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Submission by Dr Morag Parnell on behalf of The Women’s Environmental 
Network Scotland in response to the Papers from the Petitions Committee referring 
to Petition Number PE1089,  

 
 
1 WENS’ RESPONSE TO THE MINUTES OF THE PETITIONS COMMITTEE 

 
1.1 We would like to thank the Committee for their response to the issue that we raised on the links 
between the rising incidence of cancers and other diseases and our exposure to environmental 
pollutants. We were very favourably impressed with the proceedings of the Petitions Committee and 
the way in which the Committee works. Much public perception of the Parliamentary process is 
shaped by media clips on TV and radio of the largely adversarial encounters in the chamber. We found 
a different, constructive and cooperative approach in this Committee. Sadly, this side of the 
Parliamentary process rarely reaches the pubic. 
 
Members appeared to agree that this is a wide-ranging issue, that we make a fair point and that the 
Committee needed to seek further information on the topic. This is understandable as it is clear that 
the members have to deal with a very large number of different topics. WEN, however, has been 
concerned with this particular one for nearly two decades and has accumulated a great deal of 
knowledge of the subject. We have been doing our best to study, as far as possible, the huge body of 
published peer-reviewed research that has accumulated over the last half century. 
 
We welcome this opportunity to expand a little on our original submission with 
some additional information, which we feel is relevant to our case and which, due to administrative 
limitations, we were unable to use in the original petition. We feel we have a responsibility to pass on 
this information to our elected representatives and we hope that you will find it a valuable contribution 
to our discussion of the topic. 
We will try to respond to each of the documents that have been forwarded to us. We (almost) feel we 
have to apologise for the length of our reply, and we do apologise where there is some repetition. 
However, this is unavoidable as we try to reply to each paper in turn. 
 
We have appended some suggestions for discussion about actions that could be taken by the Scottish 
Government. 
 
We thank you in advance for reading our response. 
 
 
1.2 SOME ADDITIONAL INFORMATION FROM CURRENT SCIENTIFIC SOURCES 
 
In response to the other sources of information that the Committee has obtained, we would like to 
offer some additional information from what we consider to be our best sources. Our reason for doing 
this is to add some points that we think are essential to the discussion, but are so far missing.  
First, we have to consider some aspects of toxicity: 
 

1.2.1 Exposure to high doses of toxic substances can be seen to have an immediate and obvious 
effect on those exposed. This is readily understood. 
 
1.2.2. Substances that are mutagenic and /or carcinogenic, i.e. they damage DNA sequences, have 
effects that can be immediate and obvious at high doses, but at low doses they can damage DNA. 
This low dose effect is not immediately apparent and it can take many years and probably multiple 
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exposures for the effects to become apparent. It is generally acknowledged that there is no safe dose 
of those substances, i.e. no threshold dose below which there is no effect. 

 
1.2.3 Substances that do not directly damage DNA but interfere with the chemical (hormonal) 
signalling systems to the cells that make up our body tissues, can affect the way in which our genes 
are expressed. This is a much newer and fast growing science, but its importance cannot be 
overestimated in helping our understanding of today’s ‘epidemics’ of cancers, especially of hormone 
related cancers; reproductive disorders, including infertility; child mental and physical 
developmental disorders, including learning disabilities and AD (H) D; neurological diseases, 
including Parkinson’s disease and Alzheimer’s; immune system disorders including autoimmunity; 
allergy and asthma; insulin resistance with obesity and type2 diabetes, all of which have been linked 
to such exposures. (www.ourstolenfuture.org). Although most of this work has been in animal 
research and laboratory assays, the links with human disease are becoming clearer. (See Silent 
Spring Institute paper on Animal Mammary Gland Carcinogens for informative discussion on 
this.) 

 
1.2.4.This knowledge also changes the old genetic approach to disease i.e. that the damage is inherited 
and fixed. While this is mostly true for the recognised several thousand specific inherited disorders 
like cystic fibrosis and Huntingdon’s disease, most of which are very rare, it should not be confused 
with the role of genes in most illness, which is one of an interaction between environment, including 
stress, diet, previous life experience factors and environmental contaminants, affecting gene 
expression and therefore health. These hormonally active substances work at infinitely small doses, 
parts per million, billion or trillion. The timing of exposure is also important: there are “windows of 
vulnerability” e.g. in the development of the foetus, during rapid growth in childhood, at puberty, from 
puberty to first pregnancy (for breast cancer risk) and with increasing age. The foetal effects can often 
be seen in the newborn child and in early childhood, but have also now been shown to pre-set the 
conditions for the development of a number of adult diseases. 

