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SUBSTANTIVE HEARING: SYDNEY JOSEPH BUSH (01-3828)
DAY TWO
Tuesday, 19 June 2012
[
Hearing resumed at 10.00
]
Ms Jones:
Good morning, everyone. I think we concluded yesterday with Dr
Davies’ evidence, and Mr Hamer was asked to consider whether we should
receive R2 and I think it was CAD11 and there was a random page which we
queried. Could you update us?
Mr Hamer:
Yes, of course, Madam. The Council have no objection to you receiving
R2. I am grateful for you giving me an opportunity to think about it overnight.
R2, your 47/49 additional questions, I am very happy for that to go in before
the Council. It is not a document we particularly rely upon, but we are very
happy for you to submit that as part of your case and I will obviously want to
comment on it in due course.
Professor Bush:
Which is R2?
Mr Hamer:
That is the document, Professor, you had attached to the book. So
there is no problem on that. Dr Azubike raised page 286. We are slightly
mystified. We think it should not have been there. It is a random page. It is
in fact a document from Professor Bush. We think it was in the bundle in
error. We don’t particularly rely upon it. If Professor Bush wants to refer to it,
I am quite content. It appeared to be attached to the evidence of one of the
witnesses, although when she came to give her evidence she said it wasn’t

part of her email notice. Professor Bush may want to explain it either now or
in due course.
The other document was CAD11. We have tracked that down, and we have
copies of it if David could distribute them. We suggest that they are inserted
in at page 352(a) through to 352(i) and, hopefully, they will be hole-punched
and can go in the bundles.
Mr Henley:
These will be referred to as C4. [
Documents distributed
]
Ms Jones:
Thank you.
Mr Hamer:
I am not going to take you through the document, Madam. It has been
referred to by the witness and I leave it there for you to look at with your
Committee.
Ms Jones:
Thank you very much for that, Mr Hamer, and if you would like to
continue.

Mr Hamer:
I am not going to take you through the document, Madam. It has been
referred to by the witness and I leave it there for you to look at with your
Committee.
Ms Jones:
Thank you very much for that, Mr Hamer, and if you would like to
continue.
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Mr Swinstead:
Just before we go on, just so it is not overlooked, if R2 could be
distributed as well. [
R2 distributed
]
Mr Hamer:
Our next witness, Madam, is Dr Sue Butler, and you will find her witness
statement on page 1 in volume 1.
DR SUE BUTLER, called and affirmed
Examined-in-chief by Mr HAMER____
Q.
Good morning to you, Dr Butler.
A.
Good morning.
Q.
If you could address your answers to Professor Bush particularly, and also
speak up because it is a large room and that would be helpful to everybody,
so don’t be afraid to shout. Are you Dr Sue Butler?
A.
Yes.
Q.
Your professional address is not on the witness statement. Could you give
your professional address?
A.
I no longer practise.
Q.
Your professional address at the time of these events.
A.

My professional address at the time of those events would be The Maltings,
Silvester Street, Hull.
Q.
Thank you very much, and if you c
ould go to bundle 1 and page 1, you will
find a witness statement in your name. Do you have that?
A.
Yes.
Q.
Good. That is a statement dated 26 August 2011, and it runs for eight pages.
Is that your witness statement and is that your signature on each of those
pages?
A.
Yes.
Q.
Can I just introduce matters then; is it correct that from 31 December 2006
until you left the PCT on 31 December 2010 you were employed as the
Medical Director at the Hull Teaching Primary Care Trust, now known as the
NHS Hull PCT?
A.
Yes.
Q.
And is it correct that you also originally worked as a general practitioner?
From 1982 you were a principal in a number of GP practices, and between
1992 and 1995 you were also a trainer and course organiser for GP registrars
and did you first move into medical management when you became
consultant in primary care development at South Leeds PCG, and in 2002
were you then seconded to a post as Medical Director to the Yorkshire Wolds 4
and Coast and East Yorkshire PCTs, and that post was then made
substantive in April 2003. Is all that correct as set out in paragraph 2?
A.
Yes.
Q.
Is it also correct that as part of your role as it then was, as the Medical
Director of the Hull PCT, you were responsible for the performance of
independent contractors, including optometrists?
A.
Yes.
Q.
Could you then very kindly read into the record as your evidence starting at
paragraph 4?
A.
[
Reads
]
“The PCT first became aware of concerns about Mr Bush in the winter
of 2007 when a concern was raised by a practice manager about one
of Mr Bush’s services. This matter was resolved by the PCT Primary
Care Contracts team. However, they informed me that there had
previously been anxiety about the way in which Mr Bush promoted his
services both in the window of his practice and in the “Yellow Pages”
telephone directory. I discussed
this matter with the PCT ophthalmic
advisor who in turn discussed the issue with the General Optical
Council (“the GOC”). The GOC advised that we should conduct a local
investigation before referring the matter to them.
On 20 May 2008, a member of the Public Health Science team
received an email from Mr Bush requesting a seat on the ‘PCT monthly
meeting’ as ‘a practising optometrist researching the non-surgical, nontoxic reversal of coronary atherosclerosis with extreme relevance to
obstructive coronary artery disease’. This request was referred to me
as I was at that time Director Lead for the PCT commissioning of
cardiovascular services.”
Q.

Just pausing there; that is page 10, if you could go to it, in our bundle, and
that is an email dated 20 May running through to page 14. Is that the email
you are referring to, Dr Butler?
A.
Yes.
Q.
Okay, so if you could continue?
A.
“On 21 May 2008 an email from Mr Bush, which he indicated had also
been distributed to all PCTs and the National Institute for Clinical
Excellence (“NICE”), was forwarded
to me from the PCT Assistant
Director for Primary Care Commissioning. This email expressed
similar views to those included in Mr Bush’s email dated 20
th
May 2008
including his views regarding the use of retinal photography and
vitamin C to diagnose and manage arteriosclerosis.”
Q.
Is that Exhibit 2 which we then find on pages 16 and 17 of our bundle?
A.
Yes.
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Q.
Thank you.
A.
“On 22 May 2008, the PA to Dr Wendy Richardson, Director of Public
Health for Hull, forwarded emails to the PCT from Hull City Council. Mr
Bush had contacted them, advocating cardioretinometry services and
stating that the failure of the medical profession to adopt this service
had led to the deaths of tens of millions of patients. Mr Bush indicated
that his email had been shared with journalists and MPs. Mr Bush was
informed in an email dated 21 May 2008 from Hull City Council that he
would be referred to the PCT and, in his response, Mr Bush expressed
his negative views about the PCT in very clear terms. Mr Bush also
stated his concern that when he had raised his views to the medical
profession in the past, he had been the subjects of ‘attacks’ on his
computers and that colleagues in the USA feared personal attack
because of similar views.”
Q.
Pausing there; the emails you refer to as “SB3”, do we find those at pages 19
to 25 in the bundle?
A.
Yes.
Q.
Continue with paragraph 8.
A.
“I was concerned about the way in which the challenge to existing
services was being expressed by Mr Bush and also about the level of
concern expressed by Mr Bush about the risk to his work and his
person. I felt that the style of communication Mr Bush was adopting
could undermine the confidence of patients in existing services. Given
the tone of his emails, including the possibly unrealistic concern he
expressed about risk to himself, I was also concerned about his health.
These were matters which could impact upon Mr Bush’s suitability to
be included on the PCT Ophthalmic Performers List and needed to be
addressed through the PCT Professional Performance Procedures.
As such, on 22 May 2008, I wrote to Mr Bush setting out my concerns
including:

Mr Bush’s advocacy of the use of Vitamin C to manage serum
cholesterol. I noted that the PCT expected services for the
prevention of ischaemic heart disease to be delivered in line with
the nationally accepted evidence base and that it did not

commission such services from optometrists;

Mr Bush’s comments about the PCT in the “Yellow Pages” and on
the video screens at his practice;

I outlined that I was concerned that the frustrations that resulted
from others not sharing Mr Bush’s passionate advocacy of
Cardioretinometry may be causing Mr Bush stress that was
affecting his health.
6
I invited him to meet me to discuss these matters further.”
Q.
Now, just pausing there, if you could turn to pages 27 and 28, is that the letter
you are referring to in paragraph 9 of your witness statement?
A.
Yes.

Q.
And if we just pick it up – we have read this previously, but I think it is right to
read it with your being present – I just want to pick it up at the second hole
punch and read down to the bottom of that page in which you expressed
concern. You say:
“Firstly your passionate advocacy of the use of oral vitamin C to reduce
serum cholesterol. Of course we should all be open to new scientific
evidence and to hearing and reflecting on scientific debate. For those
of us working in the NHS the place for such debate is in peer reviewed
journals and through organisations such as the National Institute for
Health and Clinical Excellence (NICE). NICE is expected to publish a
guideline on the management of serum lipids this year. The Joint
British Societies published their guidance on the primary and
secondary prevention of ischaemic heart disease in 2005. This
guidance makes clear reference to the role of statins in reducing the
risk of ischaemic heart disease. Nationally recognised guidance
informed by careful and expert deliberation, such as that published by
the Joint Societies, provides a benchmark against which clinicians
should consider their own practice. Clinicians would be expected to
provide a well argued case and associated evidence base to support
practice which is significantly different from that advised in such
guidance. I understand that you have a passionate belief that an
alternative approach to lipid management should be considered.
Currently I believe that such consideration should be though further
research and academic debate. In particular it is not appropriate for
patients to be advised to discontinue statin therapy. The PCT
commissions specialist, primary and community services for the
prevention of ischaemic heart disease. The PCT expects these
services to be delivered in line with the nationally accepted evidence
base. The PCT does not currently commission services for the
prevention of ischaemic heart disease from optometrists.”
So that is the letter you wrote, and at the time you wrote that, did you consider
it was an appropriate letter to write bearing in mind the circumstances as they
then were to you?
A.
Yes.
Q.
And, subsequently, did you have any reason to change the tone and structure
of that letter?
A.
The only comment I would make is that, subsequently, I came to understand
from Mr Bush that I had slightly misinterpreted the work that he was

advocating in terms of it being a different way of managing cardiovascular
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disease and not about lipid management, but the tone of the letter and the
way in which clinicians should view changes of practice I would continue to
adhere to.
Q.
Thank you very much, and going back to your witness statement at paragraph
9 when you have under the first bullet points at page 2 of your witness
statement you said that:
“...services for the prevention of ischaemic heart disease is to be
delivered in line with nationally accepted evidence.”
Am I understanding correctly that that is a reference obviously to NICE and
the Joint British Societies?
A.
Yes.
Q.
Moving forward then, I think you actually met Mr Bush following this letter.
This letter is 22 May, and I think you then met him a few days later. So if you
could kindly pick it up at paragraph 10 of your witness statement.
A.
“Mr Bush met with me in my office on 29 May 2008. I was concerned
that he was continuing to discuss the issues from a commissioning
rather than a professional performance perspective. Mr Bush did
however agree to remove the messages that gave me cause for
concern from the window of his practice. Mr Bush did not agree to an
Occupational Health assessment.
Following the meeting on 29 May 2009...” –
Q.
That must be 2008. I think that must be a typing error, so we can all change
that.
A.
“Mr Bush emailed Medical Directorate administrative staff and myself
referencing sources of evidence relating to cardioretinometry.”
Q.
We have that at your exhibit 5, which is pages 30 to 37 of our bundle.
A.
Yes.
Q.
Paragraph 12?
A.
“I wrote to Mr Bush on 5
th

June 2008 documenting our meeting. I
proposed the following actions:

I would discuss the issue of Occupational Health referral with the
PCT Performance Decision Making Group

I would seek advice with regard to the evidence base he was citing;
and

Mr Bush may wish to consider taking his ideas forward through a
research rather than a commissioning route.”
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Q.
Your letter then of 5 June, do we see that at pages 39 and 40?
A.

Yes.
Q.
This letter is written after your meeting with the Professor.
A.
Yes.
Q.
And in your first letter, going back to page 27, you said four or five lines from
the bottom of that page:
“In particular it is not appropriate for patients to be advised to
discontinue statin therapy.”
Do you see those words at the bottom of page 27?
A.
Yes.
Q.
And then having had your meeting with the Professor, you write, on page 39
at the end of the third paragraph, this sentence:
“In the meantime I must emphasise that you should not advise patients
to cease conventional treatment which has been prescribed for the
purpose of primary or secondary prevention of coronary heart disease.”
Why did you feel it necessary to write that and emphasise that?
A.
I wrote that because of two concerns. The first was that the PCT
commissioned services for the prevention and management of coronary heart
disease and did not commission those services from optometrists. Secondly,
although, at that point, my stance was that I was investigating allegations that
were made by colleagues and I have no view as to whether they would or
would not be substantiated, I have met with Mr Bush and seen how
passionately he advocated his views. Therefore, his approach led me to
believe that he would wish to share those views with his patients.
Ms Jones:
Sorry, could you just repeat that last response, please, Dr Butler?
A.
From my perspective, the PCT had taken a considered decision to
commission services for the prevention and management of ischaemic heart
disease, and did not commission those services from optometrists. Secondly,
I was aware that I was managing allegations that Mr Bush was promoting
advice to patients and the public that was contrary to best evidence and best
practice as I perceived it, and having met him and seen how passionately he
advocated his views, I considered it likely that he would continue to promote
those views to patients and the public during our procedures.
Mr Hamer:
Carrying on with your evidence back to page 3, we have reached the
last sentence in paragraph 12 beginning “The evidence review...”. Perhaps
you could just read that, please, into the record.
A.
“The evidence review was commissioned from the PCT Public Health
Science team on 12 June 2008.”
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Q.
And then continuing.
A.
“Mr Bush’s responses to my letter of 5 June 2008 included detailed,
and referenced, discussion of cardioretinometry issues. I was
concerned that he seemed unable to understand the Professional
Performance aspect of our discussion.”
Q.

We have been through his response. I am not going to read it through to the
Committee. You will see at SB7 a series of documents and emails and letters
running through from page 42 to page 70 and, in particular, at page 44
through to page 48 would appear to be your letter of 5 June responded to by
the Professor inserting comments as we go along through the letter. Is that
correct?
A.
Yes.
Q.
Having sent off that letter, he wrote a follow-up letter himself at page 52 –
quite a long letter in fact – through to page 59, dated 8 June. Again, it is in the
bundle for the Committee to read if they wish to do so. Did you receive that
letter?
A.
Yes.
Q.
Thank you very much. If we can continue with your evidence then at page 3
of our bundle, paragraph 14, Dr Butler.
A.
“On 9 June 2008, I was copied into an email from the PCT Assistance
Director or Primary Care Commissioning, which outlined the
circumstances in which an ophthalmic performer would not
automatically be offered a new contract when the new GOS contract
was put in place later in the year. We agreed that while the matters
mentioned above were subject to discussion and possible action by the
PCT, it may not be possible to offer Mr Bush a new contract.
At the end of June 2008, I discussed my concerns with the PCT’s
Performance Decision Making Group (“PDMG”). The PCT’s PDMG
decided that advice should be sought both from the GOC and from the
PCT Occupational Health Service about my concerns relating to Mr
Bush. I wrote to the General Optical council on 26 June 2008 setting
out three main concerns:

Mr Bush’s advocacy of the discontinuation of statin therapy and the
use of oral Vitamin C to manage risk of ischaemic heart disease.
As well as being outside the accepted evidence base, this seemed
to be outside the expertise expected of an optometrist and could
place patients at risk”.
Q.
Just pausing there, the next two matters I ought to make clear the Council do
not rely upon them. They are not part of these charges and, although Dr
Butler, this is not criticism of you, although you included them in the letter and
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they are before this Committee, they are not part of my case. So we will not
need to read out those two matters, but the final paragraph in paragraph 15, I
think it begins “On 2 July...” it might be a typing error, which should be “1
July”. Perhaps you could just read those two sentences.
A.
“On 1 July 2008, I wrote to Mr Bush advising him of the outcome of the
recent discussion by the PCT’s PDMG. The letter included copies of
referrals to the PCT Occupational Health service and to the GOC.”
Q.
If you turn to page 72 in the bundle, do you see it is the other way around – at
page 74 to 75, is that your letter to the General Optical Council of 26 June
2008?
A.

Yes.
Q.
And the first paragraph beginning “Firstly his energetic advocacy...” deals with
what we have dealt with down to the words “...as a result”.
A.
Yes.
Q.
And then the letter to Professor Bush of 1 July, which you have referred to in
the witness statement, is at pages 72 and 73.
A.
Yes.
Q.
Continuing with your witness statement at paragraph 16.
A.
“During July 2008, I received reports from the Public Health Science
team and the Occupational Health service. The Public Health Science
report was a review of the evidence cited by Mr Bush. In summary, the
report indicated that whilst the literature provided demonstrated a
considerable amount of debate amongst a small number of colleagues,
it did not include peer reviewed evidence from leading journals. Such
evidence is the kind of work that would lead to a possible change in
clinical practice and this did not exist in respect of the material provided
by Mr Bush.”
Q.
Do we see that report at pages 78 through to 88 in your bundle? That is the
report of 15 July 2008.
A.
Yes.
Q.
Thank you. I am not going to take you through it. I have taken the Committee
through it and we will come back to it in
due course, but it is not necessary for
you to read out to the Committee in your evidence. So paragraph 17, please,
Dr Butler.
A.
“The Occupational Health Physician advised the PCT that he did not
find any evidence of health problems which would impact upon Mr
Bush’s professional performance or the way in which the PCT should
manage proceedings concerning his professional performance.
Also during July 2008, the PCT was contacted by Mr Bush’s AOP
representative seeking clarity regarding Mr Bush’s NHS contract.”
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Q.
That is the Association of Optometrists – the AOP?
A.
Yes.
“These matters were discussed by the PCT’s PDMG at their meeting
on 26 July 2008. At their request, I met with Mr Bush again on 15
August 2008 to discuss the PDMG’s ongoing concerns regarding his
cardioretinometry activities.
As these concerns were now being managed through the PCT
Professional Performance Procedures, this could have impacted upon
a decision regarding the offer of the new GOS contract to Mr Bush.
Before this meeting, I received a further letter from Mr Bush expressing
his willingness to work with the PCT to find a mutually acceptable way
forward.

