all we had”.

Then as I got into this, the company which had the contract, one of the first things I noticed was that the person who runs this company is an Arab, and then I politely asked, “Could you tell me the names of the other investors?”  No way, José.  No, they would not say.  Then if you look at this whole thing here, it has got some really strange twists to it and the facts are though that under this vaccine, even though it was not approved, you would get a court-martial if you did not take it, and you are supposed to be given one shot a month over six months, but they would give soldiers six shots in one month going into combat and the mercury levels in the body far exceeded levels which would not do you damage, so there are things like that.  If you see these men today, dying of Lou Gehrig’s disease, things like that, you realise they paid a terrible price as very young men and it is all a by-product of brain damage.  We have done a lot of laboratory experiments and confirmed a lot of this and Dr Haley is the person to tell you that, but I think the biggest thing you need to do is get past the denial.  Let’s just say that it is very expensive to care properly for these men, but we owe it to them.  I am not saying pay them millions of dollars because, “Gee, we’re sorry you got hurt”, but we just take care of them properly and not just write them off.  It is almost like they were Kleenex; you use them and throw them away.  That has all changed in our country and I think that with this medical evidence which we have, we are moving forward now where we can really get some good work done and it is all being focused on how to get the job done and not to cover it up, and I think if our two countries collaborate, we can accomplish a whole lot more.

   28.  THE CHAIRMAN:    Well, that is a very, very splendid statement, if I may say so.  I think that one question I would quite like to ask is that we know that there are about 100,000, or thereabouts, veterans in the United States claiming to have suffered as a result of their service in the Gulf.  If there is going to be some reconciliation between the Department of Defense and these veterans, how is anybody going to be able to tell which of the 100,000 are really suffering as a result of what we would call an “attributable cause”?           A.  From a proper physical examination.

   29.  THE CHAIRMAN:    How many of the 100,000 have already been medically examined to prove the matter one way or the other?          A.  Not many.  They have seen doctors, but examined to the level you are needing, brain scanning and so forth, Dr Haley?

DR HALEY:   Hardly any.

   30.  THE CHAIRMAN:   But is this a problem because you perhaps heard Mr Soames say that there is always obviously a danger that people will say they are suffering when they are not in fact suffering and, therefore, one cannot just treat the 100,000 as a single group and say, “All of you”.  How should one do that?  What is the best way?           A.  I have been close to this now for over ten years and a lot of these are suffering and will not admit it.  These are tough, proud people.

   31.  THE CHAIRMAN:    So it might be well over 100,000?             A.  It is the other way around.  These are strong, tough, proud people and literally people who are so brain-damaged, they will never get back, and all they really want to do is to get back in their group and their men are now overseas again and they want to be there, and on and on and on.  It is not, “How can I get a trial lawyer to take the Government for a big sum of money?”  I have never had that come up once in a conversation.

   32.  THE CHAIRMAN:   But that would be a much simpler approach to the 100,000 than, for example, to have a brain scan on all 100,000.  That would be impracticable, I would imagine.          A.  I would say that if you take it soldier by soldier, you could easily, and Dr Haley will be far better than I am to say, but you could develop a profile and then when you look at the soldier’s record, you talk to the soldier, you get the advice and determine what tests need to be run on that soldier and the brain scan, you run it as you need to, but you would not have to do it on every one.

   33.  THE CHAIRMAN:  Then tell us what then in the United States, supposing that is established in relation to individual soldiers, as you put it, is provided for them?   Obviously healthcare is provided, but are there gratuities?  Is there a form of compensation?   Is there a war pension which is payable to such people?         A.  The last thing they want is a gratuity.

   34.  THE CHAIRMAN:   They do not want that?           A.  They do not want that, no.  These are proud men who put their lives on the line for us while we sat around watching it on television.  We might be the ones to try and get lawyers, but what they want to do is to get well and have a full life, if possible, and they are very strong, they are very pragmatic. Of all the ones I have ever dealt with, I have not run into anybody yet who just sits around, whines and portrays what the last speaker portrayed, not one, so I think what we just need to do is to get out of denial ourselves.  Is this going to be expensive?  Yes.  Is this an obligation we owe these men?   Absolutely.  Again now they do get disability under the VA and they are getting the normal reaction we give to a person who has lost an arm or a leg or had a classic military wound because that is what these men had.  If you just look at the experiments which have been done on laboratory animals, they are compelling.  If you look at what happens to a rat or a guinea pig or whatever the proper animal is to use if you just apply this non-approved thing for nerve gas, this vaccine, it is damage similar to what some of our troops had, so we just need to take, as you say, the emotion out of it, take the cover-up out of it, realise our obligation to our troops and work on it in a logical, methodical, caring way as opposed to saying, “Oh, we don’t want to touch that.  It’s too expensive”.  Believe me, that is where our Government was until the year 2000.  That has changed and the boost in morale in the military, and I am very close to the military, with men going into combat now, if they had had to go, say, before 2000, they would have been very, very nervous about this because they had seen so many of their buddies, none of whom were complainers.  These were the kind of men you would want your son to be and they do not complain now, but they would have tried to get back in the saddle and get going again, but morale would have been at an all-time low about going back into that part of the world where the chemicals were, knowing that your country will not do anything for you.  They know they are going to get full support now.

   35.  DR JONES:   Given your track record, I really would hate to take issue with you on anything, but there is no escape on one small point, so I will just get that out of the way first.  On page 6, just to set the record right, of your submission, you say, “I understand that the British Ministry of Defence and the Medical Research Council have also been in lock step with these Pentagon bureaucrats”, et cetera, et cetera.  Now, the Medical Research Council’s head is a man called Professor Colin Blakemore who is Professor of Physiology at Oxford.  He is not only an outstanding academic by world standards, but he is also a very brave man.  He has, at considerable danger to himself and his family, taken a front-line stance standing up to the more militant wings of animal rights activists at very considerable danger, and the idea that the MRC, under Colin Blakemore, is in cahoots with the Government is a non-runner.  He is just not that sort of person, but that is a small detail.          A.  This sentence you are talking about is that we are working together.  “I understand that the British Ministry of Defence and the Medical Research Council have also been in lock step with these Pentagon bureaucrats…”, well, that was back in the early days.  No, that sentence is in the early days.  Now, I think that we are working together, yes, sir, that is moving and that is thanks to you for the 2002 hearings.  I think that is what really was the turning point. 

   36.  DR JONES:    Obviously we heard from Congressman Sanders yesterday of evidence of a change in attitude by the US Government and the Department of Veteran Affairs.  You really provide cogent evidence for that in your submission and obviously agree that there has been, or is beginning to be, a change of heart and a change of attitude.            A.  It is moving right and now we need to keep improving and improving, but when you look at where we were, which was, “Close your eyes, close your ears and let them die”, now there is a genuine concern and medical resources and some of the most talented researchers, like Dr Haley, and if you look at the abuse he took, you could not deny that our Government did everything they could to try to cover this up and it was for the same reasons that we just heard from our first speaker, “We don’t want to spend the money”, but that is not the issue.  These men were called on to protect our nation, they did it, they paid the price and we have to protect them.

   37.  DR JONES:    How do you think this change of heart has been brought about?  Is it just because of the nature of the top man in the White House or is there a more subtle reason?            A.  I think the evidence is overwhelming.  The evidence is gone and unless they may want it, it is for anybody to do any research.  You realise that in the early years, they sent a few down from Washington to South Western Medical School which has more Nobel Prizes than almost any other medical school in the world, does some wonderful research, and Dr Haley, who is covered up with options to do research because of his background and his credentials, agreed to do this when I asked him to.  They sent a team down to shut down all federal funding to South Western Medical School unless they stopped Dr Haley’s research.  To Kern Wildenthal’s credit, the President of the South Western Medical School, he never blinked, he never had to have a committee meeting, he never had to go to his Board, but he just looked them right in the eye and said, “We can’t do that as a matter of principle”.  To explain, in every way they demonised Dr Haley and they had less than $½ billion and hired a tobacco lobbyist to say this was stress.  Now, if I was going to set something up like that, I think I could do a little better than hiring a tobacco lobbyist to do it.  Let’s assume we were all crooked, conniving and wanted to do that, I think we could have improved on that, but anyhow if you call these people who were the puppets for this and, as I say, now are gone, you never hear a word from them, they do not talk to the press, do not talk to anybody, but because of the courage and integrity of Dr Haley who, after 50 years, on the 50th anniversary of the Center for Disease Control in our country, was recognised as one of the leading four or five greatest contributors and he is the man who stayed busy in lots of different ways, once he had spent time with these men, and he took this reluctantly frankly because he had so many other commitments, and he said, “Ross, I’m going to tell you this.  I’m going to look into it, but I will be very sceptical, like a good detective, and if I find something, then we’ll move forward”, once he had found it, he was unstoppable.  He did not care what people said about him in the press.  He did not care about the abuse he was taking for it, but he only cared about doing the right thing for these men and I am sure that is what this commission is all about.

   38.  
DR JONES:    Well, you make both of those points very pertinently in your statement.  I have just finally to refer, with my tongue in my cheek a little bit, to the top of page 19 where you say, “Disability compensation claims can be an even longer ordeal, taking on average 165 days to complete”.  I would merely observe that, to British veterans, that seems like blistering pace!           A.   But the interesting thing is, and this is a speech from President Bush, but I do not know, is 165 days realistic now, Dr Haley?

DR HALEY:    I think it varies, but that is an average.

   39.  SIR MICHAEL DAVIES:   Mr Perot, I think Mr Soames was talking about the cost in terms of gratuities, compensation and so on.  You have said to us that the veterans are too proud to want gratuities.           A.  What is a gratuity?  

   40.  SIR MICHAEL DAVIES:   Well, the size of that ----          A.  No, what is it?  Define a gratuity.

   41.  SIR MICHAEL DAVIES:   Well, it need not be called a gratuity.  Perhaps they want recognition that there is sickness involved, that they have got more than post-traumatic stress illnesses.           A.  I will tell you exactly what they want.  They want exactly what a man gets if he loses his arms and legs or his eyes.

   42.  SIR MICHAEL  DAVIES:   Of course, I accept that.         A.  That is not a gratuity, and I think that any time that comes up in the hearings from now, you should say, “Wait a minute, define ‘gratuity’”.  I have not heard anybody ask for some multi-million dollar settlement for these wounds.   That has never been an issue.

   43.  SIR MICHAEL  DAVIES:   I think it is true to say that of the 6,000 British Gulf veterans, the majority have got a war pension.  It may not be an adequate war pension, but many of them have now got the war pension, often at a rather lower percentage of what they feel they are entitled to and what they are looking for is a recognition that it is not just individual symptoms that they have suffered from, but they want the whole package acknowledged as something which was due to their Gulf War service.             A.  Let me tell you this: if I have lost both legs, I would probably get 100 per cent disability.  As you well know, every part of your body is controlled by your brain.  It is better to lose a leg than to lose the computer and when these parts of the body are damaged, I may still have my hands, but if they do not work, they are useless, so I think that to discount this and to say, “Well, you still have your arms and legs and so on”, “Yes, but I have ALS and I’m going to die in three years”, all of this is provable now and let’s assume that it is expensive, but I think we have that obligation.  Let’s assume our nations assume that obligation, that it is brutally expensive, then all of the hesitations to do the research necessary and get proper vaccines, let me give you an example to show you how ridiculous it is.  Ten years have gone by and this vaccine, and this is just one of many we need, is not FDA-approved.  There is a new technology called “genetic sorting”.  Now, in World War II the big issue was if you had flat feet.  In future wars, the big issue based on a lot of this research is what is your genetic profile and some will be more vulnerable than others.  The people who are the leading authorities on genetic sorting have told me that they think that within 18 months they could have a vaccine ready for FDA approval.  Guess what, I have gone to the Government and offered to pay for all the research and what-have-you, this is in earlier years, and the offer is still outstanding and they did want to know because again if you look at who the investors are and who is being paid off, et cetera, et cetera, et cetera around Bioport, it is not pretty, but that is the kind of stuff which goes on.  When you have got brain damage and you are going to get 10 per cent disability, and that is the computer which determines what everything in the body can do, whether your heart beats, whether you can see, whether you can hear and on and on and on and on, that is the ultimate organ.  If my head fell off and I somehow survived, I think I would probably get 100 per cent disability, but that is because we are used to it for things you can see, and Forrest Gump could come out with less than 100 per cent, but when it is subtle, and that is where we are headed in the future, we are going to have to face this.  Now, I think the good news is that once the country faces it, they are going to really be serious about getting the proper vaccines and equipment.  You heard these earlier comments about pyridostigmine.  We call it “DEET”, and it is a pesticide, but you know it as “pyridostigmine” or “NAPS”.  People say they sprayed it on the tents, but no, they sprayed it all over their bodies in desert heat when pores were wide open.  Now, that is very different from spraying it on your tent.  That is what happened to our troops and maybe your troops only sprayed it on the tents.  Dr Haley is in a position to say what he has found about the effects from that, but if we spent all the time and energy, well, I can assure you that if we spent all the money which was wasted on calling it stress in our country, we would have had the problem solved and you would have had all the benefits from it because we collaborate completely as two nations and we would be moving on to the next frontier of where we go, but we spent it on the wrong thing.

   44.  THE CHAIRMAN:   Well, Mr Perot, thank you very much indeed for your evidence which was quite as robust as we were expecting it to be, if I may say so.            A.  If you will indulge me, I would like to read the closure to my speech, and I ask that all of you and the Government please remember the words by a Marine Corps chaplain, Father O’Brien.  “It is the soldier, not the reporter, who has given us freedom of the press.  It is the soldier, not the poet, who has given us freedom of speech.  It is the soldier, not the campus organiser, who has given us the freedom to demonstrate.  It is the soldier, who salutes the flag, who serves beneath the flag, and whose coffin is draped by the flag, who allows the protester to burn the flag.”  What do we owe this man?  That we award the same treatment, quality of treatment for brain damage as he would get if he lost his arms and legs or he was paralysed or what-have-you.  I know that you are working hard on this and anything we can do to help you, please let us know, but please remember Abraham Lincoln’s words on this subject.  He said, “Any nation which does not properly honour its heroes will not long endure”.  I leave you with that thought.  Thank you so much for your concern for these men.  Anything we can do, Dr Haley is the best solution, so giving every minute of my time to Dr Haley is the smartest thing I could do!  Thank you very much.

   45.  THE CHAIRMAN:  Just before you go, what I want to say, on behalf of us, is basically to thank you for all you have done for our military as well as for your own in your country because you have done a lot.          A.  It is a privilege.  I have a great regard for your people, the SAS groups because they are close to the Special Forces and that has been my closest contact, but these are just people who are so special and give everything to us and if we have to empty our pockets for them, let’s do it.  Thank you.

The witness withdrew
DR ROBERT W HALEY, called

   46.  THE CHAIRMAN:   Dr Haley, you have had a very good bit of publicity in advance by Mr Perot.  We all know who you are, but perhaps you could give your name and address for the shorthand note.           A.  Robert W Haley MD, Professor of Medicine and Director of the Division of Epidemiology at the University of Texas, South Western Medical Center in Dallas.  I am very happy to be here.  Dr Jones and I are well acquainted.  After we published our original works on this subject, Dr Jones travelled to Dallas, actually before they were published.

   47.  DR JONES:  Yes, before they were published.      A.  That is right and you were prescient and came to visit us and we had a great chat.  It is great to see you again.

   48.  THE CHAIRMAN:   Well, we are very grateful to you for crossing the Atlantic last night, but we are very depressed to hear that you are going back today.        A.  This is a terrible schedule.

   49.  THE CHAIRMAN:   Which you should not do.         A.  I hope we will have a reprieve at some time and we can come back for a longer visit.

   50.  THE CHAIRMAN:   Well, we are very grateful.  How do you want to deal with this?        A.  What I thought I would do is go through the slides and what I want to do is put the research findings in hopefully very understandable terms so that you can see what is happening in the research because, as Mr Perot intimated, there has been a great change in our country and we are starting to get a much greater unanimity of approach, what the research approach should be, and we are starting now a period of renewed research along the new lines which we think are going to be productive and let me give you the final answer right now to answer Mr Soames’ question and what Mr Perot addressed.  The question is: how do you determine who has the damage and needs to be cared for and maybe compensated and who does not?  That is the real question.  If we had an objective test that everybody agreed to, then this would not be a difficult matter.   I think that would be the ultimate answer to your Inquiry or at least I think your Inquiry needs to suggest that as a possibility and then follow along carefully and stimulate research towards that end.  That is where we are going here, to develop first of all the biological understanding of what the problem is so that we can then develop a reasonably inexpensive test which you could apply to your 100,000 veterans and decide who has got the disease and who has not.  Also, by knowing the mechanism of the disease, we can get our best minds, our Nobel Laureates and so forth, to look at the brain-cell level and to engineer a solution, possibly a treatment which would ease the difficulty here.  We believe that those possibilities are quite real and are now emerging as objectives which some of our best researchers are starting to take on actively in research in the United States and I think we would want to urge your Inquiry to make that as a goal for the UK, to join with this new range of research with those objectives.

Let me go through the research, with the next slide.  Okay, we start with this (indicating).  These are familiar symptoms of the Gulf War illness.  I have phrased them all in very careful ways which I believe get much more at the nature of what the real symptoms are as opposed to more vague terminology.  Terminology in this business is really key because it is a slippery eel.  

Cognitive problems - specifically problems with attention and concentration to the point of frank confusion.  It is not really memory problems.  Veterans say, “I have a terrible memory”, but it is really attention problems and concentration problems which they have, not memory problems and that explains why, when we do tests of memory, they are all normal, and when we do tests of attention, which are more subtle tests, they are abnormal.  It is a different part of the brain involved in attention and concentration as opposed to memory, and we will talk about that in a minute.  

Constant body pain – this is not joint problems.  This is a terrible misconception.  No veteran has swollen, red, painful, inflamed joints.  It is not arthritis.  It is a big misconception.  This is constant, somatic pain which seems localised in the joints, but when you really question the veterans, it is muscle pain, joint pain, shoulder pain, back pain.  It is basically the whole upper part of the body is painful and we believe this is due to an abnormality in the brain area, the thalamus, which senses pain, so we can stop looking in the joints as those tests are all normal, but it is in the pain-sensing part of the brain.  

Balance disturbances and vertigo attacks – these are in normal veterans who now periodically have moments where they lose equilibrium and feel disorientated.  It lasts two or three seconds and goes away, and they did not have it before the war.  This is a sign of abnormality in the brain stem, as I will show you in a minute.  

Hot flashes and night sweats – autonomic problems, where the automatic nervous system is damaged.  

Unrefreshing sleep and insomnia – again the brain stem determines sleep, which we believe is abnormal.

Chronic fatigue – any time you have brain cell injury, the brain responds by pouring out hormones called cytokines, brain cytokines, and these are the same sort of things when you have a viral infection, a bad cold or flu, and you want to sleep.  Well, that is because we now know that that is because of an outpouring of brain cytokines.  There is an emerging body of information about brain chemistry and we know that chronic fatigue tends to be the effect of the outpouring of cytokines.  Anything which causes inflammation or damage to the brain produces this and we think that is what chronic fatigue is.  

Watery diarrhoea alternating with constipation – a very common problem of these Gulf War veterans.  For 14 years they have had diarrhoea every day or two or three times a week.  This we think also is relating to damage to the autonomic nervous system, or the so-called automatic nervous system, again relating to the brain.

Personality change – now the personality of course is not some spiritual thing.  The personality is the function of certain brain cells particularly in the forward part of the brain and we think those are damaged.  

We think what we are seeing here is all of these things which people have said are vague symptoms which involve all of the body system, and we think they are quite understandable symptoms which have to do with the brain.

   51.  THE CHAIRMAN:   Sorry to interrupt for a moment, but one of the ones which is missing here about which we have heard from some of the veterans we have seen is what they have described as “mood swings”.          A.  It is personality change.

   52.  THE CHAIRMAN:    So personality change is not, as it were, just a permanent change from one to another.      A.  It may be waxing and waning.  There are many types of personality change which have been described in Gulf War veterans, so I think there is a general category of personality change, some of which is steady.  For example, many veterans say, or their wives will tell you, “Before the war, my husband was this outgoing, strong coach of the children’s basketball team”, or whatever, “and now he is a withdrawn, angry, upset person who can’t be around children”.

THE CHAIRMAN:   So that is a permanent change?       A.  That would be a permanent personality change, but then they have waxing and waning periods.  Some of them, particularly the chronic fatigue, tend to be waxing and waning.  Okay, the next slide.  Now, there are three basic approaches to the research and I think this slide will give you a lot of understanding of why this has been so confusing, why it has taken 14 years.  The first thing that happened is there were a large number of studies.  When the veterans came home it was clear that there was a big, big illness problem.  In our US Army forces there were large numbers of sick veterans lining up in long lines before their medical facilities both in the Gulf and when they came home.  This was a dramatic outpouring and medical military people thought it was a big epidemic such as Leishmaniasis.  Many were expecting a large outpouring of Post Traumatic Stress Disorder (PTSD) and the reason for this was that our previous war had been Vietnam and we did have a lot of PTSD because there was hand‑to‑hand fighting and a year’s worth of very gruelling combat.  So we had teams geared up to test for Post Traumatic Stress Disorder and to test for Leishmaniasis and when these people came back ill we tested them for those things.  As I will show you in a minute, we were confused by misinterpreting the tests for Post Traumatic Stress Disorder and that is what led to a ten year misadventure.  We were thinking it was PTSD at first and then when it did not pan out to be PTSD we retreated, we said maybe it is stress related symptoms or maybe it is combat stress, but there was not any combat, so maybe it was just the stress of having to go over to another country and we were spiralling to irrelevancy.

The second phase was we did large population studies taking random samples of all the troops that went over and random samples of all the troops who stayed behind.  We studied the difference in the mortality rates in the two groups, the difference in the hospitalisation rates and the difference in the birth defect rates and we did not see any difference.  There were some grievous biases in those studies that we did not understand, but those have been corrected and now we do see differences in mortality, we do see differences in hospitalisation and we do see differences in birth defects.  This was a second misadventure that took us off track for ten years.

The third tack is what we introduced.  Our belief should have been and in the next war should be the way that we approached this and it is the way we approach any other medical disease that is a new disease, for example Toxic Shock Syndrome, Legionnaires’ Disease, HIV/Aids, any of the new diseases that emerge.  This is the way that we have always approached those and we always solve those pretty readily.  The way you do it is you first of all develop a case definition.  You study some of the people and you say here is the disease we are studying and this is the case definition.  Sometimes you are wrong with the case definition and then you have to start off over.  You have to start with a case definition because if you do not it will not work.  You select a group of cases, that is sick people who meet the case definition, and then you pick a group of controls, that is people who are not sick but who are matched with them for other factors, same age, sex, education level and so forth.  Then you compare bodily functions, in this case brain function and you can compare risk factors, what they were exposed to in this group and what was this group exposed to.  (Indicating)  It is differences in comparative studies like this that enlighten you of what the cause is and they can also tell you what is the pathology, what is wrong with the body so you can then go about addressing it with treatment.  Finally, once you find risk factors that are different between the sick and the well that gives you a clue to the cause.  You then introduce those same causes into animal experiments, which can be much more tightly controlled and you see if you can produce a similar disease in animals.  If you can do that then that validates the epidemiologic finding, but, more importantly, it gives you a model that you can take the animal apart, in a humane way, of course, and study the animal’s tissues and really know what the disease is and develop treatments to go back and try on the veterans.  That is the logical approach that should have been tried the day these people came back, but we got distracted by these other misadventures. 

There are two types of tests for Post Traumatic Stress Disorder:  There is the psychiatrists’ structured clinical interview where the psychiatrist interviews the patient at length following a structured protocol, so they do the same thing each time, this is called the Structured Clinical Interview (SCID) or CAPS, which is the clinicians’ PTSD scale.  This is the Gold standard.  This is what has to be done in order to say whether somebody does or does not have PTSD.  Unfortunately, there is a second set of tests called psychometric screening questionnaires, such as the Mississippi PTSD Scale and there are others used in the UK.  This is a paper and pencil test you give the person to fill out and they just list the symptoms they have and then you add up the score and if they are above a certain score you say they might have PTSD, but in order to confirm it they have to go to see the psychiatrist and then have a number one for the Gold standard.  The problem is that those screening tests are designed to screen large populations efficiently and narrow it down to the few that have a positive screening so that they go to see the psychiatrist.  What they did in the Gulf War was they only applied the psychometric screening questionnaires when they came home.  Both in the US and in the UK they found a lot of people who screened positive and they said, “Look at all this PTSD, this explains it”, and they were ready to quit.  In the 1995/96 era the Presidential Advisory Committee in the United States said, “This is what the problem is, it is psychological stress and PTSD”, and that was the evidence.  It turned out though, once that was decided, that some psychiatrists came forth and said quietly, “Well, we’ve done the SCIDs on these people and they’re negative”, but that was suppressed and they never published that.  So we went for ten years being told this was stress because our Government ‑ and it was military medicine, it was the VA ‑ suppressed the knowledge that those screening questionnaires were not telling the truth, they were being over‑interpreted.

   53.   THE CHAIRMAN:  You are not saying that there was no PTSD in the Gulf, are you?      A.  No.  There clearly are some veterans who were in combat or saw dead bodies and so forth and have PTSD, but it is a small percentage, it is less than five per cent of that force and it is something like 20 per cent have Gulf War illness.  Professor Wessely wrote a definitive paper showing that whatever psychiatric diseases you propose do not account for even half of the ill veterans.  When you go back to how this arose, it was a misadventure.  In 1992 to 1995 13 different studies using these psychometric questionnaires for PTSD were done and they all showed PTSD rates of ten to 20 per cent and that is with the psychometric screening questionnaires.  Government panels concluded the Gulf War illness was PTSD.  However, the observed positives were no more than the expected false positives.  In other words, if you had used these screening questionnaires on a group that had no PTSD 20 per cent would be falsely positive.  Well, the rate with PTSD was 20 per cent.  It was all false positives except for a few PTSDs.  It is a trick, it is a brain teaser.  It took us a long time to figure it out.  Consequently, the true rate of PTSD was not elevated.

   54.  THE CHAIRMAN:  By elevated you mean it was exaggerated but it was not high, do you?        A.  That is correct.  It is just what you would expect in a group of people coming out of a war zone, ie about five per cent of them had PTSD.

   55.   THE CHAIRMAN:  The word elevated means two things, but you are saying it was true, PTSD was much less, are you?        A.  The confirmed PTSD rate by the SCID, by the real test, was what you would expect in a group of people who had a mild battle experience, it was five per cent, the lifetime PTSD rate is five per cent.  So it is more common than we realise in the general population.

The next slide.  This is an interesting graph that I published critiquing all of this. (Indicating) This is the Mississippi PTSD Scale.  This was that screening questionnaire.  It goes from 40 to 170 by adding up the answers to all the questions on the questionnaire.  This is the level that we found of PTSD in Vietnam veterans, it is way up here and it had to be above 107 to be considered positive.  So in this zone you have PTSD in Vietnam veterans.  When the Gulf War veterans came home, after testing them they said, “Well, we don’t have anybody above this line so let’s move the line down and say anything above this we will call PTSD.”  So you see what they were doing, they were moving the bar down.  Here were the first two studies.  They moved the bar down so these would qualify.  Then when they did a bunch of other studies they were down here, they were not even elevated.  This is what you get with people with other psychiatric diseases and here are well‑adjusted Vietnam veterans.  All the studies that were done were down here, they had a few false positives up here, but there really was not any evidence of PTSD or stress related illness to begin with.  They were over‑interpreting these questionnaires.

The next slide.  In the studies where they compared the random samples of the troops that went over and the random samples of troops that did not go over they looked at mortality, hospitalisation and birth defects.  There were two fallacies in these studies and these have been published also.  First of all, there was unequal follow up of the ill and well veterans.  How this occurred is hospitalisation and birth defects were identified in these troops from military hospital records in the post‑war years.  The problem is that most ill veterans left the Service immediately after the war and once you leave the military you cannot go to a military hospital, so their records were automatically eliminated.  That is why the first study showed no difference, because you had already eliminated the possibility of a difference.  Secondly, there is this thing we call the “healthy warrior effect”.  What soldiers do you deploy to a war zone?  Well, only the healthy ones!  Anyone with a chronic disease is quietly transferred to a non‑deploying unit before they go over.  Everyone that goes over is well, but the people who are left behind are all the sick people with chronic illnesses.  So after the war when you compare the deployed and the non‑deployed guess what happens?  You should see the non‑deployed much sicker than the deployed.  What we found is they were equal and that means the deployed got sick when they were over there.

The next slide.  This is a graph that was published by the military people who first of all said that there was no problem.  This is the post‑war years; here is the deployment. (Indicating)  Every quarter after the war they compared the ratio of the hospitalisation rate in the deployed to the hospitalisation rate in the non‑deployed and if they are equal this ratio will be one.  You can see that after the war they clustered around one.  They concluded that the hospitalisation rates are the same, therefore there is no Gulf War illness.  Well, here are the numbers for these same people before the war and the ratio is low, so there is a higher hospitalisation rate in the non‑deployed before the war.  We should have expected to be here after the war, but what happened is it went up here and so this is the Gulf War illness impact, this is exactly what was in their paper and they said, “Well, we can’t explain this, but, look, after the war it’s okay.”  So over and over you hear them say there is no difference in hospitalisation, there is no difference in mortality and no difference in birth defects when, in fact, there is a difference in all of them when you do the analysis right.  There are published studies which have fixed this that are now showing the hospitalisation differences, mortality differences and birth defect differences, but we still hear the rhetoric there is no difference in hospitalisation.

   56.   DR JONES:  What does one single triangle indicate?        A.  It is the ratio of the hospitalisation rate in the entire deployed divided by the hospitalisation rate in the non‑deployed, and these are the population numbers.  Those are on your handout so you can go back and have a look.  Sometimes I have to think a long time about these conundrums to really understand them.

The next slide.  Let us talk about the third approach now, which I call the clinical epidemiology or clinical research approach.  The epidemiologist’s Rule Number 1 in doing a study of a new disease ‑ and we teach this at the Centres for Disease Control, I teach it in courses - is to establish a case definition.

   57.   THE CHAIRMAN:  A case definition means a description of the symptoms, does it?        A.  A succinct description of the disease, however you can describe it.  Let us take as an example Toxic Shock Syndrome.  The CDC’s case definition when they first started their investigations was high fever, low blood pressure and red skin.  They did not know what it was.  They looked at a few cases and said, “Okay, this will be our simple case definition,” and then they found a bunch of women who had met the case definition, some controls that did not and they looked to see the difference and they found that a live tampon was used by the sick ones but not by the well ones and, sure enough, it was the problem.

   58.  THE CHAIRMAN:  The case definition is a definition of symptoms, is it?       A.  It is a definition of the disease.

   59.  THE CHAIRMAN:  When you say it is a definition of the disease, what do you mean?        A.  That is as well as you can define the disease at the moment.  It may only be symptoms.  Sometimes you may have a bacteriologic culture that you would use as part of the case definition.  You use whatever you have at hand.  It may be very crude with symptoms or it may be very elaborate with laboratory things.  If you do not have a case definition, you are comparing all of the deployed veterans with all of the non‑deployed but only about 15 per cent of the deployed are sick and so they are going to be averaged away, but by averaging away all the other non‑sick veterans it is hard to see a difference.  This was lost for ten years, people did not realise this and went down these other roads and that is why we are having all the confusion.

The next slide.  My mentor used to say that if you cannot come up with a case definition then establish a case definition because failing to do so means you are not going to find anything.

The next slide.  Failure to establish a case definition ensures that you will not uncover the nature or causes of the epidemic, and yet the majority of studies on Gulf War illness did not proceed from a case definition.  Even so, there are still studies being published where they did not start with a case definition, they have gone back and tried to jury rig a case definition, even though they did not have the evidence to do it and they are finding negative results because they did not have the information and the data to come up with a case definition.  We are still seeing some negative studies, but the critical thing when you look at the case definition is that you can understand if it is going to find anything.

   60.  THE CHAIRMAN:  If you had had a case definition when the veterans returned in 1991, the case definition then would simply have been those symptoms which you listed earlier.        A.  Exactly.  It would have been some formulation of those symptoms and we would have come up with a simple case definition and identified a group that have it, a group that served but did not have it and we would have done a questionnaire to see what the difference is in your exposures.  We would have found it very quickly.  Look at Toxic Shock Syndrome, Legionnaires’ Disease and HIV/Aids, that is how those were discovered.

The next slide.  The better the case definition as a description of the disease the more useful it will be in uncovering the nature and causes.  Non‑specific case definitions misclassify many true cases as non‑cases and vice versa.  For example, one of the temptations that are occurring now is some groups are defining the Gulf War Syndrome as a score above 72 on the SF-36 form.  The SF-36 is a very generalised measure of how bad you feel.  They are saying that if you are below a certain level on that then you are a case.  The problem is that in the Gulf War veteran population there are some people who have these brain symptoms, but there are many more that feel bad for other reasons and if you just say your case definition is feeling bad or having a low level, on this SF-36 most of your cases are not real cases, there are other things, knee injuries and whatever.  You have to have a case definition that in some way captures the symptoms very directly.

The next slide.  Such misclassification drives studies toward the null hypothesis. That is a scientific term meaning that whenever you have a non‑specific case definition that is not very good it drives your study to showing no difference, it almost does that.  We have a lot of studies which show no difference and if you look at the case definition you see why.

The next slide.  The first thing we did, with Mr Perot’s support, was to find a unit and we picked a construction unit and because they were a Reserve unit we did not need to have military approval to talk to them, they were citizen soldiers back in civilian life.  Secondly, they were a construction battalion, so some of their members were all over the theatre, they were moving all the time, some of them would have had geographical exposures.  

The next slide.  We then developed a questionnaire.  This one on the left is an exposure questionnaire that asks them for all the things they might have been exposed to and then the symptoms questionnaire on the right is a list of all the symptoms, and these were very detailed questionnaires that went into great detail.  (Indicating)

   61.  THE CHAIRMAN:  What date are we talking about now?        A.  This was 1995.  Then there was a psychological test just to look at psychological illness.

The next slide.  Here is an example of a question to show you that this was very different to a lot of the questionnaires you see.  Here is a question about tingling and numbness, which is a symptom a lot of them have.  We asked:  “In the past five years have you experienced tingling, burning or a stinging pain in any part of your body lasting all day and continuing for at least a month?  Do not count feelings that come and go quickly and are not present continuously.”  This is a very specific question about tingling.  It does not say do you ever tingle, it is talking about chronic tingling.  If they said yes, they had to go down and tell us all the parts of the body that were involved.  What we did was we then analysed this data to see if there were different groups and we found that some groups have tingling and numbness of the extremities, the arms and legs.  This is a very plausible symptom of a neuropathy, nerve or brain injury.  Then there is other tingling and numbness around the face, tongue and lips which is more of a psychological problem often.  Some had tingling and numbness of the body and groin which may be a spinal cord abnormality.  We were able to distinguish and dissect out much more detailed symptomotology rather than just are you ill or do you have tingling.

The next slide.  This is a technique called Factor Analysis where you can take all of those parts of the body and put them in an analysis and you will find clusters.  Here is a cluster of arms, feet, hands and calves, the extremities, and here is a cluster of faces, tongues and lips, so you can see there are different groups.  (Indicating) Since this was such a puzzling illness we used mathematical techniques like this to come up with a case definition.

The next slide.  Here is the result of the Factor Analysis.  The computer programme runs through all of that data and it comes up with what are called possible syndromes.  Everybody within one group tends to have the same types of symptoms.  What we found ‑ and this vertical scale gives this ‑ is how strongly clustered these things are.  We see three entities here where there are very strong clusters.  There were three groups that were very homogeneous within a group.  They all answered the questions almost identically.  These are people from five state regions.  Most of them did not know each other.  They are not getting together and practising.  They have never seen the questionnaire.  It is a very long, detailed, complicated questionnaire.  This did not happen by chance and it did not happen by collusion.  We were a bit sceptical when we went into this, as Mr Perot will remember.  There were three more that were borderline.  It turned out that these three were echoes or subgroups of number two and number two turns out to be the really bad Gulf War Syndrome.  One and three are very mild conditions and they are probably due to the Gulf War Syndrome.  Dr Han Kang is an epidemiologist with the VA.  He has now repeated this in a random sample of the troops that went over and a random sample that did not.  He found the same three conditions here.  Number 2 he found only in the deployed, whereas these two he found in the deployed and some echo in the non‑deployed.  So this appears to be a unique Gulf War Syndrome.  So if somebody says is there a unique Gulf War syndrome or is it all just a bunch of non‑specific symptoms, the answer is it is probably a real Gulf War Syndrome that  is unique to the Gulf War, at least some of the illnesses are.  After saying that let me now take it back in a way.  For every one of these there are two other veterans who are ill after the war and they all believed it was due to the war. (Indicating)  This is what you were talking about a while ago.  In our study it was about one who really had a unique illness and for every one there were two others that were ill and probably had real illnesses but it does not appear that they were due to the war.  This requires that we go further and we cannot just ask what the symptoms are, we need to have an objective test to determine what the illness is and who has it.

The next slide.  We then repeated this in another group of veterans.  Here are the scores on those six factors.  This was our original study and this is a new sample in the Dallas area.  We got very similar results. (Indicating)

   62.  THE CHAIRMAN:  You are in 1997 by now, are you?        A.  This was in 1995 and 1997.

The next slide.  The symptoms that cluster in each of these three groups we gave names to which we just made up because nobody has a name for these. The descriptive name is impaired cognition, which is just thinking problems and depression and feeling bad and sleep problems.  Confusion‑ataxia: these are the ones who have frank confusion, they have confusional episodes, they get lost, their wives cannot let them go into town anymore by themselves and they also have episodes of vertigo, dizzy spells and so on.  Then the third group is marked by central pain, these are the ones with particularly the body aches, although there is a lot of overlap between two and three.  We think this may be a form of this but less serious.  (Indicating)

The next slide.  This is the mathematical model that comes out at the end of all this.  There clearly were three different entities and each had several symptoms that made up that entity and here are all the coefficients that show the significance of these in the two samples, in the original sample and in a validation sample. (Indicating) These three are somewhat correlated.  It turns out that if you posit there is a Gulf War illness with three variants and this overall Gulf War illness has several other symptoms that are related to it then that model fits as well as three separate illnesses.  You can take your pick, it is either three separate illnesses or it is one illness with three variants, both of those is equally plausible.  We are doing studies now to try to determine which one it is.  Nevertheless, there are several symptoms, for example chronic diarrhoea, fatigue and muscle weakness, chronic fever and night sweats, middle and terminal insomnia, which are common to all three of these groups, whereas there are other symptoms that are unique to these three and that is what makes the mathematics suggest that it is plausible that there is an overall Gulf War Syndrome with three variants.  Of course, we know that is a very common way disease occurs.  For example, there are six different varieties of Schizophrenia.  I think that is probably what is going on, that this is one illness.

   63.  THE CHAIRMAN:  As I understand it each of the symptoms on the right should be included in the left‑hand column in each of these groups, is that right?        A. That is right, with some variability.  There is a strong suggestion that there may be an overall Gulf War Syndrome with three variants.  This is splitting hairs.  Ultimately it is important to know if it is one illness or three.  When we get into that later I think you will see the relevance of this.