On this occasion, Mr Bush
was accompanied by his AOP
representative. During our meeting, we discussed Mr Bush’s lack of
clarity, at that time, about next steps regarding both his contract and
the PCT Professional Performance Procedures. We also discussed the
appropriate scope of Mr Bush’s clinical practice. Finally, we reviewed a
letter that Mr Bush brought with him from one of his patients who was
also a Hull City Councillor. I was surprised that he had discussed these
confidential matters with a patient. I wrote to Mr Bush on 19 August
2008 to document our meeting.”
Q.
The letter, Exhibit 10, on page 90 and page 91 is a draft letter by the look of it.
Is that the letter you are referring to?
A.
Yes.
Q.
It appears to be a draft, and then you continue at the end of this paragraph by
referring to a Hull City Councillor, and could you turn to then page 93; is that
the Councillor you
are referring to?
A.
Yes.
Q.
And you say also in your witness statement you attach a letter from the Hull
City Councillor, and your response then to Professor Bush on 22 August is at
page 94.
A.
That is my response to Councillor Wastling on page 94.
Q.
I am so sorry. You are quite right. Thank you very much. Then we move
forward to paragraph 22 in your witness statement.
A.
“On 18 August 2008 I was copied into a letter from the PCT Primary
Care Contracts Commissioning Manager advising Mr Bush that he
would not be offered an NHS contract. This decision was based upon
a letter Mr Bush had written to the PCT in April 2008 advising them that
he was the subject of an investigation by the GOC.”
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Q.
Is that pages 96 to 98?
A.
Yes.
Q.
Then we move to the next paragraph of your witness statement.
A.
“Mr Bush replied promptly with a letter dated 19 August 2008
undertaking not to promote his views regarding cardioretinometry
within GOS services and seeking progress regarding the offer of an
NHS contract.”
Q.
We see that at page 100, I think.
A.
Yes.
Q.
Then we move forward a few months to November 2008, paragraph 24.
A.

“In November 2008, I was advised of the GOC’s decision not to
investigate the matter which had led to Mr Bush not being offered a
GOS contract. I understand that following this, an NHS contract was
offered to Mr Bush which he declined to accept.
There followed a period in which the PCT took no action in respect of
Mr Bush, as he was not treating NHS patients as far as the PCT was
aware and he had taken down the inappropriate notices at his practice.
In an email dated 25 March 2009, Mr Bush advised me that he would
be citing me in a new book he was writing and asked how the PCT
might support his research.”
Q.
Is that the email at page 102?
A.
Yes.
Q.
Thank you. Could you continue?
A.
“Contact details for the PCT research advisor were provided to him in
an email dated 2 April 2009.”
Q.
Yes, we can see that. We looked at it yesterday. That is from your Personal
Assistant, Roslyn Cargill. That is page 106, Madam. Dr Butler, if you can
continue then with paragraph 28 of your witness statement.
A.
“This renewed engagement with the PCT prompted me to seek an
update with regard to Mr Bush’s promotion of cardioretinometry.
In April 2009, following a request by the PCT to gather further
information, the Professional Performance Support Manager took
photographs of Mr Bush’s practice window showing that Mr Bush was
once again promoting cardioretinometry and in a manner derogatory to
the PCT.”
Q.
Do you exhibit a set of photographs as SB16, pages 108 through to 114?
A.
Yes.
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Q.
Continue at the end of paragraph 29.
A.
“Mr Bush had a practice website containing similar material and I
attach extracts from this website, printed on 31 July 2009.”
Q.
We haven’t actually looked at those, but is that at pages 116 through to 126?
A.
Yes.
Q.
For my purposes, Madam, it does not take the Council’s case further,
therefore, I haven’t laboured the point in opening, but it is there in the material
for you obviously to consider. However, in opening it, I thought it was best to
concentrate on a number of issues. Then we move to paragraph 30 of your
witness statement.
A.
“In April 2009, I also received a copy of a letter from Mr Bush to a local
GP, Dr Galea, in which he asked Dr Galea to consider reducing a
patient’s statin treatment.”
Q.

Could you turn to page 128, please? Is that the letter you are referring to?
A.
Yes.
Q.
Could you just help the Committee? Could you explain how this came about
because this is a letter sent by Professor Bush to Dr Galea, so how did it
come into your hands and did you speak to Dr Galea or what happened about
it?
A.
Dr Galea had expressed his concern in a telephone call.
Q.
To you?
A.
Yes.
Q.
When was that? Was that before you received the letter or after, as best you
can recall?
A.
I am reflecting that my memory of these events is not clear. I became aware
of his concerns either from my PA or from Dr Hancocks – I am not sure – and
I had a telephone call from Dr Galea. I asked him if he could support what he
was telling me and received this letter.
Q.
From your recollection, could you give us the gist of what he was telling you?
A.
His concern was that, from his perspective, this patient needed this treatment.
Q.
This treatment being the statin treatment?
A.
Yes, to manage their existing condition, and that it was a risk for them to
advise them to stop the treatment and to either create a circumstance in which
they might stop the treatment or a circumstance in which they were less
confident in the treatment.
Q.
Did he indicate how the possibility of stopping the treatment had arisen?
A.
His view was because this information in the letter was also known to the
patient. That is my memory.
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Q.
Thank you. You then continue at the bottom of page 5 of your witness
statement, the last line, if you could just read that and continue please.
A.
“Two other GPs, Dr Price and Dr Shaikh, also advised me of their
concerns that individual patients had been advised by Mr Bush that
Vitamin C would be more beneficial to them in managing their
cardiovascular disease than the statin therapy they were taking. Dr
Price and Dr Shaikh did not provide copies of the relevant patient
records to the PCT.”
Q.
Just pausing there; did you at any stage speak to Dr Price or Dr Shaikh?
A.
Yes, I spoke to both of them.
Q.
Because what you are saying here is that “Dr Price and Dr Shaikh also
advised me of their concerns.” Are you able to assist the Committee with

firstly how this arose? Here you are sitting in your office. How did this occur?
A.
In two different ways. Dr Price was the Chair of our Professional Executive
Committee. That is the Senior Committee of clinicians advising the PCT on
their commissioning decisions, and so I met with him regularly. Dr Price was
also a member of the Performance Decision Making Group and he was also a
practising GP in Hull.
Q.
Leaving aside his role – I am more concerned about him being a General
Practitioner for these purpose – was he discussing matters with you regarding
a patient or patients?
A.
He was obviously aware of these concerns. I mentioned at the beginning of
my evidence that a concern had been raised which was dealt with prior to
these matters – that concern had actually been raised from Dr Price’s
practice.
Q.
So this is another matter?
A.
Yes, but he came to me and said that the matter was arising again. Further
consideration was needed, and the reason he expressed that to me was that
a patient, who was consulting with him, had talked to him about what had
occurred during the consultation with Mr Bush.
Q.
Did he relay what that was – the gist of it at least?
A.
The gist of it was that the patient was questioning whether the conventional
treatment they were taking to minimise their risk of ischaemic heart disease
was the right one for him.
Q.
What about Dr Shaikh? We do have one email from Dr Shaikh, in fact, in our
bundle at page 374, and it is dated around this time. From memory, I think it
is May 2009. Yes. It is an email from Dr Shaikh at page 374, Dr Butler. Did
you speak to Dr Shaikh?
A.
Yes.
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Q.
Again, you said in your witness statement at paragraph 30 – I won’t read it out
again – is this something which he raised with you or you were raising it with
him?
A.
As you see, the copies of the emails there were not directed to me but to a
colleague who was at that time the Clinical Lead for cardiovascular disease,
and had been for some time. Initially, he explained to me that Dr Shaikh had
a concern and I had a phone call with Dr Shaikh.
Q.
Tell us about that phone call with Dr Shaikh.
A.
I asked him if he could explain more to me about his concerns and, again, my
understanding was at that time that following a consultation with Mr Bush, a
patient was suggesting that his prescription was not the right one or the best
one for him with regard to his cardiovascular disease.
Q.
Right. Then we move on to paragraph 31 of your witness statement.
A.

“On 29 June 2009, I was forwarded copies of emails that had been
sent by Mr Bush to East Riding of Yorkshire PCT, as well as,
apparently, to an email forum, promoting cardioretinometry and citing
myself and the PCT as an opponent of his views and also as the
withholder of his NHS contract.”
Q.
Then I think at tab 19 – that is pages 130 through to 137 – you produced
those documents, the emails.
A.
Yes.
Q.
We will move on then to the next paragraph, paragraph 32.
A.
“On 24 September 2009, I was copied into an email from Mr Bush to
the Chair of the PCT commenting very directly on the interactions Mr
Bush had had between myself and the Medical Advisor of one of the
PCT predecessor organisations.”
Q.
Yes, we can take this quite quickly. I think that is pages 139, 140 and 141. Is
that right?
A.
Yes.
Q.
Then continuing at paragraph 33, Dr Butler, if you could please.
A.
“During this time my PA had been trying to arrange a meeting with Mr
Bush to discuss ongoing issues. Mr Bush requested advice regarding
the matters that I proposed to discuss before confirming this meeting.
On 13 October 2009, I wrote to Mr Bush regarding the PCT’s concerns.
I confirmed that the PCT was concerned that Mr Bush was acting
beyond his competence as an optometrist and wished to arrange a
meeting with him in accordance with the PCT’s performance
procedures.
I also reiterated that the PCT’s clinical commissioning was based on
the guidelines and guidance produced by the NICE and the Joint British
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Societies Cardiovascular Risk advice and that, in its current stage of
development, the evidence that cardioretinometry would improve upon
this advice was not sufficient to influence PCT commissioning.
I suggested that any local work in the area of cardioretinometry should
be progressed through research and reminded Mr Bush of the contact
details of the PCT’s Research Advisor, Dr Davey. I also advised him,
that given the tone of his recent emails, I had asked a colleague, the
ophthalmic advisor, to take this forward on my behalf.”
Q.
Just pausing there; you have referred in paragraphs 33, 34 and 35 to your
letter of 13 October 2009. Do we see that at pages 143 through to 145 in our
bundle?
A.
Yes.
Q.
And at page 144 you refer to the notices in his window and just against the
first hole punch, the last sentence there, reads:
“You did remove the notices from your office window. I am advised
that similar notices are once again being displayed.”
You have given evidence earlier to that effect.

A.
Yes.
Q.
Then on page 145 you say further concerns about your clinical practice have
been raised, but it is the second bullet point I want to ask you about. You say
here that:
“Three general practitioners have contacted me to express their concern
that you have advised their patients to cease or reduce medication that
these patients were taking to lower their serum cholesterol levels. They
were concerned that this advice was beyond the clinical competence of
an optometrist and that it increased the risk that the patients concerned
would suffer from cardiovascular disease.”
Could you tell us who are the three general practitioners you are referring to in
this letter?
A.
Dr Galea, Dr Shaikh and Dr Price.
Q.
And is that the evidence you have been referring to earlier – this is a
reference to that evidence?
A.
Yes.
Q.
Thank you very much, and then you continue by saying:
“The concerns imply that you may be delivering services beyond the
clinical competence of an optometrist...”, etc.
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Is that a view which you held in your capacity as a Medical Director?
A.
It was a view that I had reached after discussion with the PCT ophthalmic
advisor.
Q.
Thank you very much. Then we move on in your evidence to paragraph 36 on
page 6. I am pleased to say, Madam, we are approaching the end now. I am
conscious that we have been going an hour. I think probably it will take 15
minutes. I don’t think more than that. I
think the rest of this is purely reading,
if that is alright with you and the Professor?
Ms Jones:
I think that is fine. Thank you. We will go until 11.15, and then we will
take a break and come back for the cross-examination. Please continue, Mr
Hamer.
Q.
Thank you very much, Madam. Paragraph 36, Dr Butler, if you could just read
that, please.
A.
“I attach a copy of the NICE guidance on Lipid Modification and the
Joint British Societies Guidelines on the Prevention of Cardiovascular
Disease in Clinical Practice.”
Q.
I needn’t bother to ask you to read those. You will find, I think, the NICE one
at pages 147 through to 184 and the Joint British Societies Guidelines at page
186 through to page 247.
A.
Yes.
Q.
So we can move then to paragraph 37 of your witness statement.

A.
“Cardiovascular disease is a lead cause of ill health and premature
death in Hull. The PCT has established a number of initiatives to raise
awareness of the factors predisposing patients to cardiovascular
diseases and to encourage patients and members of the public to find
out about their personal risk of cardiovascular disease. The PCT has
commissioned services in a range of settings in which people can have
their risk of cardiovascular disease assessed. People who are found to
be at high risk are referred to their GP for treatment.
On 26 October 2009, I received an email from Dr Christine Davey, the
PCT research advisor, documenting her meeting with Mr Bush and her
letter and attaching email correspondence following the meeting. The
email mentioned difficulties in the discussion with Mr Bush and his
apparent difficulty in recognising the research structures and processes
in place in the UK.”
Q.
I think that is your SB24 which we see through pages 249 to 253. Is that
right?
A.
Yes.
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Q.
I read those to the Committee earlier. I do not propose to read them through
again. So if you could just carry on at the end of paragraph 38.
A.
“On the morning following the meeting between Dr Davey and Mr
Bush, I received a telephone call from Dr Davey’s line manager
advising me that she had found the meeting very stressful and that she
would not be able to support the work that Mr Bush proposed.
Mr Bush advised my PA that he would not attend a meeting with the
PCT and wrote to me on 7 November 2009 stating ‘that unless you are
prepared to unreservedly offer me an NHS contract and pay
compensation for the trouble you have caused and the financial
damage you have done to my practice I see no point in any further
contact with you and for the time being I do not wish to be associated
with the false Hull NHS or its performers list.’”
Q.
Just looking at that, could you turn to page 255 and is that the letter you are
referring to? I am trying to find the date on it, but there are so many stamps
over it I cannot see the date on it – 7 November – but it certainly seems to
have been received by you on the 10
th

, and if you go to the second hole punch there is the paragraph reading:
“Unless you are prepared to unreservedly offer me an NHS contract
and pay compensation for the trouble you have caused and the
financial damage you have done to my practice I see no point in any
further contact with you and for the time being I do not wish to be
associated with the false Hull NHS or its performers list.”
Is that the quote you are referring to in your witness statement?
A.
Yes.
Q.
It is dated. It is dated in the manuscript below that. There is his signature
dated 7 November 2009. Then we continue at paragraph 40 of your witness
statement, Dr Butler, please.
A.
“As Mr Bush was currently only providing private services over which

the PCT had no jurisdiction and had refused to meet with the PCT to
discuss these matters, the PCT’s PDMG decided that all of this
additional information should be provided to the GOC for their
consideration. They felt that if an investigation were to find evidence
substantiating the concerns raised this would constitute a risk to
patients in Hull and that they should therefore take any action they
reasonably could to substantiate or refute these concerns.”
Q.
You then refer back to the General Optical Council. Is that pages 257 to 258
in our bundle? That is a letter, which we saw yesterday, sent by Liz
Greenwood.
A.
Yes.
Q.
Continuing with paragraph 41.
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A.
“In February 2010, the PCT’s PDMG recommended that, as Mr Bush
had not provided NHS services locally for the last year, the PCT should
advise him that he would removed from the PCT Ophthalmic
Performers List unless he requested otherwise. Mr Bush was advised
of this by Maddy Ruff, the PCT Director of Commissioning, on 1
February 2010. Having not heard from Mr Bush, Ms Ruff wrote to Mr
Bush on 29 March 2010 advising him that he would in fact be removed
from the list.”
Q.
And we see Ms Ruff’s letter, do we, at page 260 of the bundle, and a copy of it
being copied to you, Dr Butler, as the Medical Director?
A.
Yes.
Q.
Right, we are moving to the close shortly. Paragraph 42?
A.
“Following Mr Bush’s removal from the list, concerns continued to be
raised. Documents brought to my attention included a website that
was discovered by a member of the PCT staff. The website’s address
was www.hullpct.co.uk, which is very similar to the PCT’s website’s
address. However, the content refers only to Mr Bush’s
cardioretinometry interest.
Q.
As far as the website is concerned, is that pages 262 to 267?
A.
Yes.
Q.
We have been working on it from a different page number – it appears twice in
the bundle – we have been working on it at pages 379 to 384 because Mrs
Greenwood gave her evidence first, and she referred to it. It is the same
document. If you could just turn your eye across to 379 to 384, I think it is the
same document as Mrs Greenwood produced.
A.
Yes.
Q.
So paragraph 43 I think of your witness statement we have now reached.
A.
“There was also further concern about Mr Bush’s practice following an
email from a GP, Dr Mark Hancocks.

On this occasion, Dr Hancocks explained that he had concerns about
Mr Bush’s advice to one of his patients. Dr Hancocks explained in his
email that, on 19 July 2010, a patient referred to as DH, had attended
an appointment with him. DH explained to Dr Hancocks that Mr Bush
had advised her to stop taking her statin medication, which had been
prescribed to help prevent deterioration of her angina, and instead take
vitamin C.”
Q.
Do we see that email at page 269 to your witness statement SB29?
A.
Yes.
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Q.
And is that the same email that Mrs Greenwood produced at page 378, which
we have been working on, again, yesterday?
A.
Yes.
Q.
In conclusion, are the facts in your witness statement and in the evidence you
have given to the Fitness to Practise Committee today true to the best of your
knowledge, information and belief?
A.
Yes.
Q.
Thank you very much indeed.
Ms Jones:
Dr Butler, thank you. We will take a short break now. I would like to
suggest we reconvene at 11.25. May I just remind you you are still on oath.
Please do not discuss these matters with anyone whilst we take a break.
Thank you.
[
Hearing adjourned at 11.15
]
[
Hearing reconvened at 11.30
]
Ms Jones:
Professor Bush it’s your opportunity to question Dr Butler now.
Mr Swinstead:
Can I remind you, as we discussed yesterday, if you could try to
remember to ask one question at a time rather than two or three, it’s much
easier for the witness to answer – I’m just reminding you, I’m sure you’ll have
it in mind, but just reminding you, take it steady, if you see what I mean, one
at a time

======================================================
======================================================
======================================================

Cross-examined by PROFESSOR BUSH

Q.
Good morning, Dr Butler, nice to see you again. Do you agree with me that
what is respected most about the medical profession by the lay public is the
expectation of the highest standa
You wouldn’t argue with that. Can you explain how the highest standards of
integrity sit with your assurance to me in July 2008 that I could not have a new
National Health Service contract and continue to tell patients that arterial
disease is reversible?
A.
My memory is that my communication to you in July 2008 was –
Q.
I’m talking about direct speech, not communications.
A.
Was that I said to you in July 2008 that an offer of the new GOS contract may
be affected by the fact that we were part of the PCT professional performance
procedures at that time.
Q.
Do you think that satisfactorily modifies the meaning of what I am saying, that
you said to me directly, in words I shall never forgetshall never forget,
“Mr Bush, you cannot have a new National Health Service contract and tell National Health Service
patients that arterial disease is reversible.
A.
My memory of what was said is different from yours.
Q.
Sorry?
A.
My memory of what was said is different from yours.
Q.
Well, perhaps you have a convenient memory. Can you remember that when
we went up to your office, when I first met you, I had just had an attack of
atrial fibrillation, I didn’t want to climb your stairs, and to me reluctantly, you
admitted you had a lift. We stood in your lift, and I wanted to say something
memorable, and the words I chose to you – which I hope you remember but
you may well have forgotten – were, “I am the small crack (Misreported “COG”
that starts the big revolution”.) Do you remember me saying that? CRANK – MISREPORETD!
A.
I’m afraid I don’t.
Q.
Well, it’s not unreasonable. The words have much more significance for me
than for you. So we find ourselves here today. You repeatedly say in the
literature, in our correspondence, you refer to my ‘passionate’ advocacy of
vitamin C. If you were confronted today by Dr Thomas A Levy, a noted
cardiologist, who wrote this book, would you say in the same sort of terms to
him, “you have a passionate advocacy for vitamin C”?
A.
I think what I would say to him would depend upon the manner in which he
presented his views to me.
Q.
If Dr Levy were to make reference to the National Institute of Clinical
Excellence evidential base, would you be dismissive, or would you say yes,
you’re right, there are 650 papers which are not in the evidential base of the
National Institute of Clinical Excellence, which do rather change things?
A.
I’m sorry, I’m not clear what questions you are asking me, Mr Bush.
Q.
If you were being interviewed by Dr Matthias Roth –
Mr Swinstead:
Go back, because you haven’t –
Professor Bush:
Dr Matthias Roth wrote this book, and I assume that Dr Butler is
aware of this book.