The next slide.  Coming up with a case definition was kind of complicated.  As my mentor said, if you cannot come up with a definition then come up with a case definition some way or you are out of business before you start!  Once you have come up with a case definition, all that is is you posited something and it may or may not be true, you have to validate it.  So you ask whether the syndromes, these groups, differ from the controls and whether they differ among themselves on objective measures of the severity of the illness and biological parameters.

The next slide.  The first thing we looked at was whether these people were gainfully employed, this was in 1995.  Here is the control group, the well veterans, 98 per cent are employed:  Syndrome 1, 82 per cent and it is not significantly different; Syndrome 3, about 85 per cent, that is not significantly different, but Syndrome 2 is much worse, 50 per cent are unemployed.  I talked to some of the wives of the ones who were employed and they said, “He’s just a mess.”  One wife said that her husband used to be the shop foreman before he went over to the war and now he works in the mail room.  They did not want to fire him because he is a hero, but he cannot work on the floor anymore because he is not up to it.

   64.   THE CHAIRMAN:  Syndrome 2 is the confusion‑ataxia, is it?         A.  Yes, the one the VA found is a unique Gulf War syndrome.

The next slide.  Here are the tests done by neurologists or otolaryngologists testing for balance disturbances.  Notice that for each one of these - here are the controls, this is the Halstead Impairment Index done by neuropsychologists - the Syndrome 2s are much more abnormal; Syndromes 1 and 3 are sort of borderline compared to the controls.  (Indicating)  Here is ataxia‑vertigo:  50 per cent of the Syndrome 2s have ataxia‑vertigo whereas 20 per cent of Syndrome 1 and zero of Syndrome 3.  Sinusoidal Harmonic Acceleration: this is a rotating chair you may have heard about.  They are all fliers.  Aviators have to get into a rotating chair and it tests their brainstem reflections, how well their eyes and hands co‑ordinate and so forth.  The controls are very good.  The Syndrome 2s are very abnormal.  Syndrome 1 is a little bit on the abnormal side; Syndrome 3 is not.  This is putting cold or warm air onto the eardrum and what happens is your eyes vibrate a little bit when you do that and you can measure that with a computer.  The controls do normally, but Syndrome 3 is really abnormal and Syndromes 1 and 2 are intermediate.  We got a lot more of these, but this one illustrates the point that when you do objective tests what you see is each one of the syndromes is abnormal on some of these, the syndromes differ on the pattern and that suggests there is a difference in the anatomy of brain injury.  It suggests it, it does not prove it.  Now we will go on and see if that is true.

The next slide.  Let us look at what might have caused this thing.  At this point we said we have enough here to look at the risk factors.  We asked ourselves, of the exposures these people reported, which of the exposures did the Syndrome 1 group report that the controls did not report?  How about Syndrome 2, what did they report that the controls did not?  With Syndrome 1 it was pretty mild illness.  That is the ones who wore pet flea collars that they brought from home that had pesticide and put them round their necks, their wrists and their boot tops, but what it does is it leaches pesticide out and prevents insects from getting down their clothing.  The package insert says not to get it on your skin because it contains chlorpyrifos, which was taken off the US market about thee years ago because it causes brain damage.  The ones who wore flea collars, the sick veterans, were 8.2 times more likely to wear flea collars than the well veterans, so there was an eight-fold increase in Syndrome 1 from wearing flea collars, which is highly statistically significant.  (Indicating) That is the probability this occurred by chance, so very low.  Also, military security guards who did night duty were more likely to have this.  Syndrome 3 is the bad one.  Chemical nerve agent exposure: these were the people who said they were in the area when the chemical nerve gas alarms went off.  They were also in a group in north-eastern Saudi Arabia.  Most of these were right up near the border of Kuwait in north‑eastern Saudi Arabia on the fourth day of the bombing.  Remember, we started bombing on 16 January and on the 19 and 20 January and all the ones who have this tended to be up in that area or at least there is a much higher rate if they were there.  Also, those are the veterans who reported many side effects from the pyridostigmine bromide tablets, the NAPS tablets.  Everybody in this unit took NAPS tablets.  We could not say whether that had any effect.  The ones who had a lot of side effects after they took them had a huge relative risk, they were 32 times more likely to have Syndrome 2.  We found also that if you had chemical weapon exposure and you had many side effects of NAPS tablets you were much more likely to have Syndrome 2 than if you just had either one of those alone, so there looks to be a synergistic effect.  Finally, Syndrome 3, there were body pain problems and many advanced side effects of puridostigmine and there is an index of DEET insect repellent use.  The US Government issued insect repellent was 75 per cent DEET, in ethyl alcohol.  That goes right through your skin into your body and gives high blood levels.  If they used that they were predisposed to Syndrome 3.  If they used any other kind of insect repellent, the commercial varieties, it was not a risk factor.

   65.  THE CHAIRMAN:  Just explain again what RR means.         A. It is relative risk, which is the risk of Syndrome 2 in people who wore flea collars divided by the risk in Syndrome 2 if you did not wear flea collars.  You are eight times more likely to have Syndrome 2 if you wore a flea collar than Syndrome 1.

   66.  THE CHAIRMAN:  What does RR stand for?        A. Relative risk, what is the risk in the exposed group relative to the background.  The higher it is above one the more likely it is to be the cause.

The next slide.  We published these three papers in the January 1997 issue of JAMA (the Journal of the American Medical Association) and this kicked off a fire storm.  We expected the military to be really happy now that we had a clue, we were getting ready to move.  I was called up to the Pentagon to brief them on it and the Assistant Secretary for Defense Health Affairs put me on a hot box and they had 30 doctors and military uniforms sitting around grilling me.  I had my back to everybody.  It was a very embarrassing attempt to make me very uncomfortable and to try to make me discount all of my papers.  It was a very testing situation.  We held our own and came back and submitted a grant for $13 million.  Our response was that if they were not going to do it then we will.  They turned us down and turned us down again.  So I went to Mr Perot and I said, “Listen, we’re dead in the water.  They’ve turned us down.  They’re not going to fund it.”  I was expecting him to ask if I was going to fund it and instead he said, “Well, you’re talking to the wrong guys.  You are talking to the politicians and they don’t care about the troops.  You need to talk to the Generals because they care about the troops.”  My response to that was, “Mr Perot, I don’t know any Generals,” and he said, “Let me be your appointment secretary!”  That was on the Thursday, and on Friday morning he called me back and he had made appointments for me with each of the Joint Chiefs of Staff.  He said, “You need to start with General Shelton, he’s Head of all Special Forces in Tampa, but I’ve heard he has just been named the new chairman of Joint Chiefs, so start with him.”  So I flew to Tampa and briefed him.  Then I saw General Reimer, General Krulak, General Fogelman and Admiral Johnson and I briefed them all and they were overjoyed and said, “We know this is real, this is a problem and basically our civilians are going to try and make it go away, but we want to help our troops.  What can we do to help?”  I met with the Secretary of Defense the next day and he put $3 million on the table.  I had asked for $13 million but we settled for $3 million!  That is what then took us into brain imaging and genetics and so forth.

While I was meeting with General Shelton, I kept describing the symptoms and so forth, he kept turning to his Chief Medical Officer next to him and saying, “That’s Bill he’s talking about there.”  I finally said, “Who’s this Bill that you’re talking about?” and he said it was a Bill Davis.  Bill was their top Special Forces guy.  He basically was the Air Apparent who had become the Head of Special Forces.  He was in charge of this Special Forces group during the Gulf War that was right up at the salient and their orders were that if there was an Iraqi attack they were to hold out to the last man, to stop and to retard the attack and they were rescuing the downed fliers.  He commanded all the US coalition troops as they went up the middle towards Kuwait city.  He came back so impaired he could not function, and so General Shelton said, “You could bring Bill down to Dallas and see what he’s got,” and I said, “You bet we could in a New York minute and Ross Perot will pay.”  That was the only time I ever committed you to fund anything, Mr Perot!  He agreed and so we brought Bill down.

The next slide.  This is Bill Davis speaking.  Bill Davis (through a CD-ROM presentation): “During the war and now after the war I go back to my office and I am having a problem just remembering my own phone number.  So I could tell there was something wrong.”  Mr Downing (through a CD-ROM presentation):  “This is when I knew this was not some sort of a sham, it was not some sort of a psychological problem because Bill is as mean and as tough as they come.”  Bill Davis:  “I was bench pressing.  It is okay.  That day I was working out with the weights in the morning.  That day I had had an exposure.  That evening I could not raise the window in the bathroom.  I was in front of the sink and I did not know what I was supposed to do.  There have been times now where I have forgotten how to shave.”

That was Bill Davis speaking.  Bill is a very interesting guy.  I brought him down to see me and the first thing I did was my doctor thing, the medical history, a physical.  During my chat with him I asked about family history and he said he had siblings, a twin brother called Bob and a sister six years younger.  I said, “Do you guess Bob would come down?”  Bill Davis (through a CD-ROM presentation):  “And I said ‘yea, he’s an identical twin,’ and he said, ‘Like real?’ and I said ‘Yeah’.  He said, ‘Do you think Bob would do it?’ and I said, ‘I’m sure he would’, and my wonderful brother Bob did it and the rest is history.”

The next slide.  We brought Bill and Bob down and we put them through an ungodly number of medical tests and Mr Perot paid for this.  We did every test we could think of that would dis-terminate brain function in all different areas of the brain.  Identical twins are ideal because they normally perform identically on most medical tests.  Any differences would suggest pathology underlying Gulf War illness.  Bob did not go to the war by the way.  They visited UT Southwestern four different times, each time for about a week.  First, we performed genetic tests to confirm monozygosity.  Then we performed many sophisticated medical tests sensitive to subtle abnormalities of the brain.  They spent over 20 hours in the MRI, SPECT and PET scanners to develop brain scanning approaches that showed differences in brain function.  Once we had found some things that differentiated them, we picked 23 of the sick veterans from our survey and 20 controls, we brought them in and we repeated the tests that were positive between Bill and Bob.

The next slide.  In summary, we brought in 23 ill veterans, the “cases”.  These ones were selected:  five with Syndrome 1, 13 with Syndrome 2 and five with Syndrome 3.  Syndrome 2 was more serious and we really wanted to understand this.  We did not want to be too extravagant, we felt five was enough.  Then we had 20 well controls that were matched by age, sex and education to the syndromes.

The next slide.  We did the SF-36.  This is that study of how incapacitated you are.  Here are the Syndrome 2s at the bottom and here are the “normals”. (Indicating) Here are the Syndrome 1s and the Syndrome 3s.  Here are what you would expect up in this level for normal people, people with congestive heart failure, diabetes, recent heart attacks, highly constructive lung disease and depression.  These are chronic diseases of the general population.  Here is the Syndrome 2 group, they are extremely incapacitated.  If you used the case definition of 72 it would be up here.  It is going to include all kinds of almost normal people, so it is a bad idea.

The next slide.  The first thing we did was a whole range of brain imaging with the typical MRI scan.  The MRI brain images showed no differences, ie there were no tumours, strokes, Multiple Sclerosis plaques, there was nothing that you could see.

The next slide.  However, we posited, given the symptoms, that we would see abnormalities in what are called the basal ganglia.  These are little walnut or almond shaped organs deep on either side of the brain, not in the middle and in the brainstem down here. (Indicating) This was the little broomstick‑like connection between the spinal cord and the centre of the brain.  A lot of your cat like reflexes, things like sleep, originate down here.  The basal ganglia determine fine movements, a lot of emotion and things.  We were also worried about structures around here.

The next slide.  We focused on what is called MR Spectroscopy.  Instead of MR images, these are MR Spectroscopy.  You focus on a particular part of the brain you are interested in, the left basal ganglia, this is a rear view, or the right basal ganglia.  You have got the centre of the brain there or the brainstem, you focus on that and then you run the spectroscopy and this is the output, this is what you get, it is called a chemical spectrum.  It is basically a chemical analysis of what is in this little box.  (Indicating) 

All these little spikes represent different chemicals and what you can do is calculate the area under that peak and that tells you the concentration of the chemical in this little part of the brain.  There are characteristic spikes and characteristics amounts and if the spike is too small that means there is a chemical missing, it is low concentration.  This is well known, there are hundreds of articles on this and different diseases and it is not a controversial or experimental test, it is a common thing now.  The three chemicals that are graded by this in the brain are chloine, creatine and N‑acetyl-aspartate (NAA).  Chloine can go up or down in pathology.  In tumours it goes up and in strokes it goes down and so forth.  Creatine always stays the same.  This is the energy chemicals to the brain.  Acetyl-aspartate, this is an inter‑cellular metabolised or building block inside the thinking cells and it is only in the neurons themselves, not the supporting cells and it is used for all kinds of reactions to make all sorts of things.  It is the universal beginning chemical or universal substrate inside the cell.  It is there in great abundance.  If anything makes the cell physically abnormal the NAA level will go down.  For example, if you have a stroke, in the middle of the stroke NAA goes to zero because the cells are all dead inside the stroke.  In the little corona around the dead area there is injured tissue and the NAA level will be low, but if the brain recovers it will go back up in those areas.  So it is a sensitive measure of physical brain health.  You might think of it as a little man or a woman sitting inside the brain cell pumping out NAA.  As long as the brain cell is healthy he pumps enough and he keeps the tank full, but if the brain cell gets sick then he cannot pump as fast and the amount of NAA drops.  If he gets well it goes back up.  It is very sensitive.  So the ideal would be, to Bill and Bob or the cases and controls, to measure NAA in each of these little parts of the brain and if there is anything wrong with the brain cells NAA would be low.  Remember, the central question here is, is this stress or is it brain cell injury?  If it is stress then this would not be low, this would be normal because in Post Traumatic Stress Disorder, at least in the basal ganglia area, it is not abnormal.

The next slide.  This is one of the healthy controls who is feeling well.  You can see a nice big spike of NAA. (Indicating) Here is one of our Syndrome 2 patients.  You do not have to be a great doctor or scientist to see the difference.  You will notice that the chloine and creatine peaks are just about normal.  The chloine is a little bit low but not too bad, but the NAA is dramatically low.

The next slide.  Let me show you the statistics comparing all the groups.  In this chart are the controls with Syndrome 1, Syndrome 2 and Syndrome 3 and then we went to our other survey, our replication survey, and we got more Syndrome 2s.  The darker bar is the left basal ganglia, the right bar is the right basal ganglia for each of these groups and this is the NAA to creatine ratios.  Notice that compared to the controls there is not really much difference for Syndrome 1, there is a slight drop on both sides which is getting down almost to significantly different but we cannot call it that.  Syndrome 3 likewise is not all that different really, but look at Syndrome 2.

   67.  THE CHAIRMAN:  The area shaded yellow is the left basal ganglia, is that right?               A.  Yes.  The bright yellow one is the right basal ganglia in each of these three.  So what do you do?  You compare this one to this one and this one to this one. (Indicating)  As you can see, here are the two controls, left and right, and here are the Syndrome 2s, left and right, this one is lower than that one and this one is lower than that one.  When you go over to the replication, here are more Syndrome 2s from a different group, you see they are both abnormal, this one is lower than that one and this one is lower than that one and they are both highly statistically significant.  What it shows in this group of veterans now, a small survey and then a replication survey, is that Syndrome 2s have physical brain cell abnormalities that are not due to stress or psychological factors.

The next slide.  Here is the brainstem and here are the left and right basal ganglia, here is the controls: Syndrome 1, not abnormal; Syndrome 2, very abnormal, Syndrome 3, very abnormal now. (Indicating)  It was normal on the basal ganglia but it is abnormal on the brainstem, and the replication sample was abnormal for Syndrome 2.

   68.   THE CHAIRMAN:  What is the difference between the left and the right ganglia?         A.  They are just on opposite sides of the brain. 

   69.  THE CHAIRMAN: Why are they not the same results?          A. Remember this concept of left brain, right brain?  The left side and the right side are mirror images physically.  They have the same organs on each side but they take on different functions, but anatomically they look the same. 

   70.  THE CHAIRMAN:  Why should whatever it is have affected the right more than the left ganglia?          A.  Good question.  We do not know, but frequently in brain pathology it is the case that you will have a phenomenon called laterality, which is like the right brain, left brain concept.  The right brain and the left brain do two different things and so we frequently find that one side will be damaged and the other side will not.  It is something I am not going to present fully today, but we are undertaking a new study where we are using SPECT blood flow scanning of the brain.  We are finding that there is another organ right below the basal ganglia called the amygdala where the left side is damaged and the right side is over‑functioning to make up for the left side.  This laterality concept is key here.  Let me summarise.  What we have got is Syndromes 1, 2 and 3 or variants 1, 2 and 3 with different symptoms but some overlapping.  They also have different patterns of abnormality in brain cell.  Syndrome 2 is damaged in both basal ganglia and the brainstem.  Syndrome 1 is borderline, that is it may be abnormal in the basal ganglia but completely normal in the brainstem.  Syndrome 3 is completely normal in the basal ganglia but very abnormal in the brainstem.  Different symptoms are at least occurring simultaneously with different patterns of distribution of brain anatomical damage.

The next slide.  We presented this at the Radiological Society of North America international meeting and this was very controversial, as you can imagine.  We were showing a MR Spectroscopy showing that Gulf War veterans had brain cell abnormality.  There was an outcry after we presented it.  I went back home and I got a call from Mike Weiner.  Mike Weiner is a Professor of Medicine, Radiology, Psychiatry and Neurology at the University of California, San Francisco, one of our very top research institutions in the country.  He is also the Director of the MS Spectroscopy Unit there and at the VA Medical Center in San Francisco.  He has written probably more papers on MR Spectroscopy of the brain than any other person in the world.  He is neck and neck with two other people.  He is a great expert on this.  He called me up - we quoted a couple of his papers in our presentation - and said, “Dr Haley, I enjoyed your presentation.  I don’t believe it.  I want to disprove it.”  I said, “Dr Weiner, I am delighted because you’re the first person in the world who has taken the challenge.  What can I do to help?”  Two days later I was on a plane out to San Francisco and I sat down with the intern person in his group who had run the Gulf War clinic at the VA there and we talked.  I showed them how to pick the Syndrome 2s.  He wanted to go at our strengths.  He said, “We want to pick some Syndrome 2s and some controls and we’re going to run them and see if this goes away.”  So he picked them and we shared our brain imaging protocols, and he said, “I want to do it just the way you do it so that if it does not work you cannot say we did it wrong.”  So he did it perfectly.

The next slide.  This shows the right basal ganglia, which was our strongest finding and it was statistically significant.  He did not publish this.  We submitted a grant and we got a $5 million grant from the DoD and I think this was the turning point for our country.

   71.   THE CHAIRMAN:  He got the same result, did he?         A.  Correct.  Everybody talks about a cover up.  This is a very complex problem because it is so hard to define the disease.  This was a really complex problem.  It just took a long time to do it.  When do we know if we are getting somewhere?  The answer is, when other people can replicate.  When you get a finding that others can replicate that is where the research begins.  We are just beginning the research now.  The next slide.

   72.   THE CHAIRMAN:  That is 2001.  We have moved on from 1997/98.  Why did it take such a long time to understand this?        A.  It took us about a year and a half to analyse all the data.  That is the way science is, unfortunately, and then to get it accepted into the programme and time just goes by.  Research takes a long time.

   73.  THE CHAIRMAN: When were you publishing your first result?         A.  In 1997.

   74.  THE CHAIRMAN:  Why are others doing it in 2001?        A.  We published our papers in 1997 and then we got the funding from the Joint Chiefs of Staff and the Secretary of Defense and we did that study throughout 1998 and we presented it in 1999, and then Weiner did his study in late 1999 and 2000 and then we published it in 2001.

   75.  THE CHAIRMAN:  We are still on 2001, are we?        A. The next slide is dated 2004 and it is taken from the Brain Research journal.  This was done by Menon et al.  They had just published hot off the press MR Spectroscopy in Gulf War veterans versus controls in the first and right Hippocampus.  Remember, the basal ganglia are right here.  (Indicating)  He went down one, he tested the Hippocampus, which is right below it, because there is some suggestion that is involved as well and he got the same thing.  I have talked to him recently.  He has now done the basal ganglia and he gets the same thing there as well.  We have now done a SPECT study, a brain‑blood flow study and we find lower blood flow at rest, lower brain activity going on in the basal ganglia, the Hippocampus and the amygdales, which are in front of this and in the thalamus.  So it looks like all of the deep grey matter structures down in here are abnormal and in the brainstem.  So all of that appears to be slightly abnormal.  The good news with the MRI scans is that these areas are not shrunken.  That means the brain cells are not dead and have gone away.  What we believe is that there is injury to these brain cells, there is something about the mechanism that is damaged, but they are still alive and on the basis of all this the Defense Department has approached Dr Paul Greengard.  He won the 2000 Nobel Prize for his work in Dopamine and neurotransmitters and how the brain works.  He is now getting a grant from the Defense Department ‑ and he has a company that works with his laboratory - and they are going to do animal studies and try to now look inside the cell at what is happening with sarin injury to these deep brain structures.  Syndrome 2 appeared to be a nerve gas possibly in the pyridostigmine.

The next slide.  We did a little brain chemistry after that.  With a blood test you can measure how much Dopamine the brain is producing.  Dopamine is that important neurotransmitter that is part of brain chemistry.  With damage to the basal ganglia you expect Dopamine to be abnormal.

The next slide.  Here is the NAA level down here. (Indicating)  The lower the NAA level the more abnormal the brain cells are.  Here is the Dopamine production level and you can see that the ones that have abnormal brain cells are hyper, they cannot turn off Dopamine production.  That suggests that there is a physiological response to this brain cell injury.  So it is not just some brain scanning thing, it is actually affecting brain chemistry.

The next slide.  There are other possible tests and this is one of them.  This is a computerised way of sensing temperature change because your skin can normally find very small differences in skin temperature.  However, if you have got damage to the sensing part of your brain it might have to go up a lot more for you to detect it.  This computerised apparatus can do it.

The next slide.  This was a study which turned out to be a very important prescient study by Dr Goran Jamal.

   76.  THE CHAIRMAN:  We are aware of him.        A.  He testified on these subjects against chemical companies back in the Eighties and Nineties and now he has been discredited.  Knowing him and having seen the data upon which he was discredited, I think he was railroaded by the chemical companies, if you want my opinion.  I think that is something else that needs to be looked into in some other inquiry.  He tested a group of sick Gulf War veterans and controls with that same apparatus and he published it in 1996 before anybody was talking about physical basis for this and he found a big difference on one finding.  Dr Wessely’s group was unable to do it.  I think their case definition was their problem.  We have now come along and replicated this finding.

The next slide.  This is our same case as in the controls and the Gulf War veterans.  This is in the left hand, the right hand, the left foot and the right foot.  In each case we find the same thing Dr Jamal found.  We believe he was correct.  I do not know what his case definition was but he must have had a good one.  We have a good one and we found the same thing he did.

The next slide.  This shows the conclusions regarding the nature of the Gulf War Syndrome.  We believe there is a Gulf War Syndrome probably with three variants or subgroups.  It could possibly be due to brain cell damage or destruction - but I do not think so - in deep brain structures, the basal ganglia and the brainstem.  We are now adding a few more of those little ones nearby. The symptoms of Gulf War Syndrome are not new, we have seen them before.  They are the symptoms typical of the early stages of well known diseases of these same deep brain structures, for example Parkinson’s disease and Huntington’s disease. These two go on to horrible neurological diseases, nobody can miss that, but when they first get sick they have Gulf War Syndrome, it is just the same.  These are primary degenerative diseases of those same parts of the brain that we are now finding abnormal.  

The next slide.  That is the basal ganglia and nearby structures deep in the brain and brainstem.

The next slide. Our epidemiologic study of 249 veterans found that the Syndrome 2 group was eight times more likely to have experienced low‑level nerve agent exposure.  We think nerve agent is a predisposing factor, particularly Syndrome 2.  Soldiers who were near Khafji had the highest rate of Gulf War illness.  Some were up here on the fourth day of the bombing and that was the same date that the Czechoslovakian chemical weapons teams detected sarin in the air nearby here. (Indicating) That was the one day that we connected in our study.  I think that is a very, very significant thing.  That finding has been overlooked, nobody ever talks about that, but this was a dramatic finding and we have always thought that was very important.

   77.  THE CHAIRMAN:  We were hearing about it yesterday.  You were not here.              A.  About the Czech detections?

   78.  THE CHAIRMAN:  Yes.        A.  They have never backed down on it.  They had the best equipment and the best technicians.

THE CHAIRMAN:  Indeed, we were wondering why they had the best technique and the best technicians.

MR PEROT:  I told you that yesterday.

   79.  THE CHAIRMAN:  Dr Haley?        A.  This is another interesting factor.  If you look at the epidemiologic studies that have included low level nerve agent as a risk factor, all eight of them show it to be thee most strongly associated risk factor.  There are other epidemiologic studies that did not find it, but they did not ask about it.

   80.  THE CHAIRMAN:  The actual nerve agent we are talking about is sarin, is it?            A.  Sarin and cylosarin.  There is some evidence that there was mustard, but it was much less of a problem.  The big things that we exploded apparently had sarin in them.  This is really important.  People say studies disagree.  They do not.  If you look at the studies that included sarin and low level nerve agent as a risk factor they asked about all eight of them agree, but we disagree because some of the other studies did not include it and they could not have found it.

The next slide.  This slide shows our findings.  Here is Kuwait, Iraq and Saudi Arabia. (Indicating)  These were the locations of our US troops and I think the British troops were commingled there.  The guys who were right here on the fourth day of the bombing were the ones who had the highest risk and it is not surprising because the wind pattern was going that way.  The places we bombed were primarily up here that had the big warehouses of sarin.  The next slide.

   81.   THE CHAIRMAN:  We have seen patterns of that kind but I think related to the later exposure.         A.  On 19 January the wind direction was this way.  (Indicating) 

   82.  THE CHAIRMAN:  What is the date of that?        A.  I am just illustrating the wind directions.  On 19 and 20 January the wind was blowing this way and we bombed these warehouses right up here and that is when our chemical arms started going off, and we found that the soldiers who were right here had the highest risk.  (Indicating)

MR TUITE:  That was the photograph of the inversion that I showed yesterday.

   83.  THE CHAIRMAN:  Dr Haley?        A.  The next slide.  One of the arguments against those findings is that the risk factors we measured were self‑reported.  We asked the veterans what they were exposed to and there are problems with that, although in most epidemiologic studies self‑reported risk factors are useful.  Do not let people tell you that they never work, they are often useful, but they are a lower standard of evidence.  So we asked how we could come about this from a different direction, if we could confirm this in another way.   It turns out that there is an enzyme in your blood called Paraoxonase (PON).  Dr Bert La Du is the world expert on that.  I reasoned that if Syndrome 2 is due to exposure to nerve gas, you would expect the soldiers who had the most susceptibility to nerve gas to be the most affected.  We know this Paraoxonase enzyme destroys nerve gas in your blood.  People born with low levels of this enzyme might be the ones who are most damaged.  If there is an association, that would not only explain why some people are sick and others not, it would also link the illness with the cause.  So I went to Bert La Du to ask if he would measure Paraoxonase in our samples.  I got blood samples from the sick veterans and the well veterans and I sent it out to La Du.  He did not know who was sick and who was well, he just did them blindly.

The next slide.  Here is what we found.  Here is the blood level of Paraoxonase type Q.  There are two sub-types of Paraoxonase, a type Q and a type R.  All the type Q does is it destroys nerve gas; it does not work on pesticides or anything else.  You may be asking why God put it there.  I guess he knew the end of the story!  Here are the controls. (Indicating)  You can see that most of the controls are here, here are the Syndrome 2s and most of them are down here and the Syndromes 1 and 3 are half‑way in between.  It is highly statistically significant.  This was a home run.  What this means is that when the sarin cloud came over these people were defenceless.  It went right through their blood into their brain even though it was low level and once it gets there it stays there and damages the nerve cells.  What about these, why did these get sick?  Half of these were deployed and half were not and three of these four were non‑deployed, so the idea is had they gone over they would have been in this group.

The next slide.  We presented this in 1999 and this was not well received.  The Defense Department was very sceptical and the reason they were sceptical was the right reason.  They said, “Well, that’s all well and good, but it was one small study and there is no evidence that low level sarin below the level that would cause immediate symptoms produces ill effects.” Our doctrine all the way through was that if it is not enough to kill you right away it does not hurt you or make you have seizures or be very symptomatic.  We know if you have seizures from sarin it leads to brain damage.  The thought was that if it was below the level of symptoms then it would not hurt you.  We did some animal studies with Dr Abou-Donia using pesticides because we could not get sarin.  Mr Perot funded the first study.  We designed them and contracted them to Abou‑Donia’s lab.  He did the studies and we published them.

   84.  THE CHAIRMAN:  Why could you not get sarin?        A. We could not get it from the military at the time.  It was too difficult to get.

MR PEROT:  It was not the military.  The civilians did not want this to come to fruition.  They had taken a very strong position.  They had spent half a billion dollars.  We are still back at that phase.  It is a different world now, but back then if you came up with something good then they called out the organs man.

   85.  THE CHAIRMAN:  Dr Haley?        A.  As the new administration came in the Defense Department awarded a grant to Rogene Henderson, and this is the second major turning point in our country’s history of this.  She was a very well known Senior Scientist at the Lovelace Respiratory Research Institute, Albuquerque.  For many years this was a Defense Department facility for doing airborne inhalation studies and then eight or ten years ago it was privatised to the University of New Mexico.  It is still very closely related to Fort Detrick and our chemical and biological military groups.  They gave her a grant to do the main experiment in rats.

The next slide.  She exposed groups of rats to sub‑symptomatic levels of sarin by inhalation and confirmed that it produced no ill‑effects on the rats while they were being exposed for either five or ten days with or without heat stress.  There were four groups, five days or ten days and with or without heat stress.  There were no immediate signs of ill effects.  In fact, she even sacrificed half of the animals and looked at their brains and they were normal after the end of the dosing.  Thirty days later, after a delay, she sacrificed the rest and found evidence of damage to brain cell receptors in the basal ganglia, the same place we found pathology.

   86.  THE CHAIRMAN:  So it took time to work.        A. That is right.  It was a delayed reaction.  This is exactly what we saw in the troops.  Many of them, over half, became ill after they came home and the delay was anywhere up to six months.  There were still a few coming out later.  We are not sure if that is really part of the same process.  It may be or it may be something that can happen many years later, I do not know, that is an unanswered question.  Further testing of these rats showed autonomic nervous symptom dysfunction and showed some defects of immunologic cells.  Interestingly, immunologic abnormalities were a direct effect of autonomic nervous system abnormality.  If you prevented this from happening the immunologic defects did not occur.  This is an exotic example of where damage to the nervous system translates into damage to the immune system and this is pretty clear, it was an elegant experiment.  This was quietly published in Toxicology and Applied Pharmacology.  I did not even hear about it for a year.  I did not see this paper.  I missed it somehow.  Inside the Defense Department this was creating a sensation and they then had other researchers replicating this inside.  They now have eight or nine abstracts at the Society of Toxicology meeting where they have now replicated this and moved this forward.  She has got another grant to start exploring this.  The point of this is that this is a revolution.  We now know that low level sarin in some susceptible individuals will produce a delayed onset of brain cell damage to the deep brain structures and this is a crippling disease.

The next slide.  This shows the conclusions regarding the cause.  There appears to be a complex web of causes, nobody would dispute that.  The theory with the most current support is that low level sarin, possibly in combination with organophosphates pesticides, were being used because they had a similar mode of action and the NAPS tablets, pesticides, DEET, all of this together somehow caused damage to these deep brain cells, particularly in soldiers with low PON type Q activity in their blood.

The next slide.  When we published our papers in 1997 I immediately got a call from Michael Donnelly who was an Air Force pilot at a nearby Air Force Base in Dallas and he told me he had Gulf War Syndrome.  They told them there was nothing he could do, they did not even know how to treat it yet and then six months later he called me back and said, “It’s getting worse.  The doctors tell me I have ALS, Motor Neuron Disease.”  I asked him how old he was and he said he was 42.  I said he was too young for ALS.  So we brought him to Dallas and our neurologist confirmed the diagnosis.  

The next slide.  This is the age specific incidence rate of ALS, the number of new cases per year per 100,000 population and the incidence rate is very low, it is below 45 and then it starts going up. (Indicating)  So below the age of 45 it is way less than one case per 100,000 a year occurring in the civilian population, but by the age of 60 there are 12 or 15 cases per 100,000 per year, a well known problem.  So we then did a study to see how many more cases we could find and we knew we could estimate the expected number in the Gulf War veteran population because we know how many people are in each age group.  We can multiply the number of people in age group by the rate of occurrence in that age group and that tells us how many cases should occur, and if there were more cases than that then it is abnormal.  

The next slide.  Here is the expected line for the post‑war years, 1991‑1998, and notice that it is going up slightly because each year they all get a year older, so the expected rate goes up a little bit every year.  It is about one case in the whole Gulf War veteran population per year is what we ought to see and by 1998 we ought to see about one and three‑quarter cases per year.  Donnelly’s extended family went to all the hearings and talked to all the Gulf War veterans, Mr Perot got Michael on Larry King Live and we collected a bunch of cases and this is what we found.

The next slide.  In the first four years after the war it was not different.  In the sixth, seventh and eighth years it had definitely elevated and it reached statistical significance here.  (Indicating)  We showed this to the VA.  They then undertook their study.  We could not get this published because nobody would believe it.  So the VA then did their own study where they compared the deployed and the non‑deployed and they looked at all the ALS in those two groups and they got the same finding except that it is getting worse.

   87.  THE CHAIRMAN:  Have you got a graph for 1999 and 2000?         A.  It has not been drawn.  The VA study confirmed this and showed that it has continued to increase.  The VA has a contract with Duke University and they are doing a long‑term follow up and probably within the next six months we should see a paper.  I have even seen the initial data and the epidemic curve continues to go up.

   88.  THE CHAIRMAN:  How many times, what would you expect?        A.  We have no idea how high it is going to go.

   89.  THE CHAIRMAN:  Up until now how high has it gone?           A.  I would say probably three to five times.  

The next slide.  As a result of all this the firmament is behind the scenes.  The research community within the Defense Department is now firmly convinced that this is true and they are now going out doing what they should do and I think this is very responsible.  They are approaching investigators that have special expertise in this and enlisting them.  One of the ones they have approached is Dr Paul Greengard, the 2000 Nobel Prize Winner, who is the world’s expert on how the brain works.  He is drilling down and trying to look inter‑cellularly at the machinery of the brain cell to see if he can find what has gone wrong with the machinery and this is going to be the answer.  

I am going to show you a clip of Dr Greengard and his comments at the 1 June hearing and then Bernie Sanders, a Congressman, will turn to the Commanding General of Fort Detrick, which commands all the research on this and get his opinion about what is going on, and then to the Head of Research for the VA and get their opinions.  I think this will show you better than I can tell you where our country is going.  (CD-ROM presentation inaudible)  I will interpret what he is saying because it is difficult to hear.  He is saying that this is very exciting.  It is as though these people were damaged in a way that would condemn them to a life of too much acetyl chloine in their brain.  He says this is something that we can study, we have the ability to do this, it is just a matter of drilling this, but he says there is no money for this and apparently this has been fixed.  Mr Sanders (CD-ROM presentation):  “Do both of you now accept the premise that one of the possible causes of Gulf War illness is brain damage associated with low level exposure to sarin and perhaps other agents?”

   90.  THE CHAIRMAN:  What is the date of that?              A.  1 June of this year.  So I think this shows you that research is now moving.  Now is the time to pile money on it.  Ten years ago our country put half a billion dollars into this mostly in trying to prove it did not exist. Now is the time to put money in because we know where to go.  We can now find a test for this and we can find a treatment for it.  I do not know if we can reverse the brain cell damage, but there is a good possibility we can do that.  Now is the time to do the research.  Let me show you what the stakes are.  I have one more video.  Let Bill Davis have the last word and then I will be through.  Bill Davis speaking via CD-ROM presentation: “Please take this as it is intended.  I never thought I would feel so good to tell somebody I’m so happy to find out I’m so screwed up.  The enemy is Gulf War illness and here we are in our A camp and okay, I can take this, we can take this, give me your best shot.  We will take the mortars, we will take the RPGs, we will take the machine gunfire.  We understand who you are.  Give us your best shot, but please give me a rifle and when I met Ross, that was the day I got my rifle.”  That is our story.

THE CHAIRMAN:  That was an absolutely fascinating presentation.  I would rather like you to do it all over again!  I know that Dr Jones will have some questions.  I am really going to hand over to him rather than attempt any questions myself.

   91.  DR JONES:  I have a list of 15 or 18 questions on your written submission.  I think I had better condense them down to three.  You are very critical in your submission of the findings of the Wessely group.  It is my impression, and I would very much value your comments on this, that the fundamental difference ‑ forgetting for a moment the highly sophisticated neurological investigations that you have performed and the findings which are very interesting ‑ between your findings and his group’s findings lies in the epidemiological approach.  Would you agree with that?               A.  Absolutely, yes.  I am not critical at all of any of the researchers in this.  Everybody is trying hard.  Research is a gamble.  You always give it your best shot.  You try your approach and then you carry it through and sometimes it works and sometimes it does not.  I have had many studies I have done that did not work out.  I often say I should be better known for all the manuscripts that remain in my filing cabinet and never got published than the ones that got published.  I think the advantage that we had was we came in a couple of years after everyone else.  This was not on my radar screen until Mr Perot approached our university and the Wessely group was already deeply into it.  In that early first couple of years it was just a given that this was Post Traumatic Stress Disorder and so everybody was going down that road.  Once you go down a road it is hard to pull back once you have got so much invested.  They have made some important contributions.  I think one of the most courageous studies of all was their publication showing that psychological factors could not account for the Gulf War illness.  That single paper probably did more to cement that finding than anything else.  Everybody is trying.  What we need to do now is cut with the past and start moving down a productive road and find a test that will disseminate who has it and who does not and find a treatment for that and then find a way of preventing this in the future because we are going to see sarin nerve gas again.

   92.  DR JONES:  I very much take your points about the importance of case definition.  Your last remarks really lead me on to the second question.  Based on the nature, as you understand it to date, of the neuronal damage but hopefully not death, do you see realistic therapeutic opportunities?            A. Yes.  I wish I could have brought more of Dr Greengard’s evidence.  He gave a tremendous presentation to the VA Research Advisory Committee of which I am a member.  He gave a lengthy discussion of the approach he would take.  He drew a cartoon of the neuron and looked at all the machinery in the neuron and he talked about the places that he thinks sarin could attack the neuron.  This is what I have been waiting to see, somebody taking the epidemiology and the clinical science down to the cell.  His point is that the eureka discoveries have already been made in this field.  All we have to do is drill down, it is a robotic‑type thing and we can tell which one of these places is abnormal and, depending on what it is, we can then design a treatment.  It is like Aids and HIV.  You will remember we went through a painful decade where HIV was a fatal disease, we thought there would never be anything we would ever be able to do and besides, the Government is not going to try because it is people we do not like.  Then the politics suddenly changed and a lot of money got thrown into it and within ten years we understood how that thing worked and we then developed treatments that went at the weakness of the germ.  I think we are in that same quest now and now is the time to put money into that.  Paul Greengard’s comment in this hearing was, “I am confident we can develop a way of preventing this in the future, there is no doubt about that.  I am reasonably assured that we can find a way of easing the symptoms.”  He says, “I am much less optimistic, but not fatalistic, that we might even be able to roll back the damage and make these people whole again.”  So those were his probabilities.  The way to do that is now to focus on the brain cell and see what is going on there.  I will have to get some neuroscientists to come in who are basic neuroscientists and work with rats and figure out that treatment.               