Mr Swinstead:
I think you need to establish whether she has read either book.
Professor Bush:
Thank you very much. Dr Butler, are you aware of this book?
A.
I am aware of it –
Q.
Are you familiar with Dr Matthias Roth’s work?
A.
No.
Q.
Can you tell me in a sentence what Dr sentence what Dr Matthias Roth stands for?
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A.
No.
Q.
Dr Butler, as a doctor you know a great deal about cholesterol.
A.
As a general practitioner I know some things about cholesterol, I knew some
things about cholesterol Q.
How many kinds of cholesterol are there, Dr Butler?
A.
Which were of value to my patients?
Q.
Sorry?
A.
I said, as a general practitioner, when I was practising, I knew some things
about cholesterol which I perceived to be appropriate to my work with
patients.
Q.
How many kinds of cholesterol are there, Dr Butler?
A.
I believe there are two; I would indicate that I am not a practising general
practitioner.
Q.
There are two kinds of cholesterol?
A.
I am not a practising general practitioner at this time.
Q.
Do you expect your general practitioners to know more than you do about it
then, as you say?
A.
At this time now, yes, I would.
Q.
It seems you don’t have a very high opinion of your colleagues.
A.
I said that at this time, now, I would expect practising practitioners to know
more about cholesterol and its place in cardiovascular disease than I do as a
no longer practising general practitioner.
Q.
At the time, Dr Butler, when you said to me that I couldn’t have a new National
Health Service contract, you said something else to me, which you may or
may not remember. Can you remember saying to me, “I will teach you to
have respect for doctors”?
A.
Absolutely not.
Q.
You can’t remember saying that.
A.
Could I also just mention, Chair, that it’s my memory, and my understanding,
that I never said Mr Bush could not have a GOS contract, because that was
not my decision to make. I did explain the circumstances surrounding that
decision by the PCT.

Ms Jones:
Thank you.
Professor Bush:
Dr Butler, if Dr Fonorow came today, a passionate advocate of vitamin C, presumably
you would tell him that you uld tell him that you don’t have confiodenvce omn his work?
Ms Jones:
Excuse me, Professor Bush, you need to establish if you are introducing
other books whether Dr Butler has heard of or knows of the book, the doctor
or their work.
Professor Bush:
But these have been circulated, haven’t they?
Mr Swinstead:
I don’t know whether Dr Butler has had any –
Professor Bush:
I’m sorry, I’m making the assumption that Dr Butler is familiar with
this book.
Mr Swinstead:
I think you need to establish with her, as the Chairman says – Dr
Butler, perhaps I can help: are you familiar with Dr Fonorow, do you know of
Dr Fonorow?
A.
I am aware of the existence of that book, I am not familiar with the contents.
Professor Bush:
Are you aware then that passionate advocacy for vitamin C goes
back to Patterson, 1940. Patterson was a second world war surgeon in the
Canadian Army, and it was he who first elucidated the connection between
atherosclerosis and localised anascorbemia – are you aware of what I’m
saying, do you understand what I’m saying?
A.
I am aware from the information you sent me that a lot of people are taking
part in the debate and have done for some time, about vitamin C and
cardiovascular disease.
Q.
Does it surprise you then, that Dr G C Willis – I’ve been talking about Dr J C
Patterson – who was a general medical practitioner, you remember, he was
the very first person to show, by x-ray, that coronary artery disease could be
reversed with vitamin C, back in 1953. Serial arteriography in the causation of
coronary angiography.
A.
I am aware from reading what you sent me that that work took place and that
people interpret the findings of that work differently.
Q.
I couldn’t catch what you said, could you repeat?
A.
I am aware from what you sent me that that work took place, I am aware from
the work done by my colleagues in the public health science team that people
interpret that work differently.
Q.
So then you are aware that the controversy started over 50 years ago?
A.
Yes.
Q.
And you may be now asking yourself, how can a controversy be maintained
for 50 years?
A.
I feel that there is no single answer to such a question.
Q.
Can it only be maintained, do you think, if people have a passionate need, a
passionate advocacy for the opposite for their own particular purposes, like
profit-making? Too much knowledge is perhaps not good for the public.
A.
I think controversy can be maintained by many things.
Q.

What?
Mr Swinstead:
Controversy can be maintained by many things, was her answer.
Ms Jones:
Dr Butler, if you would speak as loudly as you are able, we would
appreciate it greatly, thank you.
Professor Bush:
So when controversy surrounds a particular subject in medicine,
like a particular application of a drug, or the effects of a hormone, you would
expect, then, that there may be some truth, there is no smoke without a fire.
This would be your attitude, there may well be some truth in this, if there’s a
controversy about a particular drug or its application, or some effect.
A.
I don’t subscribe to the saying that smoke always means there’s a fire.
Q.
What?
A.
I don’t believe the premise that there is no smoke without fire is an invariable
help in making decisions.
Q.
So, if you don’t believe that there is no likelihood of a rumour having any
worth – is that what you’re saying?
A.
I’m saying a rumour is a rumour – it may be a rumour, or it may turn out to be
something different.
Q.
You wouldn’t give it any value?
A.
I would want to know more.
Q.
Is that why you are so passionate in your belief, as I take it, your belief in
statins as a general medical practitioner. You believe in statins because you
prescribe them widely, yes?
A.
I believe that my prescription of statins is because I endeavoured to be an
evidence-based general practitioner, which is slightly different from
passionate.
Q.
If you are so strong in your belief on evidence-based matters, can you explain
to me why you continue to hold such passionate beliefs in the value of statins
when today there has been no paper published proving any life extension
properties with them?
A.
I think my response to that would be that I practised in line with the evidence
base, as discussed by colleagues in national bodies and nationally approved
journals. I no longer practise and –
Q.
So even if there is no evidence
Ms Jones:
Excuse me, Professor Bush, we agreed yesterday that we would let the
witness respond, and then you would follow after.
Professor Bush:
I must apologise.
Ms Jones:
Thank you.
A.
I was going to end that I no longer practise, and I feel it is probably
inappropriate for me to offer opinions now, at this time, on best practise with
regard to cardiovascular disease.
Professor Bush:
But even though you are not in practice I’m sure your advice is
often sought, and you are entitled to your opinions. The fact that there has
been no paper published proving any connection between life extension and
statins doesn’t deter you from continuing to hold your opinions about statins.

You are passionate in your beliefs.
A.
I believe that I am here to describe as best I can what happened during the
period of this paper. I am still a member of the medical register, but I do not
have a licence and as such I do not offer medical advice to anybody.
Q.
Thank you Dr Butler, I feel that you have said everything that I could possibly
expect of you.
Ms Jones:
You have no further questions of Dr Butler?
Professor Bush:
No, thank you.
Mr Swinstead:
Can I just pick up one thing, just to establish with Dr Butler: the first
book which you put, which I think was Dr Levy’s book?
Professor Bush:
‘
Practising medicine without a licence
’, Dr Fonorow’s book.
Mr Swinstead:
Not that one.
Professor Bush:
Matthias Roth’s book.
Mr Swinstead:
No, the first one.
Professor Bush:
The first one was Dr Tomas A Levy’s work.
Mr Swinstead:
Yes, Dr Levy – we never established with Dr Butler – sorry, Dr Butler
– were you aware of Dr Levy and of th
at book, we never actually established
that.
A.
I think my answer has to be, I’m not clear. I remember the titles of the other
books, and I remember seeing those in the information provided to me.
Mr Swinstead:
It’s just that we established with the other books whether you knew
of the authors and the books, but we didn’t with that one so perhaps just have a look k and see whether
you knew of it and of Dr Levy, that’s all, just to, as it were, square the circle.
A.
I remember seeing the name of Dr Levy in the information provided to me by
Mr Bush, I don’t remember the title of his book.
Professor Bush:
Thank you. The main thrust of my questioning was to elucidate
from Dr Butler that she is unaware of the evidence of three cardiologists to the
effect that vitamin C is very closely involved with arterial disease.
Mr Swinstead:
Thank you.
Ms Jones:
Thank you. Mr Hamer.
Re-examined by Mr HAMER
Mr Hamer:
Just one question, Dr Butler: is there anything in the evidence you’ve
given this morning in answer to Professor Bush’s questions which leads you
to want to change the evidence in your witness statement or to alter any of the
letters which you have written?
A.
No.
Q.
Thank you.
Ms Jones:
Thank you very much. The Committee may have some questions for you
now. Dr Azubike.
Questioned by the Committee

Dr Azubike:
I just have two questions - the first one is to do with statins: I’m not
quite clear, do you have any opinions on statins?
A.
I feel that I am here to advise you of what I believe happened, and being
asked about my opinion feels as if I’m being invited to be now an expert
witness, which I am not.
Q.
The question isn’t for you to give an expert opinion, I just want to clarify the
issue that Mr Bush was trying to put to you. So go back to the period of 2008,
you have a view with respect to statins.
A.
My view at that time would have been that they were an appropriate treatment
for patients who were assessed as having certain risks of developing
cardiovascular disease or who had already been identified as having
cardiovascular disease.
Professor Bush:
Can I ask a supplementary question?
Ms Jones:
Now, one of the difficulties I think we have today is, I understand that you
are answering Dr Azubike’s question, if you would face Professor Bush –
A.
I beg your pardon, yes
Ms Jones:
We are all, I think – it’s the usual patterns of communication. If you would
face Professor Bush and summarise that answer, that would be very helpful,
thank you.
A.
I was saying that at the time that we met, I believed that statin therapy was
appropriate for many patients who were identified as having a risk of
developing cardiovascular disease, an assessed level of risk, or who had
already been diagnosed as having cardiovascular disease.
Professor Bush:
May I come back with a supplementary question?
Ms Jones:
Once the Committee has asked its questions you may re-question.
Mr Swinstead:
Make a note of your question.
Ms Jones:
Dr Azubike, your second question, and as loud as possible, please.
Dr Azubike:
Doctor, if you go to page 2 of your witness statement, paragraph 9, it’s
the second bullet point, after “Yellow Pages”, you described something to with
video screens at his practice - my question is, did you actually see the video
screens yourself?
A.
I didn’t see them myself, I did see pictures of them that were taken by a
person I consider to be a trustworthy colleague, and I heard about them –
sorry, I did see pictures of them that were taken by a person I consider to be a
trustworthy colleague, and I heard about them from other colleagues.
Q.
So they were stills from the video.
A.
Yes.
Q.
Thank you. Thank you, Chair.
Ms Jones:
Thank you. Mr Lomas.
Mr Lomas:
I have no questions.
Ms Hallendorff:
No, thank you.
Mr Reily:
Just a couple of questions about the NHS contract that – I just want to be

absolutely clear about this: the first question is, was the contract that was
offered to Mr Bush the standard mandatory contract that went to all
optometrists?
A.
That is my belief, but the business of offering those contracts, or the
circumstances in which those contracts might not be offered, was managed
by the Primary Care Contracting Team, with whom we were in
communication. So that is my understanding, but I couldn’t confirm it as a fact.
I have no reason to suspect anything else.
And in the same vein, really: what was the ultimate reason - I just want to be
absolutely clear - that that contract wasn’t actually enforced, or came into
force?
A.
The reason the decision not to offer the contract was made by a member of
the Primary Care Contracting Team, in the light of the letter that Mr Bush
wrote to them, advising them of matters that were under consideration by the
GOC. That was a separate matter from the business that Mr Bush and I were
engaged upon.
Q.
Then ultimately he was offered a contract, I understand?
A.
Yes, that’s my understanding, in fact I was copied into a letter advising him of
that.
Q.
And to be absolutely clear, why wasn’t it taken up?
A.
I don’t know.
Q.
Thank you.
Ms Jones:
Those are our Committee questions. Mr Hamer?
Mr Hamer:
Shall I go first, and then Professor Bush.
Ms Jones:
By all means.
Mr Swinstead:
I think maybe it’s appropriate while Professor Bush has his question
in mind Mr Hamer:
Right. I only have one question.
Ms Jones:
Professor Bush, would you like to put the question we halted you with a
short time ago?
Further cross-examined by Professor Bush
Q.
Dr Butler, I mentioned to you at the time of our meeting in July that I had 150
testimonials to the effect that people had seen their arterial disease being
reversed and you subsequently wrote to me saying that it’s a difficult problem
for me because I was faced with the impossibility of being truthful – I assume
you meant that I was faced with the impossibility although you didn’t say so –
of being truthful, and true to my principles, and if I denied that arterial disease
was reversible, having 150 testimonials from people to the effect that they
had seen that it is reversible, so I assumed you were aware of that when you
wrote to me and said that you understood that I was in a difficult position.
A.
I remember you advising me on more than one occasion about the 150
testimonials. I couldn’t be clear about the dates I came to know about them
without referring to my statement. I thin
k the assumptions about my thinking in
commenting about that, I can’t comment on assumptions that I may or may
not have made.
Thank you. Can you tell me why it is, Dr Butler, when you were invited to
attend my lecture on 2 December 2009 to the British Medical Association, that
you didn’t attend, in your position of great responsibility as Director of Hull

Primary Care Trust?
A.
I can think of a number of answers to that, but the honest answer is, at this
distance, no, I can’t tell you.
Q.
Do you think perhaps that if you had attended that lecture and seen with your
own eyes how people’s arterial disease was being reversed, that it might have
changed your thinking about how to take this matter forward?
Mr Swinstead:
The difficulty with that one is that you’re asking the doctor to say
what she might have thought if she’d seen something and she had attended,
and I don’t think she can say that because she didn’t go, she didn’t see it and
therefore she would be at best speculating, and it may be impossible for her
to say, because she wasn’t there. Do you understand the point, it’s putting her
in a very difficult position.
Professor Bush:
I was asking the question simply because, as I already said, as
Medical Director of the Primary Care Trust I thought she had a duty to the
public to attend.
Mr Swinstead:
Well, that’s a different point. The question you were just asking her
was, if she had gone, would she have changed her mind, and that’s not a
question she can answer because she wasn’t there.
Professor Bush:
With a duty to the public to attend in your highly responsible
position, why did you not come?
A.
I have already said, at this time I cannot remember.
Q.
Dr Butler, are you aware of the research of Dr Karl Folkers, who was
instrumental in introducing statins 30 years ago?
A.
Not in detail, no.
Q.
So you are unaware that Dr Folkers’ primary discovery, after bringing statins
to the market - you don’t know what he stands for? I remind you, he stands for
discovering the inhibition of co-enzyme Q10. Can you tell me what the
significance is of that?
A.
I don’t think that is an appropriate question.
Q.
I’ll remind you that co-enzyme Q10 is essential for the heartbeat, it is intrinsic
in the generation of the electrical stimulus for the heartbeat.
Mr Swinstead:
Professor, I think you are putting matters that we might put to the
expert, but not to a witness of fact. I think you are moving away from what I
understood you were going to ask her about which is why she didn’t come to the meeting
on 2 December, which is a matter she can deal with. You are
now putting matters which I don’t think are necessarily within her area of,
she’s not an expert, she is a witness of fact.
Professor Bush:
As the mouthpiece, so to speak, of this position of great
responsibility, I’m leading to a very important point here.
Mr Swinstead:
May I suggest you make your point to her.
Professor Bush:
Okay. I will explain to you that co-enzyme Q10 is essential for the
heartbeat, the heart muscles’ production of co-enzyme Q10 declines naturally
with age and eventually you die because you don’t make enough. Statins
hasten that process, which may possibly be the reason why we have no
satisfactory literature supporting the general prescribing of statins as a life
extension mechanism. Can you explain why it is that when the statins which
are so widely prescribed, on the assumption that they are going to benefit
people, are not excluded as a cause of death when people die who are taking

statins, because there is a serious risk that deaths are due to natural causes?
Mr Swinstead:
That’s now a very, very long question – can you put it very simply? I
think the point - correct me if I am wrong Professor – the point is this: the
Professor is suggesting to you that because statins have the effect of not
prolonging life but possibly shortening it, there should be a warning about
statins, that’s effectively what you’re saying?
Professor Bush:
There should be a warning that they inhibit the co-enzyme Q10
and can cause sudden death.
Mr Swinstead:
That’s the point - can you answer that?
A.
I have a concern, Chair, that I can only answer that indirectly, and I’m not
clear –
Mr Swinstead:
I think you can only answer to the best of your knowledge and ability.
Nobody’s asking you to go outside your knowledge, ability and experience as
a retired doctor.
A.
My concern about this conversation is that even when I was a Director at the
PCT and I was there by virtue of having been a general practitioner, it was not
my role to form personal opinions. There were a number of clinical leaders
working for the PCT, each of whom had special interest and special expertise,
and I never perceived my discussion with Mr Bush to be one about my
personal views on the management of cardiovascular disease.
Ms Jones:
One moment, Mr Hamer – I’m not sure that we’ve finished. Professor
Bush, are there any final questions of this witness?
Professor Bush:
I’m sure that as a general medical practitioner you cannot fail to be
aware that rhabdomyolysis is a cause of sudden death and affects about one
person in 1000 taking statins?
Mr Swinstead:
Do you know that, can you answer that point?
A.
I’m not aware of the exact figures, I am aware that there are side effects of
statins causing significant muscular damage.
Professor Bush:
Do we assume now, do we take it from you that, like most
practitioners you are thoroughly aware that rhabdomyolysis causes sudden
death in about one person in 1000 taking statins. But were you aware that
inhibition of co-enzyme Q10 actually affects everybody, not one person in
1000, but affects the heartbeat of everybody – were you aware of that?
A.
I think my honest answer is, I am not sure if at that time I was aware of that or
not, referring to my previous comment that my purpose and my role was not
personally to determine best evidence about cardiovascular disease.
Q.
Dr Butler, if you were once more the Medical Director of the Primary Care
Trust, can I take it that you would order that an inquest be held whenever
anybody dies by taking statin drugs –
Mr Swinstead:
I think you first have to establish whether or not it’s her responsibility
to order an inquest in any case. Dr Bu
tler, was your responsibility when you
were Medical Director of the Trust to order in that role an inquest?
A.
No. Should I have any concerns, it would be my responsibility to share them
with the coroner, concerns of that nat
ure. It was never my responsibility to
order tests.
Mr Swinstead:
There’s a distinction of responsibility here, and with respect,

Professor Bush, I think what Dr Butler has been indicating is that there are
two separate things: she has knowledge and experience as a general
practitioner, now retired, she has a position within the Trust which, with great
respect to her I think she is saying is administrative as much as it is medical,
therefore I think you can only go so far with your medical questions, if I can
put it that way. Do you understand? I am not trying to stop you, but I think she
is saying a number of times, there are limits to her ability to answer your
questions.
Professor Bush:
I think we could stay the rest of the day with questions about
cholesterol and low cholesterol diets and plasma cholesterol. Do you
personally subscribe to the view that low plasma cholesterol is more healthy
than high plasma cholesterol?
A.
For some people.
Q.
I’m asking generally, if you had the choice, would you prefer to have so-called
high cholesterol or low cholesterol?
A.
I think that’s a complex question. To reach a conclusion about that at this
time, I would refresh my knowledge before answering that question
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Q.
Presumably whilst you were Medical Director at the PCT you were
wholeheartedly supporting the evidential standing of NICE?
A.
When I was Medical Director of the PCT, I was promoting evidence-based
practice as recommended by national professional and scientific bodies.
Q.
So you were satisfied that there is evidence that higher cholesterol is more
dangerous than low cholesterol according to NICE?
A.
I think that would be a generalisation of the NICE guidance, which would skip
over a lot of the detail in there.
Q.
Does it surprise you to know that in Russia a finding by a person’s general
medical practitioner that he has low cholesterol is not a subject for rejoicing
but a view of early death?
A.
That’s neither surprising nor not surprising, it is new information to me.
Q.
Are you aware that when the cholesterol level falls spontaneously for no
apparent reason that it is pathognomonic of early death?
A.
No.
Ms Jones:
Do you have any further questions, Professor Bush, or do I hand over to
Mr Hamer?
Professor Bush:
Can you explain, Dr Butler, why you refused to answer my several
invitations to care for the medical doctors in Hull in order to save them from
the risk of coronary thrombosis? This was at the same time appealing to my
greatest critics to find fault with my work and a glorious opportunity for you
people to justify yourselves as regards the negative attitude you were taking
to my work. Can you explain why, with that golden opportunity offered to you,
you declined even to reply to my invitations?
A.
I think I had made my position clear that my discussion with you was not
about the appropriateness or not of certain treatments.
Q.
Dr Butler, when you referred me to Dr Davey –
Ms Jones:
Excuse me, Professor Bush – she hasn’t finished.