   93.  DR JONES:  I take your point about the time at which you came in because I very well remember my visit to you, which I am pretty sure was 1996, and you were still waiting to hear from JAMA.                  A.  Absolutely. 

   94.  DR JONES:  One detailed question.  On page 3 of your submission it says, “My group has a new study that will be published later in the summer that demonstrates a characteristic abnormality of the autonomic nervous system in ill Gulf War veterans compared with well controls.”  I imagine that means it has been accepted for publication, does it?                   A.  It will appear in the American Journal of Medicine this month.  

   95.  DR JONES:  Wonderful.                      A.  I do not know which issue. 

   96.  DR JONES: Could you send us a reprint?            A.  You bet I will. 

   97.  DR JONES:  Could you summarise in one sentence what you found?             A.  We used the high frequency component of heart rate variability, which is a reasonably pure measure of parasympathetic function.  Normally when you go to sleep that measure goes up and then it goes down when you wake.  In Gulf War veterans it does not go up.  This is often the first sign of autonomic neuropathy in diabetics, but then they get much more profound problems.  This appears to have stopped at the very early stages.  We do not know whether it is central or peripheral, but we wonder if this is, being so subtle, a central source for the neuropathy, that is what we are suggesting, but we do not know yet.  We are going to do additional studies to see if we can say central or peripheral. 

   98.  DR JONES:  One of your conclusions, I will not bother to find it, is a list of the possible factors that may have gelled together and caused the neurological problem in which vaccines do not appear at all.          A.  In that slide it said “the best evidence to date”.  Vaccine is a difficult issue, as you know well. 

   99.  DR JONES:  There are one or two studies, not many, which have reasonably convincingly established some connection between illness and vaccine.                                      A.  Epidemiologically there is some evidence, but there are other studies that looked at it and did not find it.  Epidemiologically it is a question mark, but it is an important hypothesis.  What I am more interested in is the fact that there have been studies of the Rook hypothesis looking at Th1 and Th2 ratios.  Those have really not shown a Th2 predominance.  One shows a Th1 predominance and one shows no predominance.  The Wessely group presented their results through our Research Advisory Committee and it did not show a Th2 response, whereas the sarin rationale with the Henderson rat studies is now solidly confirming the epidemiology.  I think that is really what was the final straw that got our country galvanised, it is that the biological rationale is really strong for that hypothesis but not so for immunisation.  On the other hand, there is so much smoke, particularly around the anthrax vaccine in our country and our Government refuses to do a clinical trial.  This is a bad problem.  Hopefully in the future it will all be solved with a cleaner anthrax vaccine.  There are several in the pipeline.  I think this will be moot shortly.  

MR PEROT:  Would you comment on genetic sorting?  Does that have potential in being able to get the right vaccines for future problems far broader than just this?   

   100.  THE CHAIRMAN:  Dr Haley?        A. There is a new technique of vaccine development called gene sorting which basically takes genes and chews them up and then screens them and finds one that will immunise you without giving you side effects.  It is a radically new idea and it has been worked on for Aids and other things.  The people who are doing this are working on an anthrax vaccine with the same technique.  In addition, there are other new ways of developing vaccines that are being cranked into this and there is a race on, and I think within the next two years we will see two or three different vaccines.  There is one that will be coming out of FDA in the next year which will be a big improvement and then probably a year after that there will be the gene sorting and other new ones that may even be better over a long time.  This will be moot in the next two or three years. 

DR JONES:  Thank you very much indeed. 

   101.  THE CHAIRMAN:  Dr Jones asked you about a paper which you said would be published within the next month or so.  Is that a paper of yours?        A.  Yes.

   102.  THE CHAIRMAN:  Is there any chance you could let us have it before it is published?       A.  I will have an electronic copy and I will e‑mail it. 

   103.  THE CHAIRMAN:  I hope we would not need to wait for the publication.       A.  No.  As soon as I get the electronic copy I will zip it to you quickly.  

   104.  SIR MICHAEL DAVIES:  I would like to ask you two short questions.  Of the 249 veterans that you tested, how many showed the symptoms?  I may have missed it.  How many showed symptoms you would describe as Gulf War Syndrome?          A.  Sixty had Syndromes 1, 2 or 3.  There were another 120 or so who had other illnesses that they attributed to the war, but they did not look like this.  I do not know what those are. 

   105.  SIR MICHAEL DAVIES:  That takes me on to the next question, which is the point that Mr Perot made, which is that there is now a test that could determine Gulf War Syndrome.  At what point in that series of tests, the 60 or the 120, would you think that the Department of Defense should accept that people should be compensated in some form for Gulf War Syndrome?           A.  Good question.  There are two ways to go about it.  One is to develop a psychometric screening test like PTSD and there are several questionnaires that you could use to narrow down on the group that probably has something like this and then do MR Spectroscopy. 

   106.  SIR MICHAEL DAVIES:  And then verge on the generous?        A.  That is right, and then have a liberal cut-off point so that you give the veteran the benefit.  Dr Weiner has done a large study of 400 veterans recruited from an average VA hospital that has been going on for two and a half years and it will be over next year.  The kind of people you will see coming in will make it a much more real life situation and I think he will have some guidance.  We are right now in the last stages of preparing a national survey to go back and do another random sample of the deployed and the non‑deployed but using our questionnaire and then we will bring in large random samples maybe in a collaborative study and do brain imaging at multiple centres.  That will really test the feasibility in a real world setting.  Doing the research studies like we did often makes it look better than it turns out to be in real life.  You have to test something like this in a real world situation.  Those tests are now progressing, but we do not know how well that will do in the UK.  Something that would be worth doing is to get some brain imaging people in this country involved.  I think what you would want to do is to go back and do another survey where you could come up with a real cogent case definition and then feed that into some brain imaging facilities because you have some of the leaders in the world here in London, eg the Wellcome Institute of Neurology.  They are our mentors.  Crank them into it.

   107.  THE CHAIRMAN:  I suspect we ought to let you go.        A.  It has been a real pleasure to be here.  

The Witness Withdrew

After a short adjournment
THE CHAIRMAN:  Ladies and gentlemen, I am sorry we are a bit late.  The afternoon is being spent on the subject of anthrax and we start with Nancy Kingsbury, followed by another submission by Lawrence Halloran.

Dr Nancy Kingsbury, called
   108.  THE CHAIRMAN:  Welcome, and thank you very much for coming.  Could you, as others have done, first of all give your name and address to the shorthand writer?          A.  My name is Nancy Kingsbury.  I do have a PhD, so Doctor is probably appropriate.  I am from the US Government Accountability Office, 441G, as in George Street, NW Washington DC 20548 is the address.

   109.  THE CHAIRMAN:  Perhaps you could start with your qualifications to give evidence.  I should say, first of all, thank you very much for coming.  Could you perhaps then tell us what your interest in this matter is?         A.  Actually I would like to say that Sir Michael yesterday asked Keith, I believe, some information about GAO and how we address issues of technical importance where perhaps an outside person might not think somebody in what used to be the General Accounting Office would have the expertise, and because that is the purport of my whole responsibility in my job, I manage our group of technical specialists, I am their Managing Director, and it is a wide range of technical specialists who are employed by GAO, but part of the other things I that I do is to manage the process by which we seek expertise from outside parties.  For example, we have a standard contract with our National Academy of Sciences where we can ask them to identify experts on a particular topic, the Desert Tortoise, or whatever, and we sometimes work through them.  We also hire independent expertise; and at the outset of this presentation I want to say that everything I ever knew or will ever know about anthrax or anthrax vaccine I learned from Dr Jack Melling, who is one of our consultants.  

One of the interesting things about this presentation is I had an occasion, and Larry Halloran will remember this, several years ago following Ross Perot at a congressional hearing at which Lord Morris was also present, and I thought that was the highlight of my career in terms of challenge.  Following Ross Perot and Bob Haley is a real challenge, but I will try!  What I have to say is not nearly as exciting as what Bob Haley had to say, but let me at least get it out and then we can have questions.

   110.  THE CHAIRMAN:  I think you will rise to the challenge!          A.  I will try.  

The particular piece that we were asked to come to talk about, I think, also has to be put in the same time context that Dr Haley's work was described.  At GAO we began our work on Gulf War illness well before I became responsible for it in 1995 and 1996, and what we brought to the table during the period from then until perhaps 1998, 1999, 2000 was some oversight of the research that was beginning to go on.  It was largely epidemiological research at that time and, mind you, I have a PhD in experimental psychology, so I know enough to understand what is going on but I simply do not know enough to deal with the kinds of things that Dr Haley does.  

During that same time the other thing that was developing was that the Department of Defence was moving towards actually implementing a mandatory vaccine programme for all active duty military, focused particularly on people who were going to be deployed in the Gulf War and to other sites.  Similarly, the State Department had implemented an anthrax vaccine programme for people who were going to be deployed to the Middle East.  We did several reports during the 1998, 1999, 2000 time‑frame in which we looked at how these programmes were being implemented and we raised a number of issues, which I think are probably still extant today, although we have not looked at them recently, which is that the anthrax vaccine requires six shots, ideally, over a six month period.  In the State Department context where people are moved from one post to another every two years at a maximum but often more frequently than that, what we found in that work was that the shots would be started and then somebody would move on and they would not be finished; and so we had some recommendations about if you are going to have a mandatory vaccine program you either at least (a) figure out who has been getting which shots, and (b) track them to where they need to go in the future.  We have not been back to visit that.  I do not have a good sense, Dr Sharmar may, of how that is playing out today.  When DOD implemented its mandatory service‑wide for active duty personnel and for guard and reserve who were going to be deployed to the Gulf, we had similar concerns.  We were also concerned that the record‑keeping of who got what shot when was not very good.  At that point in time the official picture of what the adverse reaction to these shots would be was grounded largely in research that had been done 20 or 30 years before and largely in the evidence about adverse reaction that was present in the insert that came with the vaccine.  

What we were hearing from veterans, what others may have been hearing from veterans, is that there were a lot more reactions than that, and so the principal thing I am here to talk about today is that in 1999 and 2000 ‑ admittedly this is a little dated ‑ we undertook, at the request of Congressman Shays, a survey of guard and reserve, particularly pilots and air crews, and their experience with adverse reactions.  At that point in time relatively few adverse reactions were being reported, but since we believed, and certainly Congressman Shays believed, that the reactions were more serious than that, we did survey guard and reserve.  

Prior to our survey there had only been two studies in DOD of adverse reactions, and my statement has some of the details.  There was a 1999 survey in Korea which looked at adverse reactions to the first and second of the six shot series, and, as you can see, there were, in fact, significant reactions.  At that point in time the product insert actually did not expect nearly 40 per cent reactions, even in men, and nobody had studied women.  This study was the first suggestion that we saw that women's adverse reactions were seriously greater than men's.  These adverse reactions are not just sore shoulders; they are fever; they are malaise; they are chills; things of that sort.

   111.  THE CHAIRMAN:  These are short‑term reactions?          A.  Right; short‑term reactions, yes.  I mean, this is not trivial, it is also not life‑threatening; and it is not something that‑‑

   112.  THE CHAIRMAN:  I am not suggesting it is trivial at all.          A.  Subsequently there was a study in Hawaii in which similar kinds of differences between men and women were observed.  This one is kind of interesting, because they did get to the type of reactions, and, if you look at the first few, they are relatively smaller numbers for men, certainly, but the women's numbers are again somewhat higher.  When you get down to the ones at the bottom where you are really talking about people missing work, having to visit a medical facility, while the numbers are much smaller, you still see a significant difference between men and women.  This has never been studied particularly further, but what we took from this work, before we did the survey, was that at least some record‑keeping was in order here, but what we also found is that the records were very poor.  One reason the records were very poor is that the only system for reporting adverse reactions was a voluntary reporting system that was established by our Food and Drug Administration, to which DOD had access, but it was a passive system.  An individual soldier who had a bad reaction had to choose to make a report.  As you heard Ross Perot say this morning, these folks are kind of proud; they do not like to do that; and there is some literature that suggests that passive reporting systems do not work very well in terms of actually gaining information about whether reactions work.  So we undertook our survey; we did our survey.  

Can we turn to the next one? This is what was in the product insert at the time of our survey, that 30 per cent occurrence of mild local reactions, moderate local reactions, a little more serious, four per cent, serious reactions two per cent ‑ less than one per cent, excuse me.  This had been changed from several years before, in part because of our previous work, in part because we had observed that these earlier studies had larger numbers, but we also produced our survey, and, while the response rate ‑ and I am a social scientist and so I have to be up‑front ‑ to our survey was not as good as I would have liked it to be, it was good enough.  The product insert, if you combine mild and moderate, would get you a 34 per cent reaction rate.  The reaction rate for fairly modest reactions that were reported by people in our survey was more than twice.

   113.  THE CHAIRMAN:  I am not sure that I understand that.  Explain that again.                 A.  Let us do this one.  Read the local column first.  This would be local reaction ‑ sore arm, redness, swelling down to the elbow, whatever.  The product insert says combine 30 per cent and four per cent, so you get 34 per cent.  The product insert would have said you would expect 34 per cent.

   114.  THE CHAIRMAN:  I follow.          A.  The respondents to our survey, 76 per cent reported having reactions to that level.  The systemic ones ‑ the next column to the right ‑ the product insert said you would expect point two per cent, and these are a relatively small number of studies. So you are talking about earlier studies claiming only three, four or five people.  24 per cent of our respondents said they had more serious reactions, and we thought that that was at least significant.  It was, in fact, statistically significant, although our response rates ‑ we had some confidence in the results - are pretty broad here? 

   115.  THE CHAIRMAN:  What sort of reactions are we are talking about?           A.  In the systemic ones we are talking about fever, we are talking about things that led people to be off work lasting more than seven days.  

Let us go on two more.  These are the percentages for the local, not very important and the more important systemic ones that were reported in our survey as lasting more than seven days.  We did not have enough women respondents in our survey to break down the gender difference, but we suspect it is still there in the earlier studies the DOD had done; and where we came to out of this was this is may not be bad.  

Let us go back to what Mr Soames said this morning and others have said: when you are going into a war in which you expect these ugly things to be used, you have a duty to protect your troops, and so this was all done in the context to the duty to protect the troops. But, on the other hand, we took from this that this is a strong enough series of reactive concerns that we recommended the DOD have a stronger process for tracking who got what shots when and to have a positive rather than passive system, an active rather than a passive system, to record reactions so that we could find out if, for example, there is a gender difference or not.

My statement goes on to talk a little bit about what we know about the literature, about the efficacy of the vaccine.  This is a high-level literature summary.  I do not offer it for anything more than that, but I think it is fair to say that up until the last five or six years nobody thought very much about what the reaction and prospects would be for someone exposed to inhalational anthrax.  I think we thought about it and the early anthrax vaccine was largely developed against cutaneous anthrax, and it appears to be quite effective against cutaneous anthrax.  The experience we have had in the US with anthrax attacks on Capitol Hill and in New York would suggest that there is a lot more to learn about what the vaccine can do.  Most of the studies of the efficacy of the vaccine have been done on animals, certainly all of the recent studies have been done on animals, and while one of the lessons coming off our attacks in Washington is that while inhalational anthrax was at one time thought to be certainly fatal, it probably is not, but it is a pretty bad thing to experience; and the people, the handful of people that are left from that attack are still having serious health problems.  So I think there is a lot more work that needs to be done about the efficacy of the current vaccine, which is based on technology that is quite old.  There is work going on, as Dr Haley said, on a new generation of vaccine, and the sooner we can get that on the street the better off we will all probably be.  

With that, I will conclude my prepared remarks.

   116.  THE CHAIRMAN:  I think, if I may say so, you have carried us through your statement extremely well.  I think you have covered all the points.  Of course, the one thing which immediately strikes us is that there is nothing here about what we have heard a lot of evidence about, I think more than one expert, of the possibility that a combination of the anthrax vaccine plus the pertussis unduly could have an effect which is far beyond the effect which you would expect from simply giving those two vaccines separately; and an experiment was carried out in the case of mice which seemed to show that that was the result of combining these two.  Has there been any experimentation in America on that specific point?                 A.  I am probably not the best person to answer that question.  I am aware of some of that research.  We are aware that there has been some other research in Israel and other places about this.  We have not either had the charter to look at that question directly, nor have we had the access to some of the information.   

   117.  THE CHAIRMAN:  So the answer is, "No".          A.  I am limited to reporting to you on what we have actually studied and reported. 

   118.  THE CHAIRMAN:  Do you have knowledge, as it were, of this whole subject?  It would seem perhaps, on the face of it, odd that simply applying the anthrax vaccine plus what is meant to be just something which stimulates the immune system should have an effect beyond what the two separate things would have on their own, but that seems to be at least the evidence of some of the experts.  I think there have been other experiments which perhaps have said perhaps it does not always apply, I just do not know, but does that seem to you with your knowledge to be an odd consequence?  The one thing we do know is that among the British forces serving these two were always applied together - it was never just the anthrax on its own - because of the urgency. Ordinarily, I think they would have applied the anthrax vaccine over a period of, you said, three months or even six months, but because there was not time for that I think the experts thought it would be better to use pertussis as an adjuvant.  It may be your expertise does not go so far as to say whether that could be a possible explanation for the current possible impact of the anthrax vaccine?          A.  I will be clear: my expertise is not there.  That said, I do talk to people who have some expertise and I have yet to be‑‑ 

   119.  THE CHAIRMAN:  Persuaded?           A.  No, I am certainly not persuaded that they are wrong, I think there is some real potential there, and I think it is an issue that warrants further quite carefully crafted research to see there are adjuvants that are used, or have been used at least in the past, in some of the anthrax vaccine, or alleged to have be used in some of the anthrax vaccine in the US which, I think, may even be riskier than pertussis, but we have not actually looked at that and so I am really not in a position to offer any kind of expertise on the subject.  As a person who is at least schooled in experimental studies and how one would go about doing experimental studies, I think some of the studies at least offer some possibility that there is an issue there that needs to be tracked.  I will come back to what our basic recommendation is.  If you do not carefully record what vaccines an individual got at what point in time and what happened to them later, you cannot answer that question, and although the DOD has said, coming out of the experience of what we have reported on the first Gulf War into the current conflict in Iraq, that they were going to keep better records, the urgency of the deployment of troops, and in our case a huge number of troops from reserve and guard regiments which was contemplated from a doctrinal point of view but not contemplated from a reality test point of view, I think when we get around to looking at it, and we probably will in a year or two or three, not necessarily my work but somebody, I think we are going to find that the record‑keeping fails us again with respect to actually tracking what has happened to individuals, and, again, I frankly thank that is a shame. 

   120.  THE CHAIRMAN:  I think exactly the same is true on this side of the Atlantic, but all the American forces that were deployed, they would all have had an anthrax vaccine?           A.  They were supposed have had.  We do not know for sure whether they did, and we do not know what kind of records exist. 

   121.  THE CHAIRMAN:  They were supposed to have had, and we assume that they did, whereas, for some reason, it was never thought that plague, is this right, was a sufficient risk; that it was necessary to vaccinate against plague?          A.  Yes, I think the earlier work that Keith Rhodes reported on about the differences in both the intelligence picture that different allies had going into the first Gulf War and what they chose as counter‑measures would suggest that difference, and I am not sure why everybody has different views about that, but they clearly do. 