A.
It was about professional responsibility in managing clinical decision-making.
Professor Bush:
Dr Butler, when you referred me to Dr Davey, I’m sure you were
meaning to be helpful. Were you aware that Dr Davey’s knowledge is limited
to reviews and they in turn are limited to what is allowed to go into the peer
reviewed journals?
A.
I referred you to Dr Davey because she was the Research Manager for the
service with which the PCT worked to support research, and her role would be
to provide you with advice as to how you would be able to participate locally in
research work supporting your interest.
Q.
That completes the questions I want to ask.
Ms Jones:
Thank you very much. Mr Hamer.
Further examined by Mr HAMER
Mr Hamer:
I just have two questions if I may, Madam, and the first one arises out of
the answer you gave to Dr Azubike’s question: you said that at the time you
met Professor Bush in May/June 2008 you believed statin therapy was
appropriate treatment. Is that based upon your letter of 22 May 2008, page 27
of the bundle, when you are referring to the statin treatment by NICE and the
British Societies?
A.
That was based upon work that I had done with both general practitioner and
consultant advisers to the PCT in order
to enable the PCT to specify services
it wished to commission, so the detailed expert clinical input was theirs.
Q.
And you mention in this letter that NICE and the British Joint Societies provide
a benchmark against which clinicians should consider their own practice, and
that included statin treatment in that?
A.
Yes.
Q.
So, is it correct that your understanding is that the NICE and the Joint British
Societies’ guidelines provided the accepted and proper standards for the
management of cardiovascular disease for treating patients?
A.
Yes.
Q.
Thank you very much.
Ms Jones:
Thank you. Thank you, Dr Butler, for your evidence; you are now
released as a witness. Mr Hamer, do you have further witnesses?
[
The witness stood down
]
Mr Hamer:
I have Dr Eperjesi.
Ms Jones:
Thank you.
Mr Hamer:
This is my last witness.
DR FRANK EPERJESI, called and affirmed
Examined-in-chief by Mr HAMER
Mr Hamer:
Are you Dr Frank Eperjesi?
A.
I am.
Q.
And are you giving evidence here as an expert witness in the specialist field of
optometry?

A.
Yes.
Q.
Can we just get your qualifications: if you could turn to volume 2, page 403?
Are you the senior university lecturer and researcher in optometry at Aston
University, and are you a registered optometrist?
A.
Yes.
Q.
Let’s turn to you professional qualifications, your
curriculum vitae
at page 411
in the bundle. Amongst your
curriculum vitae
did you obtain a degree at Aston
University in optometry, followed by a PhD, and also are you a Fellow of the
American Academy of Optometry – is that correct?
A.
Yes.
Q.
We see your clinical professional experience in the middle of page 411: from
1990 to 2011 were you 21 years post-registration experience in primary care
optometry practice, and it says here that you had worked in corporate
practice, for example, Boots the optician
s, Vision Express and Specsavers, in
addition to independent practice, hospital practice and owned and worked in
your own practice for 10 years between 2000 and 2010 – is all that correct?
A.
Yes.
Q.
And from 1990 to 2000 were you ten years as a visiting lecturer, visiting
clinician, teaching, carrying out research in optometry at Aston University,
specialising in clinical investigation, especially of the retina, and ocular
disease?
A.
Yes.
Q.
From 2000 to present, are you an academic member of the staff at the
University, and specialising in the clinical investigation of ocular disease and
rehabilitation of vision loss?
A.
Yes.
Q.
And from 2007 to date, continuing professional development lecturer for the
American Academy of Optometry, and is it correct that you have published 31
clinical articles in referred journals, and 30 scientific articles in referred
academic journals?
A.
That might be slightly greater now, because this was put together in
September 2011, so I think I’ve had a couple more –
Q.
Alright. Are you the author of four text books, which you give there, or have
you written any more since?
A.
No, just the four.
Q.
Four. As an expert witness, it says at the bottom of page 411 you have been
involved in 20 civil cases, all of which have been settled out of court, 23
General Optical Council cases – that’s
before the Fitness to Practise
Committee and so forth –
A.
That figure of 23, again I think there are two more since this was put together.

Q.
Two more. And working on behalf of both the General Optical Council, on
behalf of the complainant and also have done work for the Association of
Optometrists on behalf of the registrant?
A.
Yes.
Q.
Thank you. I won’t read it out, but there is a list of honorary posts and
memberships of learned societies. So your report here, of 8 September, we
see at page 403. Just before we go into it, just so the Committee know what
they have, at 414 is a supplemental report from you, in which you have
reviewed Professor Bush’s book, which is this one, ‘
700 Vitamin C Secrets’
,
A.
That’s correct.
Q.
We’ll come to that in a moment but you say on the second page, 415, that
you’ve read Professor Bush’s book, but there’s nothing in the book as far as
you could tell that would make you
want to change your main report.
A.
That’s correct.
Q.
In addition to that, at page 415A, I think you have also read one of the other
books which Professor Bush has referred to, which I think is this one, by
Owen Fonorow, ‘
Practising medicine without a licence
’.
A.
That’s correct, but I don’t have that in my bundle, my report.
Q.
No, but you are saying that –
Mr Swinstead:
Mr Hamer, forgive me, you referred to a page 415A.
Mr Hamer:
Yes.
Mr Swinstead:
That is not a page that I think anybody - I certainly don’t – I don’t
think the Committee have that.
Mr Hamer:
I have some spares of 415A and B.
Mr Swinstead:
I think we’ll need copies for the Professor and –
Mr Hamer:
Right, there are eight copies of 415A and 415B – these are your
supplementary reports of 8 June 2012.
Mr Swinstead:
Make sure the Professor has one, certainly the witness.
Mr Hamer:
Yes.
[
Copies are distributed
]
Mr Swinstead:
iProfessor, that is the document everyone has just been handed, it’s
page 4
Mr Hamer:
And this is your supplementary report of 8 June 2012, reviewing this
book, ‘
Practising Medicine without a licence
’, is that correct?
A.

That’s correct.
Q.
I’ll come to that in a moment, but you end up by saying there is nothing in this
book to make you want to alter your main opinion.
A.
That’s correct.
Q.
There’s another book that you reviewed, and I’ll call this 415B –
Mr Henley:
This will be C6.
Mr Hamer:
Thank you very much, Mr Henley. That’s on another book which is this
one by Hickey and Roberts.
A.
Yes.
Q.
And again, I think you reviewed that and end up by saying in conclusion there
is nothing in the reports which requires you to change your opinion.
A.
That’s correct.
Q.
So let’s go back, then, to your main report, and take you through that, if I may.
You cite at paragraph 8 various issues to be addressed, and there are eight of
them – I won’t read them word for word – but they are the role of the
optometrist in assessing the appearance and/or condition of the eye; whether
optometrists are competent or expected to detect health problems; the use of
Professor Bush’s term, ‘cardioretinometry’; and then (iv) the role of
optometrists in advising patients and recommending treatment in respect of
the primary or underlying condition, which has presented itself via a condition
of the eye. Then (v), (vi) and (vii), your opinion on the use of vitamin C, and
so forth.
Let’s just go through the paragraphs of your report – I want to start at
paragraph 10. In paragraph 10 you say that in carrying out an eye
examination an optometrist is expected to look for eye signs that may be
indicative of a general health problem, for example, fatty deposits on and
around the eyelids are indicative of high levels of cholesterol in the blood;
burst blood vessels in the conjunctiva could be indicative of high blood
pressure; cloudiness in the peripheral margin of the cornea could indicate
high levels of cholesterol in the blood; episodes of blurry vision could indicate
diabetes; bleeds in the retina could indicate diabetes and/or high blood
pressure; increases in the width of arteries in the retina compared to the width
of veins indicates high blood pressure; particulate blockage of the arteries
could indicate cardiovascular disease and/or coronary health disease. You
say that your opinion is based on knowledge of the curriculum at United
Kingdom optometry schools, continuing education and training, continuing
professional development and clinical experience. Is that your opinion in
relation to the role of an optometrist in assessing the appearance -Yes,
it is. When an optometrist carries out an eye examination it provides an
ideal opportunity to look for general health problems, so what I have listed
there are a few examples of the signs that an optometrist would look out for
during an eye exam, as possible indicators of a general health issue.
Q.
Then we move to paragraph 12 where you say that optometrists are educated
and trained during a BSc Optometry programme, in the pre-registration
period, to recognise signs in the eye that are indicative of general health
problems, for example, GOC Core competency 6.1.13 requires a recognition
of ocular manifestations of systemic disease, and so forth, and you say that
that opinion is also based on your experience and knowledge. Is that correct,
that optometrists are expected, having regard to their training, to detect these
sort of problems?
A.
Yes.
Q.
Now we turn to paragraph 14, the use of the word ‘cardioretinometry’ – is that

something which you are familiar with?
A.
It wasn’t until I saw the advert that Professor Bush had placed in
The Optician
magazine, a full-page advert. I can’t remember all the details of the advert, but
that word was within the advert, and I remember thinking that’s a new term
that I hadn’t previously seen.
Q.
Yes. You say in your report, at paragraph 14, the first time you came across
this term was when you saw it in one of Professor Bush’s advertisements for a
doctorate in CardioRetinometry, about three months ago, so that would be
three months before September 2011.
A.
Yes.
Q.
And it’s not a term you’ve found in any of the key ophthalmology or optometry
text books, or in any of the optometry or ophthalmology dictionaries?
A.
That’s correct, yes.
Q.
You also say in your report it’s not a word that you could locate on the world’s
most comprehensive database for research findings.
A.
That’s right. I put the word into this database and –
Q.
I was going to say, what did you do to try and find the word?
A.
The database is called PubMed, and it contains the vast majority of the
world’s research literature – I put the word into there, and it didn’t come up
with any hits, as it were.
Q.
And you say that as far as you can determine, it was a word that was coined
by Professor Bush.
A.
Yes.
Q.
Just pausing there, we now have Professor Bush’s book, and if you could turn
to page 169, we can see the word ‘CardioRetinometry against paragraph347,
and that says it’s a name coined by the author and first published by the
author in December 2002. So does what is said in his book seem to support
what you are saying in your report?
A.
Well, the book seems to suggest that the word has been around a lot longer
than I was aware, but it’s possible that I just didn’t see that publication in
The
Optician
in 2002. It is a journal I subscribe to, but it’s possible I may have just
missed it at that time.
Q.
But it does appear from what Professor Bush is saying in his own book it’s a
word termed by him.
A.
Yes.
Q.
And when you wrote your report, you hadn’t had his book, I don’t think.
A.
No, I didn’t have the book at that stage.
Q.
Very well. Then we carry on in paragraph 14, you say that,
“It seems to refer to the proposed improvement in the calibre of retinal
arteries following a period of vitamin C consumption as determined by
observation of retinal photographs. Optometrists do examine the
calibre of retinal arteries during ophthalmoscopy, and if the calibre
looks abnormal then they would refer the patient to a medical

practitioner”.
That’s correct, is it?
A.
Yes, it is correct.
Q.
And you also say they may also look at the calibre of the arteries after the
patient has been treated for cardiovascular problems, and then you say this:
“Optometrists do not use artery calibre to monitor their own treatment
of a cardiovascular disease simply because optometrists are not
trained or qualified to tr
eat cardiovascular disease.”
Those last words, that optometrists are not trained or qualified to treat
cardiovascular disease, is that correct?
A.
Yes, it is.
Q.
And you say that your opinion is based on
“knowledge of the curriculum at United Kingdom optometry schools,
continuing education and training and continuing professional
development and clinical experience”.
A.
Yes.
Q.
Then you draw attention to what we’ve looked at previously which is Section
26 of the Opticians Act of 1989, and you say that that states - and subject to
the Legal Adviser - that would be my reading of the statute in its general interpretation
although the Legal Adviser will obviously advise the Panel as to
the correct interpretation of the statute. But you state that your understanding
is that Section 26 states that
“an optometrist has to refer to a medical practitioner once a disease
has been detected. If an optometrist detects an eye sign that is
suggestive of a cardiovascular problem, then the optometrist is obliged
to refer the patient to a medical practitioner for treatment and advice,
the only advice the optometrist should give to the patient is that they
should make an appointment with their GP to discuss the general
health problem”.
As an optometrist, is that your understanding of current practice of the law in
this area?
A.
Yes, it is.
Q.
And you repeat that optometrists are not
trained or qualified to offer any other
form of advice or treatment, based upon your previously expressed
knowledge of these matters.
A.
That’s correct.
Q.
So then at paragraph 18, you repeat that optometrists are not trained or
qualified in the treatment of cardiovascular problems, and then you say this
also, in particular:
“using vitamin C or any other form of nutrition”.
It would be your opinion that they should not treat cardiovascular problems by
any means. Is that what you stand by?
A.
Yes, it is.
Q.
And you say you do think it is appropriate for optometrists to offer advice on
diet and nutritional supplements in the case of age-related macular
degeneration, in otherwise healthy patients.
Over the page, at paragraph 20, we are now dealing with the extent to which
it’s appropriate for optometrists to discuss matters and you say you
“think it is acceptable for optometrists to discuss conditions or
treatments where the primary source of the condition is not the eye

prior to referring patients to medical practitioners. Some patients may
find it useful or comforting to have some information about their
condition and/or prospective treatment”.
So up to that point you are quite content , are you?
A.
Yes.