   122.  THE CHAIRMAN:  In one sense it may not be very relevant to this particular inquiry, but the one thing we do know, or we believe we know, is that both the United States forces and  British forces suffered a proportion of illness among the veterans returning.  It might be relevant when one is considering the French.  Are you in a position to‑‑          A.  I do not know any more than was in our report about that.  We have not been back to talk to the French recently.  One of the difficulties of being an organisation that has limited resources and lots of demands from the Congress for doing work is that, unless somebody in the Congress actually asks us to go back and do something, it is hard for us to find the resources to do that?

THE CHAIRMAN:  Yes. Your evidence has been of great value.  I wonder whether Dr Jones has any questions for you. 

   123.  DR JONES:  I certainly take your point about the inadequacy of the record‑keeping.  There are some extenuating circumstances.  Of course, it was a pretty frenetic scene‑‑           A.  Of course.

   124.  DR JONES:  ‑‑in December, late November, early January 1991.  We heard from Sir Peter de la Billiere of the late change in the deployment plans for the British forces which threw everyone into chaos; people were charging around liked scalded cats, so to speak; but it did lead, as far as I can make out, to situations in which vaccines and inoculations were given with no prior documentation of what that particular soldier had had before?                 A.  Yes. 

   125.  DR JONES:  Which is highly undesirable?          A.  Right. 

   126.  DR JONES:  Just one tiny point of detail to clear the record.  You say on the first page of your submission, "Since the UK and US vaccines are similar in content and manufacturing processes" ‑ I think we heard from Dr Melling that actually different strains of anthrax were...  I am not sure if that is important or not?           A.  I am not sure either, but I rely on Dr Melling.  He is probably the source for that statement. 

   127.  DR JONES:  He saw the question coming because he went out two minutes ago!            A.  He knows I am going to use his name.  He has made a huge contribution to our work, and we are very grateful for his help. 

   128.  DR JONES:  One last question.  Do you have any observations on the use of squaline as an adjuvant in the US anthrax vaccine?  I think there is no argument that it was used at least for some batches?           A.  I am aware that it was.  I am aware that there are people who know more about that than I do.  We have thought about...  We were asked at one point some years ago to look at that question at that time.  The physical evidence, the batches that might have contained squaline were not available, and so we could not figure out how to do a job to look at that because, absent the ability to actually do a test and determine, it was one of those situations for us which...  We basically sometimes say to someone in Congress, "No, we cannot do that because it is not a do'able job", and we came to that conclusion at the time and we have not been back to revisit that issue; but I think that the problem still is the question of although the manufacturer was supposed to retain samples of all the batches that they made, the evidence we had, at least at the time, was that those batches were not, those samples would not be available, and as to that it is hard to figure out how you actually make a test. 

   129.  DR JONES:  Was the non‑availability of those samples due to the fact that they had all been used up or because someone said, "You shall not have those"?          A.  I actually do not remember.  My impression is that they were not available, which could mean several things.  It could mean they were used up; it could mean they were destroyed; it could mean they were lost, and we did not do enough work at the time to figure out which of those was the case.  We became convinced BioPort, as a sole manufacturer of this product, had considerable power to do what it wanted to do in these matters, and, while we have a lot of legal authority to go and get information from contractors and from government agencies, our ability to actually enforce that authority at the end of the day is sometimes a real challenge, and that was a situation where we just felt at the end of the day we were not going to get there, and so we did not pursue it further. 

   130.  SIR MICHAEL DAVIES:  Dr Kingsbury, I asked Dr Melling the same question about the relative reaction of men and women to the anthrax vaccine, and he suggested it was not to do with body mass - that was the issue - because they get the same size dosage, do not they not?  I was wondering whether you had any views on that?           A.  I have no views about that all.  I have no idea why it would be different.  I think there are‑‑ 

   131.  THE CHAIRMAN:  It is slightly odd, is it not, that there is a different issue?               A.  Well, it is.  As a woman, I think we are perhaps more likely to be less macho about not complaining about stuff.  As a psychologist, I can give you a lot of hypotheses.  It has nothing to do with anybody I know as a factual matter.

   132.  THE CHAIRMAN:  I like the sentence "less macho about not complaining"!               A.  Exactly; and there are fewer women in the forces and so the numbers ‑ at some point you get down to small numbers and then the numbers, the percentage numbers tend to be a little bit larger.  It is hard for me to say about that. 

   133.  SIR MICHAEL DAVIES:  My second question is that your Table 5 shows the adverse effects exceeding seven days over six different shots.  It is a declining reaction over that period, I think, if I have understood it.  Does that suggest that, if everyone is given two shots, the reactions are going to be significantly higher by having two shots rather than six?            A.  I think it is important to put this table in the context of this is what was reported in our survey.  We asked people what their reaction was to a series of shots, and it is, in fact, self‑reported data ‑ it may or may not be really accurate ‑ so I would not over interpret this table.  I would have looked at it and said that once you have had the reaction, you have had the reaction, and at some point the reaction is not as strong, but we have no way of knowing what the actual physical reaction was in these cases, we just know what they said to us was the case in the second, third and fourth shot. 

   134.  SIR MICHAEL DAVIES:  But these reaction reports were from people who were not in the forces, were they?           A.  No, these were the guard and reserve pilots and air crews who we sent a survey one time to and said, "Did you have the shots?  What was your reaction in these various shots?"  Again, it is self‑reported data.  As Dr Haley said, there is always some question about the evidentiary strength of self‑reported data from that mori from a couple of years ago, or from several years ago, but there is also some support in the literature that says that people, if they have a bad reaction, they remember it.  So we reported it frankly for what it was.  I am not sure from a medical point of view I would over‑characterise the decimal percentage changes here. 

   135.  SIR MICHAEL DAVIES:  My last question is perhaps a bit unfair to ask you.             A.  No more that the one he asked me the last time! 

   136.  SIR MICHAEL DAVIES:  Everyone who has appeared before us from America has, to my mind, given us the view that there is a serious issue here which should be addressed.  All the evidence we have heard has been presented in a sense that there is a serious issue, almost that there is a problem that the British should face here.  I was wondering whether someone from the General Accountability Office, which is presumably a totally independent body, has taken a view on this issue which will determine the issue one way or the other?             A.  We do not take a policy view.  I think if I have some satisfaction in what we and the people that we have facilitated in bringing to the table in Mr Shays' hearings and others over the years - I think what we take satisfaction from is not that we, as an institution, the Government Accountability Office, have a view about this.  As a matter of fact we have.  If you talk to the folks in our health‑care group you might get a slightly different view about things, but what we have done in the work we have done in my group is we have brought facts to the table, we have brought people with expertise to the table, Dr Melling, Dr Haley, whatever, and facilitated their participation in what for us is a quite political process, as it is here, but the weight of that evidence over time ‑ and I am sorry the clip was not clearer because the clip that Dr Haley had of what happened at that hearing in June was formidable ‑ and moving this problem to the next level in our country. 

   137.  SIR MICHAEL DAVIES:  So you would say it is‑‑          A.  So what we see our role as doing is bringing evidence to the table - and we take the word "evidence" quite seriously - over a period of time so that the people who do make the policy decisions have finally realised they cannot get away in public with denying that there is a problem that needs to be dealt with.  Whether they will deal with it effectively over time still remains to be seen in our country, and I am sure that Mr Shays and others will continue to keep their eye on that ball because it is very important to them, but as an institution I cannot say we have a particular opinion one way or the other about it.  As an objective social scientist with some considerable rigorous training in these matters, I am pretty persuaded by Dr Haley. I do not know about you.  The thing that has happened over the last six or seven years is the confluence of epidemiological work suggesting something and the technology of medical science allowing us to figure out what is going on in the basal ganglia of somebody's brain.  That is an amazing development that, in all fairness, in 1995, none of us had, and so I think we need to take that evidence now and move it to the next level and move it to the next level, and the fact that Dr Haley and other people think that the prospect of possible treatment is now healthier is hugely satisfying, but to get to that you have to admit there is a problem; you have to admit there is something that needs to be addressed.

   138.  SIR MICHAEL DAVIES:  And the GAO recognises that there is a problem?               A.  We have provided evidence to the effect that there is a problem, I think.

   139.  THE CHAIRMAN:  All the evidence we have heard from the other side of the Atlantic, I think, is to this effect, there was originally a certain resistance in the Department?                A.  A huge resistance.  At least in the Government there was huge resistance.  There was one theory, it was a pragmatic theory that worked for them, and that is where they invested their research.

   140.  THE CHAIRMAN:  The Haley/Kingsbury line is that that resistance started to break down round about 1997, perhaps 1999, and has been building up?           A.  Politically, probably later than that.  In the scientific community it began to break down certainly in 1997 and 1998.  I think politically it was not until Mr Shays had a series of hearings, and certainly the British have been a part of that.  This goes back two or three years now, but I started my presentation by saying that in the hearing in January 2002 I got to go immediately behind Ross Perot at a very big and prestigious hearing, and he did the number there that he did today.  Dr Haley's research, while it was presented that day was not as far along as it is now, but it has been this series of hearings over time, and you will hear from Larry about this‑‑ 

   141.  THE CHAIRMAN:  So it is been a gradual shift?           A. ‑‑that has shifted the politics of it, and it is the politics of it, and I say that in the best sense of the word - the policy comes from politics - the politics of it, the public pressure to acknowledge there is in fact a problem, because the evidence that is there to do it has been, in our country at least, largely a function of the hearings that Mr Shays has held.

   142.  THE CHAIRMAN:  With your obvious knowledge of the whole field, can you say this: putting aside for the moment any question of compensation by way of gratuity, war pension, or whatever it may be, the acknowledgement of the problem itself is that, do you think, going to help the veterans on your side or on our side of the Atlantic?  Is this something to which the veterans would like an answer?  One of our witnesses said, I think it was Sir Peter de la Billier at end of his evidence when I asked him what he hoped might come out of this inquiry, and, slightly surprisingly, I think, I vividly remember, he said all he wants is clarity for the families.  In other words, what he really would like to see is some acknowledgement, not in medical terms, but some acknowledgement, I think, on behalf of DOD in your country and the MoD in ours, that these problems, which still require much research to resolve, nevertheless do date back to the Gulf War - something along those lines.  You used the phrase “acknowledgement", that is what I was taking this from?          A.  I take a line from Ross Perot about this, which is that we are talking about soldiers, sailors, whatever, who are the pride of our country, the pride of your country, who lay down their lives, who suffer in service; some lose their lives; others have other things happen; and the group of people who are affected by whatever this is, whatever the Gulf War syndrome two is, or one, or three, or even four, five or six, who came home to the environment they came home to in the early 1990s and then the research that they faced in the mid‑1990s that basically sent a message to them that it was all in their heads and whose ability to support their families was affected, but it was all in their heads.  My sense is that it is important to acknowledge that at least for some of them, may be many of them, there is, in fact, a physical damage‑based, insult‑based cause that is not compensable, and we had the conversation over lunch about the situation being different here.  Our veterans cannot sue the Government; yours, I gather, can.

   143.  THE CHAIRMAN:  They can.          A.  So the Government's liability is in a different picture.  In our country it was a matter of saying to our veterans, "It is all in your head; go away", or, "It is all in your head; I will see you next week for 20 minutes", or whatever; and ‑ I will tell you ‑ in our country we have another disease that largely affects women that is undergoing the same problem.  It is called "chronic fatigue syndrome".  It may, in fact, be related from a different cause, but I know several women who have been told it is all in their heads and I know how devastated their lives are from that, and yet, at least in the area of Gulf War syndrome, it appears there is a physiological cause, and, to the extent we can get that acknowledged and fund the research, even if we never compensated another...   You are listening to Nancy Kingsbury talking now.  I have to be careful.  Even if we never compensated a veteran any more than they are being compensated today, to at least fund the research that would lead to the possibility of treatment in the future to make their lives better or something to get away from "it is all in your head" is a huge and important message that we think we have made, thanks to Chris Shays and others, some progress in the US.  There is not a solution, there is not a lot of money flowing yet - there is not a lot of money in our Federal Government to flow - but I think it is a turning point; it is fed and encouraged by the fact that the research itself has reached a turning point, but to the extent that we can get that same kind of corner turned here to move in a different direction from "it is all in your head and go away because I do not know what to do about this", which is kind of where I think it has been, that would be a huge service.

THE CHAIRMAN:  That is very, very clear.  We are very grateful to you for coming to tell us that.  I think you hand over to Lawrence Halloran again who is going to put the finishing touches to that particular aspect.  

(The Witness Withdrew)

MR LAWRENCE HALLORAN, recalled 

   144.  THE CHAIRMAN:  We have a statement from you which has a surprising date, which is actually today.  What is the date?            A.  Yesterday.

   145.  THE CHAIRMAN:  Oh, it was yesterday.  I have not actually read it.  It is a short statement.  How do you want to deal with it?          A.  I will speak very briefly and summarise.  

Let me start, if I may, where Dr Kingsbury ended with this concept of acknowledgement, because I want to put it on the record here, as I said yesterday, that it is no accident that the US Department of Defence, which was the office of investigation of Gulf War illnesses, became the Office of the Deployment of Health.  In that was the acknowledgement that one followed from another, that it did not become the Office of the Deployment of Stress, it did not become the Office of Deployment of "It is all in your head", it became the Office of Deployment of Health which does serious clinical assessments of soldiers before they are deployed and after they are deployed and attempts to keep records while they are there.  I think that is one measure of the movement that has been made and the attempts to acknowledge the medical basis of this.  

But I really wanted to report that, based on the work that the GAO did and the testimony from veterans and others and based on the facts of the previous Gulf War, the Subcommittee concluded in its report that the anthrax vaccine could not be and should not be ruled out as a contributing factor or cause to some illnesses reported by Gulf War veterans.  Whether that was a cause unto itself among a certain set of the population or whether it was a contributing factor on other exposures, or insults, as it has been called here has yet to be quite clear, but based on data that certain non‑deployed troops who got vaccines, and maybe some pryidostigmine bromide, but who were never in the path of a plume display what were called these undiagnosed illnesses as well, based on the differences with fresh troops who took no vaccine and different doctrine chemical and biological defence, based on some VA data by Dr Helen Khan who did actually some statistical analysis just on the vaccine recipients that showed high reaction rates, the reaction rates are significant, as Dr Kingsbury has said: because certainly the higher rate of systemic reactions demonstrates that the immune system is somehow agitated or on notice and that your body is telling you something and that other assaults, other insults, that might come along, will be ‑ you will respond to them differently having had your immune system so affected; and I think that is a significant part of this, which is why we continue ask the Department of Veterans' Affairs to update that data and to assess the vaccine as a putative cause or contributor to Gulf War illnesses, which they are doing.  Because, as we observed and was noted earlier, the vaccine that we used is a dated technology; it is, as you noted, dosed on a "one size fits all" basis without regard to body mass, and that again compounds the theory that what we may be seeing here, one theory of Gulf War illness is that we see the product of cumulative insults to the body, the immune system, the autoimmune system and the autonomic nervous system that everybody brings a base‑line level of tolerance to these insults to the battlefield with them and that you do not know what the last straw might be.  It might be the vaccine; it might be walking through a plume; it might be, as it was in the case of Michael Donnelly, jogging through a lawn being sprayed with organophosphate pesticides.  So each person brings that last straw with them, which is why there is no one syndrome, gold or silver bullet that has led to Gulf War illnesses.  It is the susceptibility you bring and the cumulative insults you gather along the way that tip you over into a diseased state that you cannot quite explain, which makes record‑keeping, as Dr Kingsbury has already pointed out, very significant. 

Our Subcommittee concluded that the use of this vaccine as a force protection measure should be considered, it should not be experimental, for the very reason that it had not been tested in broader populations, including women, before, that it had not been used as a prophylaxis against attack, it had been used first by veterinarians and scientists in biological warfare labs - so it had not been widely used - and that it requires administration - six shots over 18 months, an extraordinarily difficult regime to administer properly, and that record‑keeping in the context of an FDA investigational study would be essential to establish clinical benchmarks, nail down reaction rates, looking for far more specificity than we have now so we have logical data and we can calibrate exclusionary factors.  We do not obviously inoculate pregnant women, but there are other exclusion factors that are more sophisticated.  If you have a serious reaction to a single shot, it is advised you do not take the rest; you do not invite your immune system to get angrier if you can avoid it.  I think that is significant, and the record‑keeping aspects of this vaccine for this use have not been seriously paid attention to from A to B.  

Let me conclude with the observation that in that context we have a provision in US law that says if the DOD is to order a vaccine to be taken and if it is on a mandatory basis and it is an experimental product - we have just passed a law called "Bioshield" which authorises the development of experimental products for chemical and biological defence purposes, and they can be stockpiled and used in an emergency, but in the military context the informed consent aspects of investigational use, if you are given an experimental product you are going to be told what it is and asked for permission to do it.  If that is going to be waived or it is going to be ordered and vitiated by a mandatory military order, the President has to say so, and there has to be a finding based on evidence of both need and efficacy that the consent portion should be waived.  In no event can the informing portion be waived.  The information of what you are receiving in your body at this time has to be attached to your medical record at the time the substance is administered, and I think it is a critical protection.   

   146.  THE CHAIRMAN:  That is very helpful, Mr Halloran.  I suspect Dr Jones will want to ask you some questions, but could I ask you just one, not directly on what you have been telling us, but, as you are the last of the Americans to give evidence before us.  We have heard, obviously, about the anthrax vaccine; we have heard, of course, about the low‑level doses of sarin and the effect on the nervous system itself and on the brain; we have not, I think, heard from anybody in America on depleted uranium as a possible cause of the syndrome.  Has any work been done ‑ I am sure it has ‑ in America?           A.  Some has.  We have not looked at it carefully in the course of our Gulf War work.  We did look at DOD and VA studies underway.  The depleted uranium studies were mostly with regard to actual particles that were embedded in the veterans and the potential radiation aspect, but in our view the real peril of DU in a health context is the dust that is created on impact and that the material burns, and heavy metal toxicity is far more potentially dangerous and more likely to be a factor in disease‑causing than embedded particles, but beyond that we really are not sure. 

   147.  THE CHAIRMAN:  Is there any suggestion that any cause of brain damage could be depleted uranium rather than‑‑           A.  The only suggestion we had in testimony was that heavy metals lodged in the brain would cause brain damage, like lead does, and that DU is a heavy metal, a very heavy metal, and if there was to be a brain damage or brain function implication it would be because of that. 

   148.  THE CHAIRMAN:  But my memory is that Professor Haley this morning did not refer specifically to depleted uranium as being one of the causes?          A.  It has come up only in the circumstances I have mentioned and, again, in depth studies down to the kind of level, molecular level that Dr Haley spoke about, has not been available to us. 

   149.  THE CHAIRMAN:  It has not figured largely, it sounds?          A.  No. 

   150.  DR JONES:  The issue of documenting vaccination activities has come up several times, as you know, and we had some discussion with Dr Kingsbury.  Are you aware of any formal study of the problem and how to improve it?  It is a difficult issue under the frenetic conditions of unpremeditated war.          A.  Yes, it is, but it was suggested, I think, by Dr Rhodes and Sanders that if your goal is in ready deployable forces in a world now characterised by the threat of exotic weapons, it need not be a last minute event and that there ought to be regular readiness processes that allow vaccination to take place, particularly in the case of anthrax vaccine, which the which DOD took the view off-book, as it were, that the first three was to give you a deployable level, the first three - they assessed data, I think, very scant evidence, that the immune response that your body mounts to the vaccine was as good as it gets after three - and the rest were just forgotten and therefore you were deployable after three; whereas the insert says six shots over 18 months and then you have finished the course and then you will have the immune response you need to survive exposure.  So they were kind of flexing medicinal licences in that regard, but there should be time and as such a vaccine does not take that long to adjuvant.