But then you say this:
“I do not think it is acceptable for optometrists to discuss conditions or
treatments where the primary source of the condition is not the eye
without referring to a medial practitioner. If a person has a condition
that requires treatment then that patient should be referred to a medical
practitioner for that treatment”.
That’s what you stand by?
A.
Yes.
Q.
Now, dealing with the evidence of other professionals, you say at paragraph
22,
“There is no evidence base to suggest that vitamin C has any effect on
the calibre of arteries in cardiovascular disease”.
Is that what you still understand to be the position?
A.
Yes.
Q.
By this you mean that
“there is no conclusive proof in peer reviewed academic journals to that
effect. Therefore I do not think Professor Bush’s
views/recommendations are acceptable practice for an optometrist”.
You still stand by that?
A.
Yes.
Q.
Could you just keep your report open, but turn, if you could please, in volume
1, to page 78, which is the report obtained in July 2008 by Dr Butler from the
Clinical Policy Support Manager at Hull – do you see that document?
A.
Yes, I do.
Q.
Have you had an opportunity to read through this?
A.
Yes, I have.
Q.
Various points are made in relation to the evidence base of other material on
particularly page 80, where the author of this report is reviewing works by, for
example, Professor Steve Hickey and Dr Roberts, and so forth, and Dr Gifford
Jones. What I want to ask you is this: is there anything in this with which you
disagree, or is that very much in line with what your own opinion is?
A.
I thought this was a well-written piece of information, very informative, which
agreed with my own views.
Q.
Thank you. Right, we can put that away. There is certainly nothing in that
document which warrants you to change your opinion or your report in this
case?
(End page 40 of original)
No, there isn’t anything in that document.
Q.
Thank you very much. We’ll go back to your report. We’ve dealt with
paragraph 22, I’m now on paragraph 24, when we’re actually dealing with the
advertisements that were displayed in the practice of Professor Bush’s
window. Paragraph 24 you say,
“As there is no evidence base for an effect of vitamin C on the calibre

of arteries and that this seems to be the treatment that Professor Bush
is advocating to patients”
you say it is your opinion that the claims in issue (viii) were inappropriate and
unprofessional, and issue (viii), which goes back to page 406, you see issue
(viii), paragraph 8(viii) on page 406, th
e appropriateness of Professor Bush’s
claims that he can cure heart disease and “real heart attack prevention”, do
you see that?
A.
Yes.
Q.
Then at paragraph 26 of your report you say with regard to issue (iii), that was
paragraph 8(iii) page 405, use of the word ‘CardioRetinometry’ – you say in
paragraph 26 of your report that by using this term, it is your opinion that
Professor Bush’s conduct has not, on simply the use of that word, fallen below
the standard expected of a reasonably competent optometrist.
A.
Yes.
Q.
So the use of that word on its own wouldn’t trouble you unduly?
A.
Not at all, no.
Q.
But it’s not that on its own with
which we are concerned in this case.
A.
No.
Q.
So then you say, with regard to issue (iv) - and issue (iv) is the top of page
406, Madam – the role of the optometrist in advising patients and/or
recommending treatments in respect of the primary underlying condition, you
say this:
“If it is accepted”
and this, of course, is a matter on which the Panel will have to come to a
conclusion,
“If it is accepted that Professor Bush has been advising patients and/or
recommending treatment in respect of the primary or underlying
condition which has presented itself via a condition of the eye”
then it’s your opinion that that would be in breach of Section 26 of the Act, and
also various provisions of the Code of Conduct of the General Optical Council.
(End p.41)
Yes, that’s correct.
Q.
Obviously it’s a matter for the Panel ultimately, and if the evidence goes the
other way then the conclusion goes the other way, you are saying.
A.
Yes.
Q.
Similarly with regard to issue (v), which is the use of vitamin C,
“If it is accepted that Professor Bush has been advising patients on
matters of nutrition, particularly in the use of vitamin C, for the
treatment of eye-related conditions, and particularly conditions not
related to the eye but in respect of which symptoms manifest in the
eye”,
then it is your opinion that that would be in breach of the Code of Conduct of
the General Optical Council.
A.
Yes.
Q.
And we see the Code, Madam – I don’t propose to go through the Code with
the witness, but the Code changed – the 2005 Code is at page 400 in your
bundle, and the 2010 Code precedes it at page 394. The only difference - and
I have checked it through – there are a couple of words changed, but they
don’t make any change to the substance of it. The only difference is that the

2010 Code includes now items 18 and 19 on page 397. The 2005 Code was
17 items, as we see on page 400, and that ended with number 17, numbers
18 and 19 have been added, as on page 397. But number 19 about public
confidence isn’t in any event a matter for a Fitness to Practise Committee, so
it may be that the additional No. 19 may not make a great deal of difference
from a practical point of view. No. 18 we’re not concerned with. Public
confidence is obviously underpinning the whole of Fitness to Practise
proceedings.
Right, getting back to you, if I may, Dr Eperjesi, I am now at paragraph 29 of
your report, it’s the last bit of your report, you are dealing with issue (vi), and
you say that if it is accepted that Professor Bush has discussed conditions or
treatment of conditions with the patients without referring the patient to or
involving another healthcare professional where the primary source of the
condition is not the eye, then again that would be a breach of the statutes and
the Code. Is that right?
A.
Yes.
Q.
And finally, you deal at paragraphs 30
and 31, if it’s accepted that Professor
Bush does involve other healthcare professionals - that they must seek a
second opinion, and also at 31, if it’s accepted that Professor Bush’s claims in
advertisements displayed at the practice then it’s your opinion that he has
breached the Code. You stand by your opinions in those two paragraphs, do
you?
A.
Yes.
End p 42)
Then if I can just try and summarise this very briefly, would it be fair to put the
matter this way: that optometrists are expected to look for signs in the eyes
that may indicate a health problem?
A.
Yes, that’s correct.
Q.
But if there are blockages of arteries or if there is an indication of
cardiovascular disease, something of that nature, then what should the
optometrist do?
A.
The optometrist should make a referral to a medical practitioner, and that
would usually be the GP.
Q.
And if the optometrist discusses the matter with the patient, to what extent
should the optometrist either recommend a treatment or suggest that a
treatment which the GP has prescribed is inappropriate?
A.
The optometrist should not recommend
a treatment, the treatment should be
left for the medical practitioner to determine. Sorry, what was the second part
to that?
Q.
To what extent should the optometrist either himself or herself positively
recommend treatment to the patient, or discuss with the patient the treatment
which the patient is already receiving from a registered medical practitioner?
A.
The optometrist should not recommend any treatment and should not discuss
the medication that has already been recommended by a medical practitioner.
Q.
Thank you. Is this because optometrists, as you say three times in your
report, are not trained or qualified to treat cardiovascular disease problems?
A.
That’s correct. Actually, I have just thought of an example where an
optometrist may comment on medication that has been issued by the
practitioner, that’s if that medication has caused some side effects which are
affecting the eyes and the optometrist has become aware of, then the

optometrist could contact the medical practitioner to say, the patient is on this
medication, I think there may be an eye-related side effect, and obviously that
would be then left to the medical practitioner to manage.
Q.
Thank you. To what extent would it be appropriate for an optometrist – and
this is in the course of practice, I’m not talking about academic research, this
is an optometrist who is practising – to express views about the use of statins.
A.
That would be inappropriate, to express views.
Q.
Right. Can we just then finally turn to your supplemental reports? Page 414,
you have written a supplemental report dated 30 May 2012, having read
Professor Bush’s book, is that right?
A.
Yes.
Q.
And you set out there the process of how books are published in the medical
field, which I’m not going to read out, bu
t I’ll leave it to the Committee to read.
End p 43)
this report to themselves. Is there anything in his report at pages 414-415 you
wish to change or alter, particularly in the light of having sat here and heard
the evidence for the last two days?
A.
No, there is not.
Q.
Page 415A and B, again I am going to leave it to the Committee to read, but
again, is there anything on those pages which you wish to alter, having regard
to the evidence you have heard over the last two days?
A.
No.
Q.
Thank you very much indeed.
Ms Jones:
Thank you. I am going to give you the option, Professor Bush, as to
whether you would like to take a lunch break now and begin your questioning
after lunch, or whether you would like to commence now and we’ll go to
quarter past one.
Professor Bush:
Yes, I agree.
Ms Jones:
No, it’s a question: which do you want?
Professor Bush:
I agree, we’ll have a break now, I think.
Ms Jones:
Okay. Can I just remind you, Dr Eperjesi, that you are on oath, please
don’t discuss these matters which anyone else, thank you? We’ll reconvene at
1.30. Thank you.
[
Hearing adjourned at 12.50
]
[
Hearing reconvened at 13.30
]
Ms Jones:
Professor Bush, if you would like to commence your questioning of Dr
Eperjesi.
DR FRANK EPERJESI
Cross-examined by PROFESSOR BUSH
Q.
Thank you, delighted to meet you, Professor Eperjesi.
A.
It is Dr Eperjesi.
Q.

Head of your department?
A.
Yes, but I am not a Professor.
Q.
Dr Eperjesi, in rugby if you were given the ball, you would carry it forward, that
is the object, isn’t it?
A.
Yes.
End p 44)
Can you imagine standing in front of a video screen attached to a new digital
camera, the first in the world, the first to come into the UK with instant
magnification that nobody has ever had before, can you imagine seeing
changes, not being able to understand them, with a patient there asking you if
there is a problem? You want time to think about it and finally you say there is
no problem, then you realise what has happened – you have a new
understanding of what you are seeing. Previous to this, you had always
looked at arteriolar reflex as being a normality, that is what we are taught, isn’t
it?
A.
Yes.
Q.
You teach your students that the arteriolar reflex is normal?
A.
We teach them that, if there is an arteriolar reflex, that shows healthy retinal
blood vessels.
Q.
You would not expect to see a fundus with no arteriolar reflex?
A.
In a diseased eye you might see that.
Q.
I have here pictures of what is regarded as a normal eye, and they all show
the arteriolar reflex – you would now disagree with that?
A.
Mr Bush, you have lost me there I am afraid.
Q.
I am saying do you regard the arteriolar reflex which you see in most people’s
eyes as normal?
A.
Yes.
Q.
Thank you. In that way, you are no different from any other optometrist or, to
the best of my knowledge and belief, ophthalmologist?
A.
I would agree with that.
Q.
Thank you. If the arteriolar reflex were suddenly to take on a completely new
relevance, a completely new significance which nobody had every thought of
previously, and it fell to you to make that discovery, would you be a happy
man?
A.
[
Pause
]
Ms Jones:
Professor, this is speculation.
Professor Bush:
You have made a discovery that the arteriolar reflex has more
significance than you ever realised.
A.
I have not made that discovery – are you saying if I had made that discovery?
Q.
Yes, alright. If 200 patients were to show reductions of their arteriolar reflex
as a result, they assure you, of taking vitamin C, what would you do with that
knowledge?

A.
I would class that knowledge as anecdotal evidence. There is plenty of good
research that starts with anecdotal evidence. There are plenty of positive
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useful findings which start as anecdotal evidence, but anecdotal evidence is
the beginning of the research process. I would put it to you that the
testimonials from your patients are anecdotal observational evidence that
could be used to base further research on to see if there was anything that
could be beneficial from that anecdotal finding.
Q.
Does your use of the word “anecdotal” diminish its value then?
A.
I would not put any emphasis in terms of medical care or research on
anecdotal evidence other than to consider the possibility of further, more
rigorous research.
Q.
So when people started dying of Vioxx, you were one of those people who
would say this is only anecdotal evidence?
A.
Can you inform me what Vioxx is, I am not familiar with that?
Q.
An analgesic drug.
A.
I have no knowledge of the Vioxx situation.
Q.
If people started dying and their death or extreme illness were associated with
a particular drug, you would simply dismiss it saying it is anecdotal?
A.
I would not dismiss it, I would consider the possibility of more rigorous
research.
Q.
If you then found that, no matter how hard you tried, you could not get your
suspicions into print in a learned journal, how would you feel?
A.
I am very familiar with trying to get my
findings into research journals, and it is
a long and challenging process. Nevertheless, that is the process that is in
place, so I know that journals, in the main, do not publish anecdotal evidence,
because it is not rigorous, the findings from anecdotal evidence can be biased
by many things. Therefore, journals have a duty to publish accurate findings
from rigorous research, and I would not put anecdotal evidence in that
category.
Q.
So you are a firm believer in the trustworthiness of the peer review journals?
A.
I am.
Q.
Yet, you have reviewed my book?
A.
I have.
Q.
And you have seen the graph on page 39?
A.
I do not recall, I can look now if you wish.
Q.
We are going to look at it but I am just asking you if you recall seeing a
graph?
A.
I do but I cannot recall any detail at this moment without looking in the book.
Q.
You cannot recall the general purport of that graph?
A.
Not at this moment
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Ms Jones:
There is no graph on page 39.
Professor Bush:
I am sorry?
Ms Jones:
There is no graph.
Mr Swinstead:
You may mean a graph on page 49.
Professor Bush:
My photographic memory may be deserting me!
Mr Swinstead:
There is a graph on page 49. With respect, Professor, if you want to
refer to it, Dr Eperjesi should see it.
Professor Bush:
So you have seen this graph?
A.
I have seen the graph.
Q.
But you are now aware of its significance.
A.
Am I?
Q.
You are now aware of its significance.
A.
I don’t think that I am.
Q.
Oh, would you kindly look at it for a minute or so.
A.
Would it be fair to ask you to describe the graph, because you are more
familiar with it than I am?
Q.
What the graph shows is that up to 1958, there was no general bias among
the editors of the learned journals as to whether or not they published the
term “scurvy” or “vitamin C deficiency”. The terms were interchangeable and
the graph shows that they were universally acceptable. After 1958 there is a
gross divergence of the number of times that each term was allowed into the
peer reviewed archive. This shows - and the editors at that time, in my
submission, could not possibly have anticipated the introduction of computers
- a general bias that was introduced in 1958 against the use of the term
“scurvy” with the substitution of the term
“vitamin C deficiency”, as if the two
were synonymous. Would you say that those two terms are synonymous?
A.
That is not really within my expertise.
Q.
Okay. Dr Eperjesi, do you have any idea what percentage of people die of
coronary thrombosis?
A.
No.
Q.
You have no idea?
A.
No.
Q.
Would it surprise you if I told you it’s 60%
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I am not sure, I have no idea what that figure is.
Q.
If I said it is 60 per cent of people who die of coronary thrombosis, would you
want to argue with it or say, that is fair enough, I accept that?
A.
I would ask if that is in the general population, is it in a certain age group, is it
in males or females?

Q.
Overall.
A.
Overall, because my knowledge base is zero in that area, I would not be able
to comment whether your facts are correct or not.
Q.
You have had plenty of comments to make about my book?
A.
I have because I have had the opportunity to read your book.
Q.
You said it has not been peer-reviewed, although the great majority of the
articles in the book refer to peer-reviewed papers?
A.
I would disagree. I have looked at the articles on which you base some of
your comments and they are not peer-reviewed. From my reading of your
book, as I state in my report, you refer to emails, lectures, other people’s
books and, in the main, those sources of information are not peer-reviewed.
Q.
Dr Eperjesi, why do you think we are here today?
A.
I am here to help the panel make the appropriate decision.
Q.
But why do you think there is a meeting today of the Fitness to Practise
hearing concerning me?
Ms Jones:
Excuse me, Professor. Dr Eperjesi is an expert witness, he has taken
us through his evidence. This is your opportunity to question that evidence.
Whatever Dr Eperjesi thinks about the process of fitness to practise work in
general is not pertinent to what we are doing –
Professor Bush:
I am proving –
Ms Jones:
Please let me finish! It is not pertinent to why we are here, so please
restrict your questions to the evidence and his expertise.
Professor Bush:
Thank you. I refer to Dr Eperjesi’s learned summarising of the
literature which is being put to him, and he can only do that in context of his
own prior knowledge. I am probing his depth of knowledge.
Ms Jones:
You are asking Dr Eperjesi about the fitness to practise process, which
is not something for which we have him here for his expertise.
Professor Bush:
No, let me put it another way. Is vitamin C toxic?
A.
In certain quantities, vitamin C can cause nausea and diarrhoea – nausea and
diarrhoea
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Is it toxic?
A.
What do you mean by toxic?
Q.
Poisonous?
A.
Not to my knowledge.
Q.
Thank you. So you would not be surprised if I said there is no LD50 figure for
vitamin C. LD50 is the lowest dose at which 50 per cent of animals survive an
overdose. Therefore, you would not be surprised if I said there is no LD50
figure –
A.
No, I don’t think that would surprise me.
Q.
No, so you can’t kill people with vitamin C. Would you expect the
British Medical Journal

, because you have already mentioned the peer review
process, or the Journal of Medical Ethics
to welcome papers from me on the subject of scurvy?
A.
I cannot comment on what journals may or may not welcome. What I do
know about the
BMJ
is that it is a very well-respected, highly-regarded journal
in which I strive to get something published and fail.
Q.
Dr Eperjesi, if the British Medical Journal were repeatedly to refuse point
blank when challenged to publish a paper on scurvy, would that surprise you?
A.
No. From experience of submitting manuscripts, around 80 per cent of
manuscripts submitted to journals are rejected. It is a huge rejection rate.
Q.
Yes, but we are talking about all papers submitted on the subject of scurvy,
none is acceptable, that is not 80 per cent.
A.
It sounds like 100 per cent but, again, I cannot comment on why or why not.
Q.
If you had the experience as I have had of writing to editors of journals and
saying would you accept a paper on the subject of scurvy and getting 100 per
cent rejection, would that surprise you?
A.
Would it surprise me to hear that 100 per cent of –
Q.
They say there is no use submitting a paper on scurvy because they are not
going to read it, let alone publish it.
A.
Would that surprise me?
Q.
You expect honesty on the part of the journals, you base your knowledge on
learned journals?
A.
Yes, but because it is a protracted process when you submit to a journal,
journals will decide whether or not that manuscript is of value to their
readership, and of value to the wider research world. There are many things
that editors consider in deciding whether or not even to consider an article for
publication, never mind going ahead eventually to publish it.
Q.
Do you accept that scurvy is a
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Other than your use of the word “scurvy”, I have not seen that word since my
A level history or something like that. I have not seen that word for many
years until I started to read through the case notes for this hearing.
Therefore, it is not a word with which I am very familiar. I have some sense of
what it means.
Q.
If it is not a word with which you are familiar, it is not a disease with which you
are very familiar?
A.
My familiarity does go back I believe to my A level or even my O level studies,
when I was aware that people who were travelling across the Atlantic on long
boat journeys through nutritional deficiency ended up suffering with scurvy
that was cured with citreous fruits.
Q.
Do you know why they suffered from scurvy?
A.
Because they had a nutritional de
ficiency I believe of vitamin C.
Q.
Do you know why the nutritional deficiency is so important?
A.

Generally or in that context?
Q.
The origin of the nutritional deficiency. If it is deficient in their diet, why do
people get scurvy?
A.
You mean the biochemical reasons?
Q.
No, I am thinking of genetic reasons?
A.
I don’t know.
Q.
Do you have any idea what a genetic countermeasure is?
A.
No.
Q.
Do you know what a metabolic countermeasure is?
A.
No.
Q.
You are supposed to have read my book and be familiar with the Pauling/Rath
theory?
A.
No. I have read your book, I have made a report on your book, and I have
made comments on what I believe is the lack of validity of some of the
comments – of most of the comments – that you make in your book.
Q.
Could it be that you have been denied – because your answers are in the
negative so many times – knowledge, that you should be much more familiar
with scurvy and its manifestations?
A.
No, I don’t feel that.
Q.
But you eventually accepted, when I put it to you, that 60 per cent of people
die of coronary thrombosis?
A.
I do not think I did accept that.
Q.
You didn’t accept it?
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No, I don’t think I did. I said my knowledge base was so low that I could not
offer any comment.
Q.
So if I assure you that 60 per cent of people die of coronary thrombosis, you
want to say I can’t accept that? Or do you say, if that is good enough for you,
Dr Bush, I shall accept that? You would question my veracity?
Mr Swinstead:
With respect, if you are able to answer, you can do. If you do not
feel that you are able to assist the Professor by answering, either through lack
of specific knowledge or experience in your field, then you cannot answer. If
within your knowledge and experience in your field you can answer that, then
do so, but you can only answer if it is within your knowledge or experience to
be able to give an answer. Mr Hamer, is that right?
Mr Hamer:
I entirely agree, sir.
Mr Swinstead:
With regard to any question, if you feel you can answer it within your
knowledge and experience, then do so. If you feel you cannot, then make it
clear that you do not have knowledge or experience in the particular area you
are being asked about. It is a matter for you.
A.
I cannot agree or disagree with you on your figure of 60 per cent.
Professor Bush:
Okay. You said out of your own mouth that transatlantic voyagers

died of scurvy?
A.
I did not say died of scurvy; I said they suffered with scurvy.
Q.
If the voyage went on long enough, suffering from scurvy, you would expect
them to die?
A.
I think so, yes.
Q.
In your opinion, then, the majority of those people on board ship, suffering
nutritional deficiency manifested in scurvy, would be likely to die unless they
reached a nutritional source of vitamin C before that happened?
A.
I don’t know whether it would be the majority, I am not sure how many it would
be, and I am not sure of the longevity –
Q.
You would expect survivors then, in saying that some people don’t need
vitamin C?
A.
No, I did not say that some people do not need vitamin C.
Q.
So if we do need vitamin C, they are all expected to die?
A.
I don’t know the diet of the individual people on board those ships. It is
possible that the captain may have had a more nutritional diet than perhaps
someone who was working down below, I don’t know those facts. What I also
know, from my vague recollection of my O level or A level studies, is that not
everyone on those ships died, although lack of vitamin C was a problem.
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Significant numbers made it there and back, didn’t they?
A.
Significant numbers made it there and back.
Q.
“Odd” people made it there and back. It may be that there were special
circumstances, we don’t know. We both accept then that a high proportion of
people suffered from scurvy and could be expected to die if the voyage lasted
long enough without them having access to vitamin C?
A.
I am not sure whether it would be a high proportion.
Q.
What would you call a low proportion?
A.
I don’t know, what would you call a high proportion?
Q.
I would say a high proportion is over 80 per cent.
A.
Again, I believe you are being speculative, because it depends on the length
of the journey.
Q.
To shorten this as much as possible, would you say a high proportion is over
80 per cent?
Ms Jones:
Professor Bush, could you pause a moment. Mr Hamer.
Mr Hamer:
I do not know whether Professor Bush has any paper or material to put
before the witness. It seems to me that what he is putting to the witness is a
proposition. If it is based upon a journal, it would be helpful to have it, also
from my point of view and probably from the point of view of the witness.
Mr Swinstead:
Mr Hamer, can we perhaps put it this way. Is it within your
knowledge or experience to ask this question? If you have an imaginary
sailing ship in the 18
th

century and that ship is at sea for so long that all its
crew developed a vitamin C deficiency simply because there was nothing they
could eat which would allow them to maintain the level, is the possible
ultimate corollary, if they never get anywhere where they can replenish their
diet, that they could all die?
A.
Yes, I would agree with that.
Q.
With respect, Professor, I believe you are imposing that question but not
perhaps like that. Doctor, do you accept that as a proposition?
A.
I accept that.
Q.
As an application of common sense to a problem, if I can put it that way?
A.
Yes.
Mr Hamer:
If it helps, I have a medical dictionary here and scurvy is defined in it
very briefly as “a disease due to deficiency of ascorbic acid marked by
weakness, anaemia, spongy gums and mucocutaneous haemorrhages”. That
is how scurvy is defined in a medical dictionary. I am very happy to have that
available for you. I do not believe it takes it a great deal further but we have
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used the word “scurvy” so many times, it might be helpful to have the
definition of what the word means.
Mr Swinstead:
Professor, does the point I have explored with the Doctor assist you
to go on to ask your next question?
Professor Bush:
Thank you. Are you aware that when people die of other
diseases like cardiovascular disease, which according to learned people - you
have reviewed this book?
A.
No, I haven’t.
Q.
Reviewed this book?
A.
No.
Q.
You have reviewed that book?
Ms Jones:
Excuse me, Professor, when you hold them up, can you say the title
please for the recording of them?
Professor Bush:
This book is by Dr Thomas E Levy, cardiologist, who wrote the
book
Stop America’s Number One Killer Now
I thought you had reviewed that book. Would it surprise you to know that the cardiologist, Dr Levy, found
650 peer-reviewed papers germane to the subject of scurvy and cardiovascular disease?
A.
I am aware of that fact through earlier discussions at this hearing.
Q.
Thank you. Are you aware that Dr Matthias Rath wrote this book
Why
Animals Don’t Get Heart Attacks ... But People Do
?
A.
I have not reviewed that book and I was not aware of that book until you just
showed it to me.
Q.
Are you familiar with the paper
Lipoprotein Alpha is a Surrogate for Vitamin C

by Dr Rath and Dr Pauling?
A.
No.
Q.
It is a unified theory of heart disease proving that lipoprotein alpha is a
surrogate for vitamin C?
A.
I am not familiar with that piece of work.
Q.
I asked you earlier if you could explain the meaning of genetic
countermeasure and you said no. I asked you earlier if you could explain the
meaning of metabolic countermeasure and you said no. Both these
countermeasures are fundamental to the preservation of life in scurvy and yet
you have no knowledge of them?
A.
I do not think I am here as an expert in scurvy
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It cannot surprise you surely to know that scurvy is the prime cause of death
of most people including everyone here, that we shall ultimately die of scurvy.
A.
That does surprise me.
Q.
But you have reviewed my book which details 50-odd diseases which are
aetiologically based in scurvy. Did you not know that?
A.
To be perfectly straight with you, I do not hold very much of what is in your
book as being accurate simply because
it relies on emails, lecture content and
other information similar to that. The content of your book does not rely on
what I would call good research that has been published in reputable journals
that has been peer-reviewed.
Q.
I am quoting something like a thousand peer-reviewed articles in this book.
A.
In which book?
Q.
In my book that I have written here. There are around 1,700 entries which
quote around 1,000 peer-reviewed articles. Can you be happy to be so
dismissive of all that body of evidence?
A.
In my reading of your book, I followed up some of the references that you
made and the references led me to emails, lectures, websites and other
books.
Q.
So the book is tainted by what you have read on the internet, we cannot
accept anything that we read on the internet? So Pauling/Rath’s theory if
published on the internet is devalued because it is on the internet?
Mr Swinstead:
You have asked two or three questions but I think you need to go
back to your first question, which is the suggestion to Dr Eperjesi that,
because he has done research on the internet, that is the cause of him not
accepting what is in your book. You may need to explore that with him so that
he can answer that point, as I believe that was the original point you were
making. Am I right that it is the first poin
t, if he used the internet to explore the
references in your book and he did not accept them, you were putting to him
that we cannot accept anything on the internet and I think he should be able
to answer that point.
Professor Bush:
Sorry, I could not quite grasp that.
Mr Swinstead:
Professor, you appear to be suggesting to the Doctor that, if he had
researched the references in your book on the internet and did not accept

them, “we” (all of us) cannot accept what
is on the internet”, and I do not know
whether it was a comment or a question. The Doctor should be able to
answer that and I shall put it to him if you do not so that he can answer the
point. I understand that was the point you were making, was it not?
Professor Bush:
We must accept that most of our knowledge is coming to us thrpugh the internet.
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Mr Swinstead:
With respect, you are putting a slightly different point. I believe you
understand the point that the Professor was
putting to you. Let us put it this
way, in order to research the references did you go on the internet?
A.
Yes.
Q.
As I understand the Professor to be saying
you, if you did not accept those, is
it right that you should not accept anything on the internet, that sort of
implication? Perhaps you should be able to answer that.
A.
I see where we are now. One of your statements is underpinned by
information which I believe is from the
Epoch News
or
Epoch Times
–
Professor Bush: Epoch Times
.
A.
Epoch Times , which is an internet-based, as far as I can tell, newspaper.
Q.
No, it is not.
A.
As far as I could tell, it was an internet-based newspaper that was making
some comment about your work and this topic. As far as I could tell, that is
from where these comments originated, from this internet-based newspaper.
Of course, well-prepared research articles are published on the internet but
they are peer-reviewed and published in the online version of reputable
journals like
BMJ
and many others. I looked at the website that your book
had pointed me in the direction of, which might be on the back somewhere, I
cannot remember, and as far as I could tell, that website was the originator of
some information that you were using to underpin comments and statements
in your book. To my mind, information on the internet in that form is not a
reliable source of information.
Q.
Have you finished?
A.
I have finished.
Q.
The
Epoch Times
is a newspaper published in 17 countries in 37 languages.
It also has an internet presence. It has honoured me, making me one of their
health correspondents for two years. I have explained to you that probably
over 90 per cent of people die of some disease originating in scurvy, and you
were surprised that I could say such a thing?
A.
I was not surprised that you could say it; I was surprised at that fact.
Q.

Yes. Would it surprise you to know that scurvy is so ubiquitous that, in many
cases, it is a toss of a coin as to whether a person dies of cancer or of
cardiovascular disease. It is a question of which one gets them first, because
the cancer statistics are closely aligned to the scurvy statistics. Does that
surprise you?
A.
Yes, it would.
Q.
If you have read my book, you will have learned that cancer in many of its
forms is directly linked to scurvy?
A.
I do recall that information from your book.
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There is page after page of it, isn’t there. When I put it to you that 60 per cent
of people die of cardiovascular disease, you might fall into the trap of thinking
it is just 60 per cent. Now I think you would change your mind, because you
are compelled to include how many people with cancer also have
cardiovascular disease, which might be slow to kill them compared with the
cancer. So you accept that cardiovascular disease can be so ubiquitous that
it affects almost everybody?
A.
You want me to accept that cardiovascular disease is so ubiquitous it can kill
everybody?
Q.
The people whom it does not kill, those who die more quickly may be from
something else like a car crash or a cancer.
A.
I am afraid that this is beyond my knowledge base, beyond my expertise.
Q.
Right. If you were a general medical practitioner –
A.
- which I am not.
Q.
If you were, you are an educated man, you have to think like a doctor very
often, would it –
Ms Jones:
Professor!
Mr Swinstead:
Let him ask the question and we shall see where we go.
Professor Bush:
Would it concern you to know that, if the knowledge became
generally accepted, that a little vitamin C could protect people from 50
diseases and increase life expectancy by 20 years or more, would that worry
with regard to your income as a doctor?
Mr Swinstead:
With respect, Professor, that is quite difficult to answer. One, he is
not a doctor; two, he cannot talk about a doctor’s income because he is not a
doctor. I think it is more properly a comment you could make, Professor.
Professor Bush:
I can put the question in another way.
Mr Swinstead:
If you can put it in a different way but it is difficult to put it in that
context.
Professor Bush:
Let me put the question another way. He is an optometrist, would
it fill you with delight, Dr Eperjesi, to know that, if you could get everybody to
have vitamin C, they would not need your services?
Mr Swinstead:
As an optometrist, you had better make that clear.
Professor Bush:
As an optometrist.
A.
They would not need my services in terms of providing contact lenses or glasses?
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They would not need reading glasses, they would not have any eye diseases.
A.
They would not have any myopia – would that fill me with delight if we were in
that situation?
Q.
Yes, would you be a happy man?
A.
That is so unlikely, I don’t know whether I can comment on that, because that
is so unlikely for that to happen.
Q.
It is a hypothetical question.
A.
It is a very hypothetical question.
Q.
If our living depended on our practice of optometry, we could in all honesty –
Mr Swinstead:
With respect, you are now commenting. That is a comment that you
may want to make later and everybody will understand that, but he has
already answered –
Professor Bush:
I think I have got the message across.
Mr Swinstead:
I am sure you have, Professor, and you can make the point.
Professor Bush:
You have taught, and you teach, that the arteriolar reflex is
normal.
A.
Yes.
Q.
There is no argument about that. I have here a book which is older than all of
us by Lindsay Johnson called
The Pocket Atlas and Text-Book of the Fundus
Oculi
.
Mr Swinstead:
Just to make it clear, Professor, this gentleman would not be the
former President of the United States?
Professor Bush:
Sorry? [
Question repeated
] We are not going to argue with this.
Mr Swinstead:
No, sorry, this is somebody who is a professional.
Professor Bush:
It is one of the first books to illustrate the subject of this
conversation.
Mr Swinstead:
Can you give us the title of the book?
Professor Bush:
The title of the book is
The Pocket Atlas and Text-Book of the
Fundus Oculi
by Dr Lindsay Johnson MD FRCS, illustrated by Arthur Head, a
Fellow of the Zoological Society. This is the very first book to illustrate the
features of the retina to which I refer, namely the arteriolar reflex. You would
not be surprised to see the arteriolar reflex rep
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I cannot see from here.
Q.
Come and have a look? [
Book passed to expert witness

] I am sure you won’t
argue with that, there is nobody who can. One hundred years ago, the fundus
oculi was depicted as it is today with no change, no difference, and I am sure
that Dr Eperjesi will not argue with that.
Ms Jones:
Hang on, are you asking him that question?
Professor Bush:
Would you say that is the same as the Mardeno Atlas today?
A.
Are you asking me if this illustration here –
Q.
Would you say that corresponds with the Mardeno Atlas depiction today?
A.
I know the book to which you refer, the Mardeno Atlas, but I cannot right now
picture in my mind all the images in the book. However, the book I am
holding here now does look fairly typical of an illustration of a fundus, of the
retina.
Q.
It looks like a photograph today?
A.
I would not say it looks like a photograph but it looks like an illustration that we
could see in a more up to date –
Q.
It is sufficiently lifelike for anybody to look at it, such as an expert like yourself,
and see that is meant to be the human fundus oculi and I would not expect it
to look much different today?
A.
I would agree with that.
Q.
Thank you. We have a situation, and Dr Eperjesi agrees, that arteriolar reflex
that we see today is the same as it was 100 years ago.
Mr Swinstead:
You are making a comment again, Professor. Remember, at this
moment you are not giving evidence, so you have to confine yourself to
questions.
Professor Bush:
I am putting the question to him that this is –
Mr Swinstead:
He is agreeing broadly with you.
Professor Bush:
He accepts that what we see today is the same as 100 years ago.
Mr Swinstead:
So what is your next question?
Professor Bush:
The next question is what if 60
per cent of people die of coronary
artery disease and we now know that almost every eye that we look at as
optometrists shows arteriolar reflex.
Do you think there is a possibility, Dr
Eperjesi, that we could connect the dots and say, aha, somebody has been
missing this. Perhaps the ubiquitous nature of coronary artery disease.
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corresponds with the ubiquitous nature of the arteriolar reflex in every eye?
Perhaps everybody has heart disease then, would that thought occur to you?
A.
No, it would not. For the sake of the panel, the arteriolar reflex is a reflection.
When an optometrist looks into the eye through the pupil with an
ophthalmoscope with a bright light, what most people would consider to be a
good sign would be a reflection off the artery – you get a little bright line off
the artery. Most optometrists would think that is a sign of health. You are
suggesting, to my mind, that the arteriolar reflex – this shining of the artery
when we do ophthalmoscopy – is a sign of ill health.
Q.

Correct.
A.
I would put it to you that children and young adults who cannot possibly have
heart problems or cardiovascular problems –
Q.
Sorry?
A.
I would put it to you that children and healthy young adults who do not have
cardiovascular disease also have an arteriolar reflex.
Q.
I am pleased you said that. I have in my computer here the photograph of a
nine-year old child, I won’t bore you with it, which shows extreme arteriolar
reflex until the mother had given the child a gram of vitamin C every day and
promised to do so, so that I would fit him with contact lenses with less fear of
having eye infections. It will surpri
se you to learn that, when she next
attended for a second annual check, the child was back to square one, and
the mother broke down in tears saying, “I am sorry, I have not been giving the
child the vitamin C”.
Ms Jones:
Professor, what is the question arising out of this for Dr Eperjesi?
Professor Bush:
Would it surprise you then, in view of what you have just said, to
say such a thing cannot happen, because children cannot get
atherosclerosis? How do you then account for children of 15 dying from
coronary thrombosis if children cannot get atherosclerosis – how do you
account for that?
A.
No doubt there are some children who can but, in the main, children do not
have cardiovascular problems, don’t have coronary heart disease in the main
but what they do have is an arteriolar reflex, which the vast majority of
optometric and ophthalmological profession would consider to be a sign of
health, rather than of ill health.
Q.
Then, Dr Eperjesi, I would invite you to ask yourself what would be your
reaction if you suddenly learned the opposite to be the truth, how would you
feel yourself having made this discovery?
A.
I would be very surprised.
Q.
Yes, you would be surprised indeed. What would you do with the knowledge
being entrusted to you? You have suddenly made the discovery that good
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health is absolutely ruined by this reflex that you are seeing in patient after
patient after patient, the loss of this arteriolar reflex, and they are all saying, I
took vitamin C – what would you do with that knowledge? Would you keep it
to yourself?
A.
I would do what I normally do in my research work. If I have a hunch that
something might be worth investigating, I will set up a proper study to
investigate my hunch or some anecdotal evidence, proper rigorous study,
preferably across several centres either
in the UK or across the world, where
other people could do the same study. Then we would pool our data, analyse
the data with common statistical analysis, review the results and then draw
appropriate conclusions. What I would not do is try to publish my hunch, or
try to publish my anecdotal evidence at
that particular stage, because I would
know that the chances of having that published would be zero. People do not
publish hunches and they do not publish anecdotal evidence.
Q.
So you would expect to be frustrated in your wish to disseminate this
knowledge?

A.
I often am frustrated in my research work.
Q.
If you were a contact lens practitioner and you are over-running your time with
every patient because of these features, these changes, how do you propose
to start a formal study when you have to earn your living servicing these
patients?
A.
That is a fair point. How can a clinician who needs to earn a living further
develop their hunch or their anecdotal evidence? The way I would approach
that is that, if I were not working in a university environment, I would go to a
university or academic environment and put my hunch to them.
Q.
Which is exactly what I did.
A.
It depends on your approach.
Q.
We have Francis’s thesis here for which he gained first class honours at Hull
University, I did exactly that. What would you do if that failed?
A.
What would I do if what failed?
Q.
You have had the thesis published by a university, you have 200 testimonials
but you find that no editor of any peer-reviewed journal would entertain your
papers; they are all refused time after time, paper after paper?
A.
What I would do in order to be able to continue with my research career is find
a different topic to work on, that is what I would do.
Q.
In other words, do some other work, give up on that?
A.
Yes, that is what I would do.
Q.
So you would accept defeat by the medical profession?
A.
It is not defeat by the medical profession. Sometimes, and this was alluded to
yesterday by Dr Davey, research topi
cs are in favour, in fashion and
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sometimes they are not. When you work in the research world, you have to
accept things like that.
Ms Jones:
I am conscious that Dr Eperjesi has been giving evidence for an hour.
Do you wish to take a short break and we shall reconvene in 15 minutes. Dr
Eperjesi, I am also asking you if you would like a break?
A.
That is fine, thank you.
Professor Bush:
Yes. Dr Eperjesi, it can hardly fill you with delight to think you are
frustrated in your wish to help people?
Ms Jones:
Excuse me, Professor Bush, we have just stopped, I thought with
everybody’s agreement.
Professor Bush:
Okay.
Ms Jones:
We shall reconvene at 2.45 pm. Dr Eperjesi, I would remind you that
you are still on oath.
[
Hearing adjourned at 14.30
]
[
Hearing resumed at 14.45
]

Cross-examination of DR EPERJESI (contd.)
Professor Bush:
Can we resume?
Ms Jones:
Please continue, Professor Bush.
Professor Bush:
Does it surprise you, Dr Eperjesi, to discover that with this
revelation of the ubiquitous nature of cardiovascular disease as evinced by
the widespread appearance of retinal arteriolar reflex in almost every eye that
we have arrived at a situation where the Act of Parliament governing
optometrists and their requirement to refer all cases of disease has not only
outlived its usefulness, but it has become a deterrent to good teaching and
practice?
A.
Does that surprise me? We fundamentally disagree on the information that
arteriolar reflex provides. Your view is that it shows ill health, whereas my
view, and that of many others, is that the arteriolar reflex is a sign of good
health. So there is a fundamental disagreement there which I believe stops
me or prevents me from answering that question.
Q.
Perhaps I was a little ambitious in expecting you to agree with that, Dr
Eperjesi. Could I perhaps modify the question a little by asking you if you can
explain to the hearing committee what is Hollenhorst plaque?
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A Hollenhorst plaque, if I am correct, is a piece of cholesterol which may block
an artery in the eye, and it is visible through ophthalmoscopy as a white or
pale piece of debris within the artery.
Q.
Thank you, Dr Eperjesi, for that masterly description of Hollenhorst plaque. I
find it somewhat unreasonable then, with your good understanding of
Hollenhorst plaque, for you to be (MISQUOTED – SHOULD BE UNABLE!) able
to make the mental jump between Hollenhorst plaque and intraluminal plaque
when you see it as the arteriolar reflex – what is your problem with that?
A.
I do not think I have a problem. We have a disagreement. As I said, your
view is that the arteriolar reflex is a sign of ill health. My view, and the view of
others like me, in fact I would go as far as to say in the vast profession, would
suggest that the arteriolar reflex is a sign of good health. Therefore, I am not
quite sure how the arteriolar reflex relates to a Hollenhorst plaque, which is
definitely a sign of ill health.
Q.
Surely, Dr Eperjesi, you are confusing us. You have explained what a
Hollenhorst plaque is and that it can cause blockage of an artery, and now
you are saying that arteriolar reflex is a sign of good health, and you have not
proved that arteriolar reflex is not intraluminal plaque?
Mr Swinstead:
Professor, could we step back a little because you have to
remember that there are a number of members of the Committee who are not
optometrists. I wonder if we could ask the Doctor to explain –
Professor Bush:
I am trying to keep my questions short.
Mr Swinstead:
I think you have explained the arteriolar reflex, you have explained
the Hollenhorst plaque. Could you explain intraluminal plaque and possibly
how they relate? Professor, with respect, it may be difficult for everybody to
understand the point you are trying to make unless everybody understands
exactly what we are talking about?
Professor Bush:
I am guilty of trying to keep my questions too short.
Mr Swinstead:
I am sorry but it would help if the Doctor can just explain this and
then everybody, hopefully, will be able to understand.
A.