   151.  DR JONES:  Given that attitude, the word “adjuvant” may become a thing of the past?           A.  Perhaps, although they are still looking at adjuvants in this context, because, particularly when you get to the concept of multiple vaccines, we are looking at things that produce a variety of insults.  I think there is still some hope for a boost there? 

   152.  SIR MICHAEL DAVIES:  Could I ask two questions.  The first is a follow up to Dr Jones’ question.  Suppose they were to inoculate the troops on a regular basis against all these different diseases, particularly anthrax, how long would it be before any adverse reaction might be found to the use of regular vaccination?  Has there been any period that one can say was sufficiently long to say that taking preventative action was actually more deleterious than taking immediate action?          A.  I am glad you asked that, because it is something that I did want to address, the burn of multiple inoculations: because it is a fact now, you know, good news, bad news, but it is a fact that the vaccine has injured more people than anthrax has, for instance, and there has been some study on the elasticity or tolerance of the immune system to take multiple immunisations; and the response we got, the question by some medical professions was the immune system is, if not infinitely elastic or capable, we have not yet found that boundary, and that you face as many assaults walking around every day ingesting various pollens that your immune system has to respond to as you do when you get even ten or twelve inoculations at once.  That was the theory.  There is another side that what has been mounted suggests that adverse reaction rates to multiple vaccines do not jump out significantly beyond what you see with most reactions to the individual vaccines you are given, again varying by sex susceptibility.  If you are going to react to pertussis or you are going to react to anthrax vaccine, you are wholly likely to react to it in combination and/or alone. 

   153.  SIR MICHAEL DAVIES:  My second question is the same question, in a sense, that I put Dr Kingsbury.  You are more associated with the political side of Congress as an assistant to a Congressman.  Do you assess that there is still a political disbelief to the mounting evidence about the existence of Gulf War syndrome, and, if so, is that just, so to speak political speaking, possibly like Mr Soames this morning, or is it based on any scientific basis?          A.  I think the resistance has been dramatically reduced.  There are still those in the military community who resist because we said it is that way, and once a military person digs in it is very difficult to get them out of the ditch, for reasons unrelated to the subject. 

   154.  SIR MICHAEL DAVIES:  But Mr Perot said that the military were more sympathetic than the politicians?          A.  I am not sure what he meant when he said that ‑ I was not here ‑ but the resistance in the Department of Defence, as I said, in transforming what was the Office of the Gulf War Research into the Office of the Deployment of Health, I think, was a tremendous acknowledgment on their part.  One was connected to the other.  The Department of Veterans Affairs, where there was significant resistance because there was no evidence of connection between low‑level exposure, finally, when we persuaded them there had been no investigation and investigations were underway, the evidence began to appear, that resistance subsided, an advisory committee was appointed, including Dr Haley and Jim Tuite and others who had been outside looking in for so long.  The resistance now, I think, is residual.  As I said, it is often not related to the subject; it is only related to the fact that a contrary position was taken once before and the political cost of changing now is deemed too high; and there is school of fiscal concern that if we open the flood gates to this kind of cause and effect‑‑ 

   155.  THE CHAIRMAN:  You said "fiscal" not "visceral".          A.  No, not visceral ‑ budgetarians.  ‑‑that if we open the flood gates to this kind of cause and effect, not only that war but future wars would be intolerably expensive.  I am going to get you some figures that you asked for yesterday of the VA claim numbers, but we assess that fiscal threat to be both estimable and tolerable.  

   156.  THE CHAIRMAN:  Of the 100,000 veterans who claim to be suffering as a result of the Gulf War, have you any estimate, can you make any estimate of the number of those who are in receipt of some form of compensation?          A.  No, those are the numbers I am going to provide for you. 

   157.  THE CHAIRMAN:  You can, can you?           A.  Yes, the Department of Veterans' Affairs has those numbers and I am going to get that for you. 

   158.  THE CHAIRMAN:  I think we do need those numbers if you can get back and let us have them?         A.  Yes. 

THE CHAIRMAN:  In the meantime, thank you very much indeed.  We are grateful.

(The Witness Withdrew)

THE CHAIRMAN:  I think our last witness this afternoon is Professor Banatvala who is here with Professor Donald Davies.

Professor Banatvala and Professor Donald Davies, called
   159.  THE CHAIRMAN:  One of you must have the microphone. Perhaps you can start?             A. PROFESSOR DAVIES:  I will start.  I do apologise for being rather elusive over the past few days.  I am here now.  I am Donald Davies, Professor of Biochemical Pharmacology at Imperial College.  I am Chairman of the Independent Panel for the Research on Vaccines Interactions and I have been in that post since January 1999.  The panel was set up in 1997.  It was established to scrutinize all aspects of the research to monitor the progress of the studies at regular intervals and to examine results as they became available.  The Independent Panel members cover a whole range of scientific and medical skills.  Shall I run through them very quickly? 

   160.  THE CHAIRMAN:  Yes, please do.            A. PROFESSOR DAVIES:  There is myself, there is my colleague on the left here, who is at the Department of Virology at St Thomas's Hospital; Professor Peter Beverly at the Edward Jenner Vaccine Research Centre; Dr Bird at the Burden Neurological Hospital; Dr Boylston, the Molecular Medicine Unit at St James's Hospital, Leeds; Dr Fawcett, the Department of Clinical Neurophysiology, Newcastle; Professor Grossman, an endocrinologist at St Barts'; Professor Malcolm Hooper representing the veterans; Dr Ian Kimber, a immunotoxicologist at Syngenta, up in Macclesfield; Professor Ian Gilmore from the Royal College of Physicians, now representing the veterans, previously they were represented by Dr Jones; Professor Lightman, Department of Medicine at Bristol; Dr Chris Martin, MRC, Environmental Epidemiological Department, Southampton; Dr Elizabeth Miller at the Colindale Laboratories; Dr David Ray, who was formerly at the MRC Toxicology Unit at Leicester and is now at Nottingham University; Dr Geoffrey Schild, who was the director of the National Institute of Biological Standards and Control; Professor Sedgwick at the Wessex Neurological Centre; and Professor Silman, at the ARC Epidemiological Research Unit at Manchester University.  So it covers a whole range.   

   161.  THE CHAIRMAN:  Can you tell me how such a panel is selected?  Is it self‑selecting, as it were, or is somebody appointed to select those distinguished people?                               A.  PROFESSOR DAVIES:  As I understand it, the Medical Research Council was heavily involved in choosing, at least suggesting or advising.  That is how they were chosen.  

The research programme is an in‑depth study into the potential adverse effects of interactions between all the vaccines which were thought to be administered to personnel going to the Gulf War in 1991 with and without pyridostigmine, which is present in the Nerve Agent Pretreatment Sets (NAPS) tablets.  I should emphasise, this was not an attempt to set up or reproduce conditions experienced by personnel in the Gulf.  It was simply to look at the interactions of vaccines and the interactions of the vaccine with that chemical.  That was the specific question for this research.  

The vaccines used in the study were the three anti‑biological warfare vaccines (anthrax, pertussis (as an adjuvant) as you have heard today, and plague), and then the health and hygiene vaccines (hepatitis B, typhoid, tetanus, yellow fever, cholera, meningitis and polio), and you have heard about the record‑keeping.  I have no first‑hand experience of that research.  

As I said earlier, I think the programme was suggested by the Medical Research Council and they also suggested it be conducted at Porton Down. Because of the obvious association with the Ministry of Defence  the Ministry  asked for nominations for an independent panel.

Very importantly, the panel members decided an a very early stage that the best method and the most appropriate method to put information from this research into the public domain was through peer‑reviewed journals, published scientific journals, and this decision was reaffirmed at our last meeting in April this year.  

The final report on this work is nearing completion and papers are being prepared for submission to journals.  However, to avoid compromising publication by premature release of results, I am going to confine my remarks to the preliminary data that appeared in abstracts of oral presentations and posters at scientific meetings. 

   162.  THE CHAIRMAN:  When is the final paper going to be available?                               A. PROFESSOR DAVIES:  The final report is virtually finished, and the papers for submission to the journals are being written as we speak, and so I would say that they would be published, it is difficulty to second‑guess journals and their referees, but within six months or so.  

   163.  THE CHAIRMAN:  It is a pity they cannot be done a little quicker.                            A. PROFESSOR DAVIES:  The research has only just been finished.  The analysis of the research took an immense amount of work.  The expert on our panel contributed to that by suggesting—additional tests and analyses

   164.  THE CHAIRMAN:  I am not criticising that, I am wishing that we were six months ahead; but you say you can give us at least the results of the preliminary.                                 A. PROFESSOR DAVIES:  Yes, there are some preliminary results which appeared in abstract form and I will deal with that now, starting with the Porton Down.  

There was an initial dose‑ranging study conducted in guinea‑pigs using a combination of the vaccines I have mentioned and pyridostigmine.  Nothing remarkable was found in that study, but it did help to determine the doses to be used in subsequent studies.  Those results were presented at a conference on research into Gulf veterans' illnesses in Washington in June 1999, and a detailed paper has also been published in the Journal of Applied Toxicology.  I have the reference.  

The next phases of the research, again at Porton, were carried out in the marmoset.  A number of sensitive indices, including cognitive performance, EEG, sleep, endocrine effects, effects on biochemistry in general and, very importantly, immune responses, were monitored for 18 months following the co‑administration of the vaccines with or without pyridostigmine.  

The dose levels and the panel of vaccines established in the guinea pig study I have just mentioned did not give rise to acute health effects in the marmoset, and so they were able to be used.  Those finding were presented in Washington l and referred to in the  abstract.  (Conference on Illnesses among Gulf War Veterans: A decade of research January 2001)

Preliminary results from the current phase of the study, this is the chronic phase, in the marmoset, were presented to the British Toxicology Society in Edinburgh in April 2003.  These preliminary results provide data on behaviour, sleep, EEG, body weight, cholinesterase inhibition and muscle function.  In those preliminary results after three months there is no indication of an apparent adverse health effect following the administration of these vaccines and pyridostigmine.  

Further preliminary studies were presented at the Edward Jenner Institute, the third international meeting of the Edward Jenna Institute, in April 2003 and provide immunology data for the first three months as well.  Again, there appeared to be no obvious adverse effect.  

The final phase of these studies monitored the multiple endpoints that I have mentioned above for 18 months after treatment.  The results have been analysed, as I mentioned earlier, and the final report is almost complete.  The papers are being written for publication.  So that is the status of the Porton Down research as I am able to speak it to today.  

There was some work done at the National Institute of Biological Standards and Control as well on a specific combination of anthrax and pertussis vaccines and pyridostigmine.  This was investigated in mice at very high doses.  There are some effects there, particularly on the spleen, but the effects are rather complex and I do not have a brief summary, but the paper has now been submitted for publication and should appear shortly.  But I would emphasise, in those particular studies the doses were very high indeed.

I am afraid that completes what I have to say on the published data at the present time, and I regret I am unable to give you further information.

   165.  THE CHAIRMAN:  Why should I be aware of the data, the results in respect of mice?  That has been published already.           A. PROFESSOR DAVIES:  It is not published, it is submitted for publication. 

   166.  THE CHAIRMAN:  Why have I read about it then?           A. PROFESSOR DAVIES:  You have seen an abstract, or have you seen the paper?  You have probably seen an abstract of the paper. 

   167.  THE CHAIRMAN:  I thought that had taken place some little time ago, but I must be wrong?           A. PROFESSOR DAVIES:  No, it is submitted for publication, but not yet accepted for publication, but there was an abstract of that study.

   168.  THE CHAIRMAN:  I thought it was that study which showed that, for example, anthrax on its own might produce no result, pertussis on its own might produce no result, but in combination they did produce, according to what I have read, I think it was yesterday, quite a remarkable result in the case of mice?           A. PROFESSOR DAVIES:  Yes. 

   169.  THE CHAIRMAN:  What then is the position about that?  Is that so or is that not so?           A. PROFESSOR DAVIES:  That is so according to that research, but, as I emphasised earlier ‑ and I am doing this from memory, I have not got the paper here ‑ these were very large doses. PROFESSOR BANATVALA:  Huge doses in fact.  The guinea pig studies were also large doses, but not nearly as large, and that effect was not seen in the guinea pigs.

   170.  THE CHAIRMAN:  Do you wish to add anything to what Professor Davies has said? A. PROFESSOR BANATVALA:  No, I think Professor Davies has covered everything admirably.  Perhaps if I could just enlarge on publication times, at which you express some surprise, as we all do.  Every editor of a journal when he takes over says, "We are going to get the publication time down", and they all, without exception, fail.  As you know, sir, papers go up to editors and it sits on their desk for anything from a day or two to a month or two and, if they disagree, they then have to collect all the material together, send the paper back to the office who then have to consult among this vast pool of people who are involved get some consensus, and so on.  One thing I have never done, sir, and never agreed to do, is to be the editor of a journal.

   171.  THE CHAIRMAN:  Do you want to add anything on the question of the evidence in relation to the mice and the combination of the two vaccines?                                                 A. PROFESSOR BANATVALA:  Yes.  As far as the mouse does is concerned, it was a huge dose, I think about 300 times what you would give to a human. 

   172.  THE CHAIRMAN:  On the body weight basis?        A. PROFESSOR BANATVALA:  On the body weight basis. 

   173.  THE CHAIRMAN:  But neither on its own produces an effect?                                  A. PROFESSOR BANATVALA:  Correct. 

   174.  THE CHAIRMAN:  How do you explain that in combination they did?                       A. PROFESSOR BANATVALA:  I think when you are adding pertussis to it you are adding another dimension.  You would not normally add pertussis to the anthrax vaccine, but the point is that if you are in a hurry to produce a good immune response rapidly, as in the Gulf situation, then this is one way of doing it.  The mice, you have to remember, they had, I think, six difference strains of mice.  The one thing about these inbred mice is that they are not genetically homogeneous; they are all different; and they actually responded in different ways: some were sick; others less so; some gained weight initially; some lost weight; but you are quite correct, sir, one of the consistent features was the fact that the spleen was enlarged, and I would interpret that as a response to the stimulus of the vaccine?

   175.  THE CHAIRMAN:  Are you sure it is the stimulus of the combined vaccine?               A. PROFESSOR BANATVALA:  Yes. 

   176.  THE CHAIRMAN:  That is the critical‑‑           A. PROFESSOR BANATVALA:  That is true in a mouse model, sir. 

   177.  THE CHAIRMAN:  Is there any extrapolation you can make from that with regard to human‑beings?         A. PROFESSOR BANATVALA:  We then go to the results of the guinea pigs, which did not show the same as the mice. Preliminary work shows that the marmosets all remained healthy.  You will get in due course the results of other investigations, including histology, and at that time you will be able to get a fuller picture. But the follow‑up on the marmosets is prolonged, going up to eighteen months.  The life‑span of a marmoset is about 18 years.  So what we did in the marmoset was really to mimic, as far as possible, what went on in the Gulf situation, although, as you have heard and I have read, in fact the veterans were not vaccinated in quite the same way as the marmosets.  We can control the marmosets; the Gulf veterans were more difficult under the unusual circumstances of war‑time.  PROFESSOR DAVIES:  If I could come back to the mouse, sir.  The conclusion of the authors of the paper was that these were relatively high doses and could be a confounding factor, and therefore the relevance of these findings for vaccinated humans remains unclear. PROFESSOR BANATVALA:  There is one other point, sir, which I think is relevant because the problem of stress has been brought out among the Gulf war veterans time and time again and in publications and so forth, and Simon Wessley, I believe, is going to talk to you.  One thing that we could not do and would not wish to do was to stress our animals.  That is the one major difference.

   178.  THE CHAIRMAN:  Between the results on the mice on the one hand and the marmosets on the other?           A. PROFESSOR BANATVALA:  Yes. 

   179.  THE CHAIRMAN:  Neither was stressed, but if human beings were stressed the result might be different.           A. PROFESSOR BANATVALA:  We do not know.  That is the big question mark?           PROFESSOR DAVIES:  But, as I said at the beginning, the purpose of this research was not to set up a model of Gulf War, it was to look at specifically the interactions of vaccines and the chemical (PB). 

   180.  DR JONES:  I think it would be helpful for the record ‑ because I was not in on the early days of this committee ‑ if you could clarify for the Inquiry the precise role of the committee.  It did not do the research.  Did it design the research?  Did it receive proposals for research and then comment on them?   How did it operate?           A. PROFESSOR DAVIES:  As you know, Norman, I was not there either. I was not Chairman at the time.  I can just speak from the papers I have seen.  The research was recommended, the research programme was recommended by the Medical Research Council.  The panel's responsibility was to oversee the design of that research programme.  The tests that could be done, and, this was particularly true of neurophysiology and immunology, and then to advise on the analysis of the results of those tests, but, as I understand it, the programme itself was suggested by the Medical Research Council. 

   181.  DR JONES:  Now that the work of the committee, apart from writing up the final results, has been finished, as it were, with the aid of retrospect, do you think it was given the most useful remit?  Could it have been improved?  Did you feel constrained?                         A. PROFESSOR DAVIES:  I did not feel constrained except  in that we were unable to suggest new avenues of research, and there are a number of reasons for that, not least time and cost.  I should add, though, that we have suggested a number of new things in the last few months, and that is for discussion at the present time. 

   182.  DR JONES:  Suggested to the MRC?          A.  PROFESSOR DAVIES:  No, to the MoD, but given the complexity of the present ?study as it was, it would have been very difficult to build on that study as it went along. 

DR JONES:  I take that point certainly.  Thank you very much. 

   183.  SIR MICHAEL DAVIES:  I only have this question.  The research has not been conducted by either of you; it has been done by others?           A. PROFESSOR DAVIES:  No, members of the panel were not involved in the conduct of the research.  It was done largely at Porton Down with the mouse study, which has been mentioned done at the National Institute of Biological Standards and Control. 

   184.  SIR MICHAEL DAVIES:  Do either of you have any personal knowledge of vaccine interaction studies?           A. PROFESSOR BANATVALA:  In humans or animals? 

   185.  SIR MICHAEL DAVIES:  Either.           A. PROFESSOR BANATVALA:  We all have, sir, because those of us who have children or grandchildren will be aware, for example, that infants today are given up to five vaccinations in infancy, DPT, the meningococcal jab, and poliovaccine (by moth) all at the same time.  If you are in many parts of Europe, hepatitis B, is also included and poliovaccine is given by injection, not by mouth.  So that is six or seven vaccines. 

   186.  SIR MICHAEL DAVIES:  There is a huge guinea pig population?                              A. PROFESSOR BANATVALA:  You only have to watch an infant as it crawls round the carpet into the in garden and into the dog's food bowl, exposed to all these different antigens in life, bacteria, viruses, pollen, whatever it may be.  You have also heard the controversy surrounding just three vaccines given together, MMR, between the first and second birthdays. May I assure you, since I was involved from the earliest days, there is nothing in that story that they induce damage. PROFESSOR DAVIES:  Coming back to the panel, I should emphasise that my experience, my expertise as a toxicologist, is in the interpretation of tests in  animals as applied to man, but, as I read out, you will have seen there were a number of very distinguished immunologists, neurophysiologists, immunotoxicologists who are active in researches in this area who are members of the panel.

THE CHAIRMAN:  The Tribunal will retire for a few moments.  Please remain behind.

(A Short Break) 

THE CHAIRMAN:  Thank you very much Professor Davis, Professor Banatvala, we have no further questions for you.  Thank you very much for coming.   Our last witness, if he wants to give evidence still, is Andrew Mason.