Intraluminal plaque is not something with which I am familiar, though I could
hazard a guess.
Q.
Why don’t you guess and the Professor will tell you whether you are right?
A.
It is a deposit within the arteriolar vessel itself.
Professor Bush:
Dr Eperjesi, if you see the arteriolar reflex disappearing, how
would you account for that?
A.
It disappears with age through the process of atherosclerosis.
Q.
So it gets better with age – it disappears as yo get older?
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A
Yes.
Q.
The arteriolar reflex gets better as you get older?
A.
I am not saying it gets better. I am saying it is well known that the arteriolar
reflex disappears, or may disappear, with age.
Q.
That is contrary to my expectation and knowledge. That is completely
contrary to everything I know. Arteriosclerosis is a feature of hypertension,
would you agree?
A.
Yes.
Q.
Arteriolar reflex is a more pronounced manifestation of hypertension surely?
A.
Can you repeat that please?
Q.
Arteriosclerosis – to give it its old name because it is better understood – now
known as atherosclerosis is a manifestation of arteriolar reflex at a higher
level, a more pronounced arteriolar reflex that we expect to see as people get
older. Is that not the case?
A.
I am not sure I follow.
Q.
Would you expect to see arteriolar reflex in children? You just said no in
earlier questioning.
A.
I would expect to see arteriolar reflex in children.
Q.
You would?
A.
I would.
Q.
But you said earlier to my questioning that arteriolar reflex was less common
in children?
Mr Swinstead:
No, he said the opposite because he gave the example, with
respect, of children who would not have any cardiovascular problems but
would show the reflex.
Professor Bush:
I said that is not true.
Ms Jones:
Yes, but Dr Eperjesi’s evidence is what we are trying to recap, because
there seems to be a misunderstanding in your recollection of what was said.
Professor Bush:
Dr Eperjesi said you do not get heart disease in children.
Mr Swinstead:
Exactly. With respect, and he can answer, I believe he said you do
not get heart disease, you do get the reflex. Is that right, Dr Eperjesi?

A.
Yes.
Q.
That was his evidence.
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Professor Bush:
That you do not get arteriolar reflex?
Mr Swinstead:
You do get it. He was giving the example.
Professor Bush:
And I challenged you by saying children do not die of coronary
thrombosis then?
A.
In the main, no, they do not.
Q.
But we know that they can?
A.
They can and no doubt some do but it is a minority.
Q.
Have we not reached the stage where you are prepared to accept that there
may be more to arteriolar reflex than you have realised, and that its ubiquitous
nature may reflect the ubiquitous nature of coronary artery disease in almost
everybody? Are we now nearer to your accepting that?
A.
No.
Q.
We are not, okay. I would say that, if we could prove that the arteriolar reflex
is due to intraluminal plaque and that intraluminal plaque is symptomatic of
coronary artery disease, we have proved the value of the examination of the
fundus by opticians to show systemic
disease at a serious level, which the
General Optical Council’s Act of Parliament would regard as essential for us
to refer our patients?
A.
Was there a question in there, I am sorry?
Q.
The question is do you agree that we are required to refer our patients who
show signs of disease?
A.
Yes.
Q.
Yes, so we can agree that the ubiquitous nature of arteriolar reflex, if it does
reflect coronary artery disease, would require us to refer almost everybody?
A.
No. Optometrists will refer people who are showing signs of eye disease or
signs of general health problems.
Q.
You have to agree that, if it were true as I maintain that arteriolar reflex
corresponds with coronary artery disease, that knowledge would require us to
refer every patient?
Mr Swinstead:
Professor, let us start from the premise that the Doctor does not
agree with you on the basic principle of arteriolar reflex and make that clear.
The question is, Doctor, if it did, under the Act you would have to refer
everybody to their general medical practitioner – I believe that is the question.
A.
If it were proven and accepted that arteriolar reflex was a sign of disease,
then, yes, people with an arteriolar reflex would have to be referred to a
medical practitioner by their optometrist.
Q.
Thank you. Now ou are familiar with the work of Michelson, Morganroth,
Nichols and MacVaugh?
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A.
I am not.
Q.
I would inform you that Michelson, Morganroth, Nichols and MacVaugh are
the three cardiologists and ophthalmologist who, correctly, correlated the
retinal arteriolar disease with coronary arterial disease. Their correlation in
their paper of October 1979 in the
Archives of Internal Medicine
. I base my
work on theirs. If that work is true and accepted, and I have never seen it
challenged, would you not be surprised to learn from that paper that the grade
zero for coronary artery disease is taken as up to an including 49 per cent
blockage of all major coronary arteries?
A.
I cannot answer that question because I am not familiar with that piece of
work.
Q.
I am familiarising you with it now and I am telling you that is chapter and verse
– you cannot challenge it, it is there in the paper.
Ms Jones:
Professor, you would need to submit the paper for Dr Eperjesi to look at.
If you are questioning him about a specific paper and drawing to his attention
what you believe to be facts, he would need to be able to look at that paper to
ascertain that, for example, on page 2 para 6 that was the case.
Professor Bush:
I can assure you, Madam Chairman, that I am quoting fact.
Ms Jones:
You may well be quoting fact but, for Dr Eperjesi to be able to agree or
otherwise, he would need to see –
Professor Bush:
Let us make it hypothetical.
Mr Swinstead:
With respect, that is right, Professor,
if you put it to him that, if it was
generally accepted that those gentlemen are right in what they have said,
then pose the question and see if he can answer it – he may not be able to do
so.
Professor Bush:
If you found reading that paper that the grading of coronary artery
disease started at a 49 per cent blockage of all major vessels, up to which
point the official surgeon’s grading is zero, would that surprise you?
A.
Yes, I believe it would surprise me.
Q.
Now if I say to you that the widespread nature of retinal arteriolar reflex could
correlate with coronary arterial disease, can it surprise you as much as
previously when I tell you that the grade zero applies to blockage of all major
arteries up to 49 per cent?
A.
You are asking me to scale my level of surprise, is that right?
Q.
You would not be happy would you, if I said to you that your coronary
angiography finding was grade zero and you said to me, okay, doctor, is that
as good as it sounds, what percentage blockage could I have and still be
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grade zero, and I said to you that you could have up to 49 per cent blockage –
would you be a happy man?
A.
If I am interpreting your information correctly, I do not believe that I would be a
happy man.
Q.
No, you wouldn’t be a happy man at all, nobody would be because it is
deception. To say that up to 49 per cent blockage of all major arteries is

grade zero is sheer deception and not what the public expects, but that is
modern cardiological practice.
Mr Swinstead:
Is that a comment or a question?
Professor Bush:
You agree that it is not very honest. Now I am saying to you –
Mr Swinstead:
Professor, I think you have put to him something and, Doctor, I do
not know whether you are able to answer it?
A.
I don’t think I am able to answer because it sounds as if it is in the realm of
the cardiologist and I am not a cardiologist.
Professor Bush:
No, but we all take an interest in the way they measure things –
we are measurers, we measure arterial disease – perhaps you don’t. We
measure, we are optometrists.
A.
We do measure and that is where the second part of the word “optometrist”
comes from, we measure and there is a measurement aspect to the
artery/vein ratio.
Q.
Would it surprise you to know that I measure the retinal arteriolar disease to a
difference of 2-3 per cent per annum?
A.
That would surprise me.
Q.
My objective is to demonstrate differences between 2-3 per cent, I want to see
regression. If it were your eyes, you would be asking me have I regressed,
has my arterial disease regressed. Would you be a happy man if I told you
that your retinal arteriolar reflex was increasing?
A.
We have a fundamental disagreement, don’t we, in the sign –
Q.
You say it is healthy.
A.
Yes, it is healthy.
Q.
So you would be a happy man if I said your arteriolar reflex is increasing?
A.
It is not something that increases with age; it goes the other way. It tends to
disappear.
Q.
I do not believe that these have been entered into the record but they are
pictures – everybody can have one – even from over there you can see there
is a difference between these pictures. Could I have them entered into the record?
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Ms Jones:
We can, it is whether this is the right stage. If you are going to ask some
questions of the Doctor, it would about this kind of evidence, whatever
evidence it is. Wait, please do not pass it up yet. My understanding is that it
would be appropriate, given that Mr Hamer accepts for it to be admitted, that
those questions could be put to Dr Eperjesi and the Committee would have
copies of that document.
Mr Hamer:
I am not quite certain whether what Professor Bush has is at the bottom
of page 128.
Professor Bush:
It is in black and white instead of in colour.
Mr Hamer:
Is that what he has – that is what I believe he has. We have not looked
at that but I am perfectly happy, if there is a better copy of the bottom of page
128, for us to have a better copy if it is relevant.
Ms Jones:

Is this evidence that you are submitting, or is it questions you want to
ask Dr Eperjesi about now – which one? You want to ask the Doctor
questions now?
Professor Bush:
Yes.
Ms Jones:
In that case can you please submit them and we shall call it R –
Mr Hamer:
It may be helpful if Dr Eperjesi could turn to volume 1 page 128.
A.
I am there.
Q.
You have that, and what I believe the Professor has is a better copy of the
bottom of what is on Professor Bush’s writing paper.
Ms Jones:
Professor, if you could now supply us all with copies of the card, that
would be helpful. [
Copies distributed
]
Mr Hamer:
I would quite like one.
Mr Swinstead:
Could Mr Hamer see one first before we go any further?
Ms Jones:
Are you happy, Mr Hamer, that we see a better copy?
Mr Hamer:
Yes, I do not want to stop Professor Bush putting in material, so if it is a
better copy of a document that is already in the bundle, my general feeling is
that it should go in. How far the witness can deal with it is another issue.
Mr Swinstead:
Could I see one very quickly?
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Ms Jones:
For now, if this is permitted in, the panel can share but could I ask that
you bring some more copies tomorrow so that the panel members have one
each if we need to refer to it over the next few days?
Mr Swinstead:
Mr Henley, if you are happy, and if the witness can have one.
[
Copies distributed
]
Ms Jones:
That would be R –
Mr Henley:
Are you going to make that separate rather than what is already in the
bundle?
Mr Swinstead:
It should be separate because it is a colour version so, therefore, it
is a separate exhibit.
Mr Henley:
In that case, it will be R3.
Mr Swinstead:
On the back is the Professor’s name, qualifications and various
things.
Professor Bush:
Dr Eperjesi, I put it to you that the picture showing the smaller
blood vessels there is a picture showing more intraluminal plaque restricting
the blood flow through the vessels, would you find that acceptable?
A.
You would need to explain to me how this image was taken.
Q.
The same eyes, nine years apart.
A.

It is a fundus camera, is that right?
Q.
Yes, a digital 5SWS – it is an optical 9W5S, a 45 degree camera with
enlargement of the disk.
A.
Just remind me what you are asking me please?
Q.
What?
A.
Can you remind me what you are asking me about this image?
Q.
Yes. Do you find it difficult to accept that the picture showing the smaller
blood vessels is demonstrating more intraluminal plaque? In the next picture
where the blood vessels are wider, the intraluminal plaque is reduced,
dissolved, which can only happen if it is cholesterol. Everybody is taught that
the blockages in the arteries are cholesterol. You have expertly described
Hollenhorst plaque and you would not argue with me if I said Hollenhorst
plaque is formed mainly of lipoprotein alpha.
Mr Swinstead:
I think we have a lot of questions here, Professor. I do not know if
you are able to answer all of them, Doctor?
A.
I would agree with you – I am looking at this and I am looking at the image on
my left which looks to be the abnormal image, and the image on the right
looks to be the image of the healthier eye.
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Professor Bush:
Which one is that, you are talking about the wider arteries and the
thinner arteries?
A.
To my mind, the image on my left has the narrower arteries, and the image on
my right has the wider arteries.
Q.
Which one is healthier?
A.
The healthier one is the one on my right.
Q.
The wider arteries?
A.
Yes.
Q.
Thank you.
A.
I can say that the image on the left does have narrower arteries but I am not
sure why that one artery there is yellow – I don’t know. It does not look like
Hollenhorst plaque, that is one thing I can say.
Q.
Thank you. The images are taken nine years apart and all that has happened
in the meantime is that the patient assures me that she has taken more
vitamin C every day. With a gradual reduction of 3 or 4 per cent per annum,
we have arrived at that sort of change over a period of nine years. It is
obvious, you will agree, that if the change had gone the other way, it would
have been pathognomonic of an early death?
A.
It would be a sign of disease if it had gone the other way.
Q.
Yes, you would not want it?
A.
You would not want it.
Q.
Thank you. Why do you find it difficult when I suggest to you that the
arteriolar reflex is intraluminal plaque – why do you find that difficult to
accept?

A.
Because other than you, I have never heard anyone else say that. I have
never read that anywhere else other than perhaps in your book.
Q.
If what I am saying is true though, do you think it could mean that the
Opticians Act is out of date, obsolete and must be brought up to date if it is to
serve the people properly, because it is becoming a deterrent to good
practice? We are not being taught to recognise disease in all its forms are
we? I am saying that cholesterol, this intraluminal plaque, is blocking the
blood vessels and that it must be recognised as corresponding with heart
disease. You are saying there is no correspondence there. Surely, you must
be coming round to my view, having looked at those pictures, in thinking
perhaps this is right, perhaps we are seeing cholesterol in all the arteries,
Hollenhorst plaque is just another example you have described yourself. How
can you see Hollenhorst plaque in here and not expect a similar thing
elsewhere in the vessels?
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Mr Swinstead:
Professor, let him answer.
Ms Jones:
Professor, you have asked nine questions since the Doctor last
responded. I have been counting them
and trying to attract your attention –
Professor Bush:
I am trying to make it easy for him.
Ms Jones:
You are not making it easy for the Committee, because we are not
hearing the answers to each of those nine questions and, by the time we get
to the end, we have forgotten what the original question was.
Mr Swinstead:
Professor, if you remember, I said try to ask one question at a time
and you rather went on and I think we are all lost now.
Professor Bush:
I am trying to find common ground here between us.
Mr Swinstead:
With respect, can you start at the beginning, which is get from the
Doctor what he considers, if he is able to say, is causing the narrowing of the
arteries in the left eye, because there is still a fundamental difference between
you. If you want to close the gap, you need to take is stage by stage. The
first stage, you have talked about the Hollenhorst plaque and so on, I am not
sure that the Doctor is coming with you as you put the various elements of
your questions. Can we go right back to the beginning and, with respect, the
first question you need to ask the Doctor is what does he say is the cause, if
he is able to say, of the narrowing of the arteries in the left eye, and take it on
from there.
Professor Bush:
I wish I could go right back to the beginning but Dr Eperjesi has
already said that he has no knowledge of a genetic countermeasure or a
metabolic countermeasure.
Mr Swinstead:
Professor, can I ask, on your behalf, and let us see if we can go
along your track. Can we start with what I believe was the Professor’s first
question, although he put it in the form of a comment, which is are you able to
say or agree with him as to what the cause of the narrowing of the arteries in
the left eye is?
A.
Based on these images, no, I cannot say what the cause is definitively.
Q.
With respect, I believe the Professor is saying that they are intraluminal
plaque, that is what you are saying, so are you able to agree with him on that,
or are you able to make a comment on that?
A.
I am unable to agree with him simply because I do not know what intraluminal

plaque looks like.
Professor Bush:
Can I ask you, what is your understanding of Hollenhorst plaque?
A.
I did mention that earlier on.
Q.
What is it?
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A.
It is a cholesterol deposit.
Q.
Any particular kind?
A.
I don’t know what kind, I know it is a cholesterol deposit.
Q.
Is it high density cholesterol?
A.
There are two types of cholesterol – high density and low density – and right
now, I cannot remember which one is the good one and which is the bad one.
One is considered to be of use, and one is considered to be harmful.
Q.
Would it surprise you to know that there are three kinds of cholesterol?
A.
Yes, that does surprise me.
Q.
The two kinds of cholesterol you mentioned that you know are both innocent –
neither of them is associated with heart disease, does that surprise you?
A.
It does.
Q.
That is all you know about cholesterol, that in some vague way cholesterol is
associated with heart disease but you do not have a clue how, because you
have named high density and low density cholesterol and you think they are
both innocent?
A.
I am not a cardiovascular expert.
Q.
Sorry?
A.
I am not a cardiovascular expert.
Q.
No, but you look at cholesterol every day of your life when you look in the eye.
You told me about Hollenhorst plaque.
A.
Not every patient has Hollenhorst plaque.
Q.
So you are looking at cholesterol when you see that?
A.
When I see Hollenhorst plaque, I know what it looks like and I know that it
consists of cholesterol, and I know that person needs to have some medical
intervention.
Q.
So what you are saying then is that almost everybody needs to have this
medical intervention?
A.
I am not saying that.
Q.
What percentage of eyes would you expect to see that do not show
Hollenhorst plaque?
A.
That doesn’t show Hollenhorst plaque?
Q.
Yes.
A.