(The Witnesses Withdrew)

Mr Andrew Simon Mason, called 

   187.  THE CHAIRMAN:  Mr Mason, we have noticed that you have been sitting very patiently during the session.  We believe you can help us, at least we hope you can help us.  Perhaps you can explain.  First of all, would you give you name and address for the shorthand writer and then tell us what you want us to know?          A.  My name is Andrew Simon Mason, my address is 7A Landemann Circus, Western Super Mare, S23 2QE.  I have made a submission in writing‑‑ 

   188.  THE CHAIRMAN:  We have got that.          A.  ‑‑to the inquiry.  I would like to speak a little bit about the scud issue with the scud missiles that were used by Iraq during the conflict.  It is my belief that some of those scud missiles were loaded with chemical warheads.  One of those scud missiles burst above my location. 

   189.  THE CHAIRMAN:  Were you present in the Gulf yourself?           A.  Yes, I served as ‑ I was actually a civilian contractor.  I was employed by British Aerospace as an aircraft maintenance specialist working to assist with the introduction of aircraft into Saudi Air Force service.  So I have been in the Gulf since 1988, and I was there throughout the Gulf conflict.  A scud missile burst above my position and I collapsed some time after that.  It has been my belief since then that some of those missiles were, in fact, loaded with chemical warheads which, I think, is relevant to the Inquiry.  I have done some research into this issue and I tend to believe that up to nine of those missiles may well have been chemically loaded, which may have had an influence on the health certainly of people that were at Dharan and certainly in that vague location.  I do not know where all the missiles went to, but I have received a list which shows there were events giving us false alarms which in actual fact was the true count of scud that has been admitted from various reports, which it would seem to be that those false alarms may have been real live events in actual fact. 

   190.  THE CHAIRMAN:  To clear one thing out of the way, you as a civilian presumably were not given any vaccines or multiple vaccines or anything like that?          A.  No, I was vaccinated with the standard travel type vaccinations, which were yellow fever, I believe cholera, and I believe‑‑ 

   191.  THE CHAIRMAN:  Anthrax?          A.  No, not anthrax, nothing like that.

   192.  THE CHAIRMAN:  I follow that.  Were you present or could you have been affected by the plume of which we have heard as a result of the explosion, the toxic explosion, on March 10 of 1990?           A.  I was present in the region at that time, but Daran is about 200 miles away from the Iraq/Kuwait border and Khamisayah is some way inside Iraq, so we would have been at least 250, possibly 300, miles distant, so I would probably not put that as a cause.

   193.  THE CHAIRMAN:  Your symptoms, when did they first appear?   A. Straightaway. Within a couple of hours of the attack, I collapsed basically.

   194.  THE CHAIRMAN:   Can you describe your symptoms now?  Are they still continuing?      A.  Yes, they do continue.  I am a very sweaty person and I have been for many years.  I do not sleep particularly well and I find it very hard to get to sleep.  I find it very hard to wake up because I do not feel refreshed after sleep.  I suffer a lot of what a lot of people have described as muscular pain, but I would say it is more to do with exertion and when I exert myself, then I ache considerably.  I was fairly fit before the event.  After the event, I found suddenly my fitness level had fallen off completely and I had lost a huge amount of my previous fitness.  I put this down to the scud event primarily, but also quite possibly taking the NAPS pills after the event because they were nerve agent pre-treatment sets to be taken before.

   195.  THE CHAIRMAN:   How did you get the NAPS pills?  They were issued to you by whom?      A.  By the company.  The company was supplied by the MoD and British Aerospace just issued them because we were also issued the full NBC kits, so as the war was coming after the invasion of Kuwait, we were fully equipped to stay there in theatre and we were working alongside the Royal Air Force and we were equally equipped, with the exception of the vaccinations.  

   196.  THE CHAIRMAN:   And your symptoms, have they got worse over they years or are they about the same?         A.  I think they are steadily getting worse.

   197.  THE CHAIRMAN:    Have you seen a doctor?           A.  It is very hard to get a definite prescription.  I am signed off on Income Support.  There is no real diagnosis available, so I have been offered anti-depressants, which I do not really want as I find they have side-effects of their own which I do not really like very much.  I was offered Seroxat, which has its own set of problems anyway.  I see Dr Jones who has appeared before you already from north Wales and I see him at his clinics on a three-monthly basis.  He writes to my own doctor and signs me off that way.

   198.  THE CHAIRMAN:   When did you see Dr Jones at his clinic in north Wales?            A.  I have not actually been to his clinic, but he runs local clinics.  Every three months he travels around the country and I see him on a regular basis at Taunton in Somerset.

   199.  THE CHAIRMAN:   Has he helped you?         A.  He is a very nice gentleman.  On the medical side of things, I just contend that nerve-gas poisoning is a bit of an unusual feature and I do not think that the general Health Service comes across that sort of thing very often.  I do not know if there is any exact diagnosis available for such a thing and it is also so controversial.  I have also signed the Official Secrets Act and before I left Saudi Arabia I was just told not to discuss what had happened there.

   200.  THE CHAIRMAN:   So, as far as you are concerned, to what do you attribute the symptoms from which you suffer?         A.  Because the event was so striking when it did occur, everything in the locality wound up dead, I am afraid.   I lived in a British Aerospace accommodation block and shortly after the event I used to walk, but everything locally was dead.  Birds were on the floor, dead, starfish, dead under rocks.  There were huge amounts of washed-up jellyfish, all dead.  Everything in that locality died just after this event and I can only put it down to the fact that the scud had exploded there.

   201.  THE CHAIRMAN:   Immediately before this event occurred, did the alarms go off?            A.  The area-wide air-raid alarms went off just after the event.  In the usual course of events, in most scud events, there were a number of them.  Normally there would be an air-raid warning in just a matter of one minute before an explosion or Patriot missiles were launched.  This time there were not any Patriot missiles.  They are very noisy things and you can hear them when they go off, but there were not any Patriots launched and with the scud itself, the air-burst was above my position.  As it happened, CNN, the news organisation, caught it on video, so I did see it on video and it appeared to be about 800 feet or 1,000 feet above, and they had a little clip of it exploding above my position, so I did see a picture of it.  I have never seen that film since, but they certainly did show it then and it certainly appeared to be.

   202.  THE CHAIRMAN:   Did any of the other alarms go off, if you remember what they all are, for nerve gas or the chemical alarms?         A.  British Aerospace did not have any NaIADs or CAMs, which are nerve agent detectors, they did not have any, so we did not have any definite chemical alarms, but we were just listening for the area-wide alarm.

   203.  THE CHAIRMAN:   So you were not wearing at that time any of your equipment which you say you had, the gas masks and so on?          A.  This was the last event of five events over the night, so I had fully kitted up after the second time probably and all I did was take my mask off each time, but I remained kitted up.  The all-clear was given just 20 minutes after this event and I went outside and there was a light mist falling from the sky.  By that time it was close to getting-ready-for-work time, so I took my kit off, went down to breakfast and at breakfast time I had some symptoms then which I had never experienced in my life before and I just believe that it was something in the air.

 THE CHAIRMAN:    Mr Mason, thank you very much for that account.

   204.  DR JONES:  Could you give us some idea of the approximate date of that attack?             A.  The exact date was 21st January 1991 and it occurred at 3.33 precisely in the morning.

   205.  DR JONES:  How long after that attack were you able to carry on struggling on working?         A.  What had happened was I had been off shift.  We were working a twelve-hour shift turnaround and I was off shift when there had been the air-burst and I returned to the base before six o’clock the following morning and collapsed almost directly after that, as soon as I got there.  The lads who had been on shift kept NBC-black fully kitted up all night.  They came out and we swapped vehicles in actual fact, so we drove in and they had the vehicles to drive back again to their accommodation.  Then within five minutes of that I was feeling symptoms and within ten minutes of that I had collapsed, as soon as I got to the base that morning.  Then that morning I was out for most of the morning and after that, that afternoon, I was just so tired, essentially more tired than I have ever been in my life, and just following from that, every day after that I was going to work and I was just falling asleep in a chair and I was having a really hard time with it.

   206.  DR JONES:    When did you eventually stop working?            A.  I put my notice in the day after the war ended and I have not worked properly since.

   207.  DR JONES:    So in February?            A.  It was 1st March when I put my notice in.

   208.  SIR MICHAEL DAVIES:   Mr Mason, I was wondering about two questions really.  What about other human beings in the area?  You have said that other living creatures were killed by this, but what was the effect on fellow human beings in the area?  Secondly, and associated, were there British troops in the vicinity at the same time because basically our Inquiry is about the effect on Gulf War veterans and it is the environment we are exploring?  I know that General Sir Peter de la Billiere was based in Riyadh, so presumably there were other British troops in Riyadh as well.           A.  Perhaps I could give you the background to that.  Where I was accommodated was about six kilometres away from Daran airbase and it was between two towns in actual fact.  

   209.  SIR MICHAEL DAVIES:   Daran, how far was that from Riyadh?           A.  Over 100 miles. 

   210.  SIR MICHAEL DAVIES:   I see, I am sorry.         A. Daran is on the coast in the eastern province and Riyadh is the capital more towards the centre of Saudi Arabia.  Where I was accommodated, it was the first incident to have taken place.  I went on to the base and we were working alongside the Royal Air Force because they had come to join us, using our facilities for their own Tornado aircraft, so where I was accommodated there were some RAF lads accommodated in other British Aerospace compounds, but not my one, so at the time of the first explosion, which was above me, there were not any other British Aerospace lads, there were not any Royal Air Force lads or British Service persons in that area.  As soon as I got back on the base, I am alongside them again because they are with us.  Where I actually was accommodated, it is quite complicated, but the long and short of it is that a lot of people came home because they were training staff and they were not required to stay during the conflict.  Where I was actually accommodated, most of the residents had already gone home.

   211.  SIR MICHAEL DAVIES:  So you were almost alone in your accommodation?                   A.  There were very few of us there.  I do not know how many exactly, but it was a ghost staff.

   212.  SIR MICHAEL DAVIES:   But if a scud missile exploded up in the air, surely its effects could not just be felt in a small area of accommodation, but it would have been felt more widely, would it not?       A.  We were very close to the coast and the prevailing winds tend towards the coast.  I am in between two towns and the coast, so it would have gone more or less out to sea.  There were two or three other hotels there and some other RAF personnel were in those hotels.  I have heard from Mr Turnbull who gave evidence to you in the second week, the veterans’ statements, and he told me that one of those NaIADs or possibly two of those NaIADs went off in those hotels at the same time as this incident, but beyond that, I do not know.  It was a fairly unpopulated area in general and an awful lot of Saudis left the area, the eastern province, because they normally go to Haj once a year, which is well geared up for a large influx of people and a lot of Saudis, resident Saudis, local Saudis had gone off to have a holiday to get away from the eastern province during the course of the Gulf War.

   213.  SIR MICHAEL DAVIES:   So basically what you are saying is that because of your own symptoms, you are surmising that there was a chemical warhead in this scud missile?          A.  Yes.

   214.  SIR MICHAEL DAVIES:    That is the only evidence you have?          A.  Yes.

   215.  SIR MICHAEL DAVIES:     I am not disputing it, I am not diminishing it, but I am just trying to get to the bottom of it.          A. That would be my case.

   216.  SIR MICHAEL DAVIES:     It is your symptoms which have led you to believe that it was caused by a scud missile containing chemical agents?           A.  Yes, I believe so.

THE CHAIRMAN:   Mr Mason, we are very grateful.  You have given your evidence very well, if I may say so, and very clearly, and thank you for coming.  We will also obviously pay full attention to your written submission too which we have got, but it helps to hear it from you.  

The witness withdrew
 THE CHAIRMAN:   There is just one other thing.  I think we are going to ask Professor Schott just to see if he has got any further comments he would like to make, but before doing so, I am wondering also whether there is anybody else who has been present throughout the Inquiry up until now who would like to make any comments at this stage on the evidence they have heard.

MR RICHARD CRUMP, called

   217.  THE CHAIRMAN:   We have noticed that you have been here, I think, for many days.  Would you perhaps, first of all, give your name and address for the shorthand note and then explain why you have been following the Inquiry with such interest and how you can help us.         A.  My name is Richard Crump.   I live at Upper Flats, 4 Salisbury Road, Carshalton, Surrey.  Well, I have been in conversation with the last witness over the last few days and it is quite extraordinary that it is quite likely that I heard those scud missiles pass close to where I was.

   218.  THE CHAIRMAN:   Perhaps you could then explain how you were there.  Were you in the Services?         A.  No, I was with a peace group.  It was an international peace group which got very little publicity.  It was entitled “The Gulf Peace Team” and the camp was set up on Christmas Eve of 1990 just inside the border of Iraq, the border with Saudi Arabia, on the road from Baghdad to Mecca, and the place where we were accommodated was at what had been a pilgrim staging post.  There was also a border post there with border guards.

   219.  THE CHAIRMAN:  And you were on what you would call a “peace mission”?              A.  Yes.

   220.  THE CHAIRMAN:   And what was your function?  What were you trying to do?            A.  Stop the hostilities.  My actual motivation, being an anti-nuclear campaigner since the early 1980s, was fear of a war, a much larger-scale war developing involving nuclear weapons.

   221.  THE CHAIRMAN:    Fortunately that did not happen.          A.  It did not, no, but, you see, there had been the threat that if the gas was used against the American troops, they would use nuclear weapons.

   222.  THE CHAIRMAN:   But now you say that you think you may have heard the self same scud missiles?            A.   Yes.

   223.  THE CHAIRMAN:   Can you give us a date for that?   We were given a date.              A.  I cannot remember the date, to tell you the truth, and I forgot to ask this witness what date it was.

   224.  THE CHAIRMAN:   He said, I think, January 21st.            A.  Yes, we were there, you see, because we were evacuated ten days after the bombing began.  Actually I have heard somebody say the 16th January or the very early hours of 17th January.

   225.  THE CHAIRMAN:    Yes, I am sorry, it was the 17th.            A.  One of the American gentlemen said the 16th, but actually it was very early in the morning of the 17th.  In fact we could hear, we heard the aircraft flying in the vicinity, or I did, not everybody did as some were asleep, but I was up talking to others and right from miles and miles across the desert, I could just hear a “whooomph”.

   226.  THE CHAIRMAN:    Do you claim that you have suffered as a result of that?        A.  I do not think so, but, to go back to these scuds, I did not sleep very well because it is extremely cold at night in that desert place and I did not have really sufficient covering.  I had a sleeping bag, but when the temperature dropped and the wind blew, there was not proper protection.  We had a sort of a tent affair, but it was not really an excellent affair, but it was something.  As I say, we were at this site where the pilgrims had stayed.  It filled up to 73 people.

   227.  THE CHAIRMAN:   You say that you did not, happily, suffer, but did any of the other 72, so far as you know, suffer in any way?         A.  Well, I have had cancer, but I did not think at the time that it had any connection.  It could have.  I must go back to the scuds, to get that out of the way.  I was not sleeping very well at nights, well, I slept reasonably, but it was cold and it was not terribly comfortable.  It was concrete with cardboard covering it. Of course I have heard flying bombs in the Second World War and I am familiar with the sound of them, although I was not in this country, but in Antwerp because I was in the Merchant Service and I heard them flying over there because Antwerp became the target at that particular time when we were there in dry dock, so I have heard the sound of these sorts of things, and it was sort of a flying bomb really, the scud.

   228.  THE CHAIRMAN:   But just to come back, we are very anxious that you can help us in any way that you can and I think you can help us because you say that you heard the scud missile of which Mr Mason spoke.            A.  That is right.

   229.  THE CHAIRMAN:   But is that the reason why you have been here all this time or have you had some other reason to attend?         A.  No, I have been a campaigner ever since I came back from Iraq against the sanctions and generally against the whole affair because I disagreed with the necessity for it at all.  I considered that it was all about oil, the control of oil.

   230.  THE CHAIRMAN:   Others have expressed the same view, but I suspect that there is probably not a lot more, since you do not suffer yourself, that you can tell us.        A.  No, but I will just tell you this: that what I actually heard were these things fired somewhere in our area and it might have been some distance away.  I heard “tchoo” and then a “brrrrrrrrrr”, and I thought “hello”.  I had heard of scuds and I knew the sound of flying bombs and this thing passed somewhere near us and then another one, “tchuum” and then “brrrrrrrrrr”, and I thought, “they’ve gone”, and I had a nasty feeling that we might be the target next, that the firing would be where the thing had been launched.  Of course they soon removed the launchers because they get away quick, but on the way back from Baghdad to Jordan, there was dust flying around and there were vehicles which had been bombed on that road and they very likely had used depleted uranium ammunition, so goodness knows what was in that dust flying about.  It is just a possibility.

   231.  THE CHAIRMAN:    Well, we are very grateful to you for coming and we hope that you will go on attending.  Thank you very much for the evidence you have given.       A.  I was under the impression that this was the last one.

THE CHAIRMAN:  No, because Professor Schott is going to give a comment now briefly, but we are certainly going to resume again on the 10th August and maybe we can look forward to seeing you then, at 10 o’clock in the morning.

The witness withdrew
PROFESSOR ALBRECHT SCHOTT, recalled

   232.  THE CHAIRMAN:   Professor Schott, is there anything special which you want to tell us about the evidence you have been hearing in the last two days?            A.  First of all, the level was extraordinarily high from the scientific point of view.  Nearly all colleagues were free to speak their opinions, mostly very inconvenient to all MoDs wherever, except one.  There was one contribution which was something like the blueprint of the MoD, which was Major General Craig.  I will go into details in a written supplementary contribution to your Inquiry.  I come back to my first comment when I did not know what would go on in this Inquiry when I told you, “Please balance between DU and vaccination and poison gas”.  After these days, last week and this week, I have learnt much in details of what is going on and the opinion about the conclusions which they have and I have are quite the same.  They are identical, in my opinion, as to how you should go on.  We heard many details and a serious insight into what is going on in the body cells these days in the field of gases, the field of vaccinations, and we did not in the field of DU.  My contribution was very general, very, very general, and in my 34 attachments there are some details.  What should be complementary to this Inquiry should be a detailed review of the matter on the issue of DU, what is known, what are the scientific results, and there is something, not so much, but there is more than my chromosome operations pilot study.  

Then as the next step there should be an attempt and you should try to bring together the issue of depleted uranium, vaccination and gases, and this is not all.  The procedure of working and the thinking of Dr Harley, this is the example of really doing research, to have exploration and constantly work out.  You know what Edison said about 1 per cent inspiration, 99 per cent sweat, and Dr Harley’s contribution was quite a way to finding out what is going on, what is before the black box and this is missing in the field of DU and this is missing in other fields.  This has to be done and then these parts have to be connected.  As I told you in my contribution, there is only one body, and gas, vaccination and DU take place in one body, and the intelligent connections always, how they are made, are only in one field and the others have to be combined with that.  This is a very complicated matter.

   233.  THE CHAIRMAN:  I think that Dr Haley did not exclude the other matters.                A.  No, not at all.  Yes, I agree with you.

   234.  THE CHAIRMAN:    He did not talk much, or indeed at all, about depleted uranium, which is why indeed I asked him about it later, but I am sure he would not have been of the view that there is just one cause.  He said specifically that he did not think that.        A.  When I came to you last week, I was telling you that it is extremely complex, but I was nearly blind to what would happen and now it is the result of these days and please find anybody who can give you a detailed review, and it must not be Professor Schott.  The only thing is that they must be competent and independent and the independence is the biggest problem in this matter, I think.

THE CHAIRMAN:    Well, Professor Schott, we are very grateful for that final comment.  That, I think, completes the evidence for today.  We are very grateful to everybody for coming and we will sit again at 10 o’clock on 10th August to hear what will probably be our final batch of expert witnesses.  Possibly we will have another meeting in September. 

Adjourned until Tuesday 10th August at 10.00 am
57