The vast majority, over 99 per cent of the patients whom I have seen, would
not, in my clinical experience, have a Hollenhorst plaque
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Q.
I find that very interesting, Dr Eperjesi, it is the complete opposite of what I
have found and the opposite of what you are holding in your hand, which is
fairly representative of what I see. I do not think that you understand
Hollenhorst plaque as well as you might. Hollenhorst plaque is composed of
a different kind of cholesterol, not low density and not high density cholesterol,
but lipoprotein alpha – you have heard of that?
Ms Jones:
The question is?
Mr Swinstead:
Have you heard of lipoprotein alpha?
A.
No.
Professor Bush:
You have not heard of lipoprotein alpha?
A.
I have heard of lipoprotein but not lipoprotein alpha.
Q.
Lipoprotein alpha is fundamental to the Pauling/Rath theory of heart disease,
all cardiovascular disease. How can you have an understanding of one
without knowing about the other?
A.
I have already said I do not know the Pauling theory.
Q.
You are teaching your students about coronary artery disease – sorry, about
arterial disease – and how to recognise it in the eye, is that right?
A.
We teach our students how to detect si
gns associated with general ill health.
Q.
What do you teach them, how to look at the eyes to recognise arterial disease
when they see it – how do you describe it to them?
A.
We teach them to look at the calibre of the arteries and of the veins. We
teach them to look for haemorrhages in the retina.
Q.
I am talking about vessels not haemorrhages, I am not talking about
exudates. I am talking about the vessels.
A.
We teach them to look at the calibre of the vessels and we teach them to look
for focal narrowing of the vessels. We teach them to look for blockages in the
vessels, that is what we teach.
Q.
Tortuosity?
A.
Tortuosity, yes, we teach that as well.
Q.
Can you imagine what causes tortuosity?
A.
Tortuosity is common in people who have high blood pressure.
Q.
Can you explain to us what causes it in the fundus?
A.
No.
Q.
Why is that, you have spent your life studying this and you teach people about
it?
A.
I have not spent my life studying tortuosity.
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Would it surprise you to know that tortuosity is caused directly by compression
of the arterial microvasculature when it becomes blocked? In other words,
when the artery fills with blood and the blood cannot get out at the far end,
two things can happen. The vessel can widen or it can lengthen. Tortuosity
has its origins in the lengthening process. Did you not know that?
A.
That seems like a plausible explanation to me of tortuosity.
Q.
Okay. I am unhappy that you appear to have no knowledge of Hollenhorst
plaque.
A.
Let me correct you, I do have knowledge of Hollenhorst plaque.
Q.

But you do not even know what it is made of?
A.
I know it is made of cholesterol. My job as an optometrist –
Q.
You didn’t even know it is lipoprotein.
A.
My job as an optometrist is to detect abnormal signs and refer to a medical
practitioner for treatment.
Q.
Can you explain what causes the Hollenhorst plaque?
A.
Hollenhorst plaque comes from high levels of cholesterol in the blood.
Q.
So if you have low cholesterol, you cannot have Hollenhorst plaque?
A.
I feel like I am in an exam here, I really do. This is not really my area of
special knowledge.
Q.
But you examine patients and you take notes as to their medication and if a
doctor says they have high cholesterol or low cholesterol, you record that
don’t you?
A.
Yes.
Q.
Is it of no interest to you to note th
at people with low cholesterol often have
high levels of arteriolar reflex?
A.
People with low levels of cholesterol have high –
Q.
They have high levels of arteriolar reflex, pronounced arteriolar reflex. Have
you not made that observation?
A.
To my mind, low levels of cholesterol are a good thing to have, and that would
then be a sign of good health, and it would then be reasonable to expect a
decent arteriolar reflex. Again, we have this fundamental disagreement about
the value of the arteriolar reflex.
Q.
Have you not noticed that the patient’s statement which shows he has a low
cholesterol level is not always accompanied by lower degrees of arteriolar
reflex – have you not made that connection?
A.
Have I made the connection that low levels of cholesterol are not always
associated with
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Q.
- pronounced arteriolar reflex.
A.
I have not made that connection.
Q.
Do you never notice that?
A.
I don’t think I have.
Q.
So you would expect always to see that people with reported high cholesterol
levels would have high arteriolar reflex?
A.
High cholesterol leading to high – you are really losing me, I think I am
confused.
Q.
Is it not interesting to you as an optometrist, looking at these people and
comparing them, is that not of great interest to you?
A.

Which people?
Q.
The patients.
A.
Comparing my patients to what?
Q.
When they tell you that they have high cholesterol, wouldn’t you expect,
according to your theory, to see pronounced arteriolar reflex?
A.
When they have high cholesterol?
Q.
Yes.
A.
No, I don’t think I would expect that.
Q.
You have just said that arteriolar reflex corresponds with the plasma
cholesterol.
Mr Swinstead:
He didn’t say that, he didn’t say that, Professor. I think you may
have misheard him.
Professor Bush:
Okay, I am sorry. You said that arteriolar reflex is a healthy sign?
A.
Yes, I have said that several times now.
Q.
So you would expect that to be accompanied by a high plasma cholesterol?
A.
No, because high plasma cholesterol is a sign of ill health.
Q.
In fact, you do not see any connection between plasma cholesterol and
arteriolar reflex?
A.
Arteriolar reflex is more to do with the calibre of the artery, so a narrow artery
is less likely to have an arteriolar reflex than a wide artery.
Q.
If you were informed that postmortem your patients with high cholesterol
levels who died in crashes or whatever had low heart disease, would you be
interested to go to your notes and make comparisons with what you had
recorded about them?
A.
I would find it surprising if people who have been killed in car crashes who
had high cholesterol were then found to have low levels. I believe you said of
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coronary heart disease. That would surprise me but it would not make me go
to my notes.
Q.
As I said, you don’t know anything about genetic and metabolic
countermeasures, about Pauling/Rath theory of heart disease, you cannot
explain what causes Hollenhorst plaque. Would it interest you to know that
Hollenhorst plaque is nature’s way of reinforcing a weak point in the retinal
microvasculature?
A.
That is not a theory that I have heard before.
Q.
It is the basis of the Pauling/Rath theory that the deposition of intraluminal
plaque is a countermeasure against the weakening of the arterial wall?
A.
That is not a theory I have heard before and, to my mind, that is not a
plausible theory and it is not an accepted theory.
Q.
So you would contest the statement that plasma lipoprotein alpha is inversely
proportional to plasma vitamin C levels?
A.

I don’t think I have the expertise or knowledge to make a comment on that
question.
Q.
Surely, it must be a matter of great interest to your students.
Mr Hamer:
May I just interrupt because we are getting into areas which may be of
interest to his students. I have been very patient, this witness has been giving
evidence for a long time. My broad approach is that I do not want to stop the
Professor putting his case but there comes a time when I would respectfully
draw the Committee’s attention back to the Notice of Allegation. One begins
to wonder to what extent this line of questioning is relevant to the allegation in
the Notice of Inquiry. It has been a very long time now and, while I do not
want to stop proper questioning and I appreciate there is an area of what one
might call ophthalmic medical knowledge which is appropriate to put before
the Committee, but it is background material. One has to go back ultimately
to these allegations and I am not certain how far this line of questioning, which
has been going on for a long time, is pertinent to the allegations?
Ms Jones:
Professor Bush, would you care to take five minutes in view of that
observation made by Mr Hamer to think about your questions for the last
session of the day? Perhaps we could all take five minutes.
Mr Hamer:
I am also anxious, it seems to me to be appropriate to try to finish Dr
Eperjesi’s evidence today – I was rather hoping it would finish before but I
would hope that his evidence will be concluded today. It is already half-past
three and, if we stop at four o’clock, I would hope that Professor Bush would
bear that in mind as well and that he does not have a great deal more to put
to the witness. I only have one question in re-examination.
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Ms Jones:
I am slightly circumspect about saying that things might end today. The
Professor must have the time he needs to take.
Mr Hamer:
I accept that entirely, I do not want to curtail it but I only have one
question in re-examination, although the Panel may have questions, I
appreciate that.
Ms Jones:
We shall take five minutes. Mr Henley, would you please clear the
room. By all means leave papers here if you find that helpful and, Dr Eperjesi,
you are still under oath.
[
Hearing adjourned at 15.30
]
[
Hearing resumed at 15.38
]
Ms Jones:
We appear to be without Mr Tippet Cooper who I am sure will join us in
a moment. May I suggest that we recommence. I do not know, Professor,
whether you wish to continue with questions particularly relating back to the
evidence that Dr Eperjesi has submitted in writing and said today.
Professor Bush:
Dr Eperjesi, you view the presence of arteriolar reflex as a sign of
good health?
A.
Yes.
Q.
Which is the exact opposite of my finding.
Mr Swinstead:
I think you have established that, Professor.
Professor Bush:
I can’t think of any more questions I want to ask him. I think you

have adequately explained or described the position of the teaching staff of
optometry students. In your opinion, optometry students are all trained to
believe that the widespread appearance of arteriolar reflex means universal
good health among all their patients?
A.
It does not mean universal good health. It is an indicator of possible good
health but there are, of course, many other diseases which do not have any
effect on the retinal vasculature.
Q.
The fact that 60 per cent of people die of coronary thrombosis, and the high
proportion of the remainder who apparently die of other causes may be also
harbouring heart disease does not rest heavily on your shoulders when you
see that they also show arteriolar reflex. They are healthy because they show
arteriolar reflex?
A.
That is my current thinking.
Q.
Yes, I think we understand that now. We are diametrically opposed and I
would say that the teaching has to change, because if I am right and Dr
Eperjesi is wrong, we are inflicting ill health on the whole of the British
population. I think I can rest it there.
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Ms Jones:
Thank you very much, Professor Bush. Mr Hamer?
Re-examined by MR HAMER
Q.
Very briefly, may I ask some questions to you, Dr Eperjesi, arising out of R3?
I appreciate that not all the panel have R3 but, looking at this, you said the
image on the left shows the narrowing arteries and is less healthy than the
image on the right which shows wider arteries and is, therefore, more
healthy?
A.
Yes.
Q.
As I understand your evidence, you are not able to say as an optometrist what
was the cause of the left eye problem?
A.
That is correct.
Q.
Are you able also to say or not say as an optometrist what has produced the
better version on the right?
A.
The version on the right is definitely better but I am unable to say what caused
that, what treatment has been given. That is not apparent to me from this
card.
Q.
Exactly, and underneath the photographs it has on the left the words “before
nutrition” and on the right it says “after nutrition”?
A.
Yes, I can see that.
Q.
The question I am asking you is are you able to confirm or say whether those
words are linked into that photograph, in other words the one on the right is
better because it is after nutrition?
A.
That is the way the card has been set out, to show a ‘before’ and ‘after’ image
– before nutrition and after nutrition – and the suggestion is that the nutrition
has caused the blood vessels to be wider and, therefore, the whole situation
is healthier.
Q.
I am asking you as an optometrist whether in fact in your professional opinion
you can say that is a correct situation.
A.
I am not sure I follow.

Q.
If you are not able to know what treatment was given to make it better on the
right, are you able to confirm whether it would be because of nutrition?
A.
I am taking the card at face value, I am taking into account Professor Bush’s
comment that the image on the right has been produced after some vitamin C.
Q.
But, in your professional opinion, from what you know of this situation, would
that surprise you?
A.
Yes, it would surprise me to see that vitamin C therapy had that level of an
effect on the blood vessels.
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Q.
Thank you very much. Just to get this quite clear, these are photographs of
the retina, is that right?
A.
The pale areas on both of the photographs, the pale disk is the optic nerve
head, that is what connects the eye to the brain, and the blood vessels are
those overlying the optic nerve head.
Q.
I see, thank you very much.
Questioned by the Committee
Ms Jones:
Dr Eperjesi, this is the opportunity for the Committee to ask you some
questions now, and I would like to start by asking our optometry colleagues
and then the lay members afterwards. Mr Reily?
Mr Reily:
I have two questions. Dr Eperjesi, the Opticians Act allows us, when we
find ocular pathology, to decide whether to refer a pathology or not. If it is a
minor pathology, we have the choice of not referring it, though we have to
record why we are not referring it.
A.
Yes.
Q.
In your understanding and knowledge, does that also stand true for when we
find ocular signs of systemic pathology?
A.
When an optometrist finds a sign of syst
emic pathology, they would record
their finding in the notes and make a referral to the GP. We would treat minor
conditions like conjunctivitis but something that is suggestive of a general
health issue would be noted, a referral letter would be written and passed to
the GP and the patient advised to go to the GP. It would be recorded in the
notes.
Q.
Similarly, if there are ocular side-effects of systemic medications, would an
optometrist have a choice about whether to refer that or not?
A.
They would have a choice but the reasonably competent optometrist, having
detected a side-effect of some general health medication, would again note
that and make a referral to the GP.
Q.
The most common one probably would be dry eye?
A.
As a side-effect of medication?
Q.
Yes.
A.
That is a side-effect that can occur.
Q.

That could be treated in-house?
A.
That side-effect could be treated in-house but the reasonably competent
optometrist, to my mind, would still inform the GP of the side-effect of that
medication.
Q.
That is all I wanted to ask you. Thank you.
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Mr Lomas:
You talked about arteriolar reflex, what is that and how does it relate to
the width of the blood column in the artery?
A.
The arteriolar reflex is a reflection of light from the blood vessel. The more
obvious the reflection, the greater the calibre of the blood vessel which, to my
mind, is a good thing. I am not quite sure how it relates to the blood column
though.
Q.
If you were looking in an eye, would you regard narrowing of the blood column
as a more serious sign of pathology than changes in the reflection off the
vessels?
A.
Yes, definitely.
Q.
Would you say that the pictures we have of before and after nutrition are to do
with the blood column width, or changes in reflection from the –
A.
The image on the left-hand side, as I view it, has a narrower blood column
than the image on the right-hand side, as I view it.
Q.
Thank you.
Ms Jones:
It is the lay turn now, Ms Hallendorff?
Ms Hallendorff:
I have one question which you can possibly answer. Is it possible
that a different exposure of photograph, or a different and more modern
camera, bearing in mind that these photographs were taken nine years apart,
could have an effect on the photographs as presented on this card?
A.
No.
Dr Azubike:
Dr Eperjesi, there are two areas which I need to explore with you
please. I notice you have co-authored four books?
A.
I have edited one book and co-authored three books.
Q.
Right. I believe it is on page 411 –
Professor Bush:
May I come in at this point as to the relevance of the question that
you are asking?
Ms Jones:
No, at the end of the Committee questions, you may return. Please
make a note of the question you wish to follow up on. Dr Azubike?
Dr Azubike:
One of the books is to do with nutrition of the eye?
A.
Yes.
Q.
I just want to explore that with you, because you say something about
nutrition of the eye, and Professor Bush pursued quite a lot of areas with
respect to nutrition of the eye?
A
Yes
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Q.
You must have quite a lot of knowledge about nutrition for you to be the
author of a book?
A.
Yes. My area of research interest is the effect of diet and nutritional
supplements on age-related macular degeneration. It should say that this
book was edited by Eperjesi and Beatty. We had contributions from other
experts whom we brought together in the book. We wrote some of the
chapters but many were written by other experts that we then edited and put
together in the book.
Q.
That is fine, thank you, that explains quite a lot. The second point I wish to
explore with you is with respect to the book written by Professor Bush. Can
you go through what your main criticisms of the book are?
A.
My main criticism of the book is that when Professor Bush makes comments
and backs them up with a reference, when you go back to that original
reference it is often a piece of information that has not been peer-reviewed.
For example, something that someone says in a lecture is not peer-reviewed.
You can stand up in a lecture, pretty much say whatever you want, but it is not
peer-reviewed. To take that information from that lecture and use it to
underpin a statement that you are making in a book I believe is a poor way of
doing things.
Q.
What I am not sure of is what you would have expected in terms of references
in the book?
A.
The usual procedure that I would follow, and that all the colleagues I know
would follow, is that when we make a statement that is not something that is
of our own finding, we would back that statement up with a reference to
information that comes from a peer-reviewed article, from a reputable journal.
Q.
Thank you.
Ms Jones:
I have one question on your report which is on paragraph 14 page 407.
You wrote this report last September in
which you say: “CardioRetinometry is
not a term I am familiar with”?
A.
That is correct.
Q.
Is this terminology that is growing in the field within which you operate?
A.
No.
Q.
So other than seeing the advertisement for the doctrinal study, you are not
seeing it elsewhere?
A.
I have only seen it in that advert that I mention in my report on this book and
in the contents of this book. I have not seen that term anywhere else.
Q.
With emerging medicine and discoveries, I take it that, at some point,
somebody must coin a phrase for what they are discovering. Is it usual to
have an “R” and a little circle after it? Is it normal that new medical
discoveries or terminology is registered in that way in your experience?
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A.
In my experience, no, it is not normal for it to be registered, although I have
heard of pharmaceutical discoveries where names have been registered.
However, it is not, in my experience, in the eye world the norm.
Q.
Thank you very much. Before I come

back to you, Mr Hamer, I would like to
take the follow-up question from Professor Bush to one of the Committee
questions.
Mr Hamer:
I have nothing arising out of the Panel’s questions.
Ms Jones:
Professor Bush, you have a follow-up question?
Professor Bush:
Yes, for Ms Hallendorff. Like her, our thoughts when we
discovered so many changes in the appearance of the fundus photographs,
were immediately that our camera must be aging. There must either be a
problem with the chip or a problem with the flash.
Mr Swinstead:
With respect, this is evidence that
you can give later. This is an
opportunity to ask questions. It is not your opportunity now to give evidence.
It is your opportunity to ask questions. One of the matters that you can
certainly deal with when you give evidence is the issue of equipment.
Professor Bush:
I take it, Dr Eperjesi, that the Panel might have thought these
pictures could be subject to age changes within the camera?
A.
I did not think that.
Q.
It did not occur to you?
A.
No. I took it at face value.
Ms Jones:
Are there any other questions you wish to follow up on in relation to –
Professor Bush:
I just wish to address the –
Mr Swinstead:
You can deal with that in your evidence.
Professor Bush:
I have finished with Dr Eperjesi, thank you.
Mr Swinstead:
I was not quite sure whether Mr Bush was referring you to a
question from Dr Azubike.
Ms Jones:
In that case, Mr Hamer and Professor Bush, if you have no further
questions, may I thank Dr Eperjesi for his evidence, you may stand down.
[
The witness stood down
]
Mr Hamer:
Madam, that completes my case, I close my case formally.
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Ms Jones:
I invite the parties to return here tomorrow, we shall commence at 10
am, and I want to thank everybody for today and enjoy the sunshine this
afternoon.
[
Hearing adjourned at 16.00
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