 
1.2.5.This research also shows that “experiments with high doses do not predict low dose impacts; 
that adult diseases and sensitivity to subsequent exposures can be programmed during foetal 
development. Mixtures are ubiquitous; they alter impacts, sometimes unpredictably”. (from Lecture 
by Dr. John Peterson Myers at the Collaborative for Health and Environment Conference 
2006 to US Scientists.) 

 
 

1.3 LEGLISATION 
 
1.3.1. European legislation on toxic substances has been complex and fragmented. For the most part, 
up until now, it has been up to those harmed by a substance to prove harm before action was taken to 
remove it from use. The new European legislation means that the safety of substances will be the 
responsibility of those who manufacture, use and distribute them. Of the 100,106 chemicals in 
commercial use, listed by the EU, until now only 3% have full toxicity data and a further 11% have a 
(less comprehensive) basic data set (total 14%). About 26% have no data and the rest have varying 
amounts. 
 
1.3.2 These are some of many reasons why the Registration, Evaluation and Authorisation of 
Chemicals, (REACH), legislation, was welcome and necessary. The first proposals were in 2001 and 
became European law in June 2007.The original proposals were considerably weakened in the passage 
through the European parliament. Nevertheless, REACH is undoubtedly a huge advance in the way 
Europe will deal with chemicals and we are the envy of the rest of the world. In spite of that, there are 
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many serious shortcomings of REACH, and we think that it is up to each government to fill the 
loopholes and to tailor the measures to the specific needs of its own people. 
 
WENS has followed the progress of REACH along with our colleagues in Women in Europe for a 
Common Future (WECF), and we lobbied for strong legislation to protect the public health. It is 
largely because of this that we decided at this time to petition Parliament on the subject. 
 
 1.3.3.It will be more than a decade before REACH is fully implemented. In the meantime, we think 
that there are many measures that individual Governments can and should take to protect the health of 
their citizens. 
 
1.3.4.We note also the Stockholm Agreement on Persistent Organic Pollutants, an international 
agreement originally to eliminate 12 classes of chemicals, and with some recent additions. 
 
1.3.5.While we would say nothing to undermine the importance of major advances in medical science, 
we have to acknowledge that the greatest contributions to improving public health have come from 
legislation to provide clean water, sanitation, clean air, better nutrition and housing. These measures 
did much to deal with the major illnesses of previous centuries. The seminal Report of 1979 by Sir 
Douglas Black on the social and economic determinants of health concluded that the single most 
important measure needed to improve the health of the nation would be the elimination of child 
poverty. 
During the 20th century there were huge changes in industrial practice, both in its expansion and in its 
nature, including the introduction of thousands of new synthetic chemicals and the use of nuclear 
materials and technology. While this raised the ‘living standards’ of many of us, it was a double- 
edged sword and was accompanied by significant changes in patterns of health and sickness. Along 
with the reduction in the incidence of older epidemics and diseases, there was a steady and major 
increase in the incidence of serious long-term illnesses, notably in the incidence of cancers - illnesses 
that are more subtle in their origins and less immediately attributable to causes. Nevertheless, the 
research carried out over the last ½ century has shown the link between the changes in our working 
and living practices and the diseases to which we now succumb in growing droves. Consequently, we 
need new legislation and new approaches to deal with today’s epidemics. 
 
 
1.4 RESEARCH SOURCES 
 
Consideration of the available data is a major and long-term project. Fortunately, there are several 
meta-analyses and databases that are useful. They cover both carcinogens and endocrine disruption. 
Even a cursory inspection of these can show the extent of this problem and the reasons for our 
concern.  All are easily accessible and can be downloaded. In addition to the sources we gave in our 
original submission to the petitions committee, some that we have found most useful are listed below: 
 
The International Agency for Research on Cancer- IARC, the cancer wing of the World Health 
Organisation. Collects and publishes world statistics on cancer. It has 900 detailed monographs on 
toxic substances, of which about 400 are on known, probable or possible carcinogens. 
www.iarc.fr/ENG/Databases/index.php
 
The 11th Report on Carcinogens U.S. Department of Health and Human Services� Public Health 
Service� National Toxicology Program. http://ntp.niehs.nih.gov/ntp/roc/toc11.html
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ATSDR The Agency for Toxic Substances and Disease Registry of the US Department of Health 
and Human Services.  Database of profiles of toxic substances, their origins uses and health effects. 
www.atsdr.cdc.gov
 
CHE. The Collaborative for Health and Environment. A US collective of scientists, researchers 
physicians, advocacy and campaigning organisations. This has an extensive database of toxic 
substances, and their effects on health, along with excellent and useful assessments of the available 
research. http://www.healthandenvironment.org
 
EWG The Environmental Working Group. Similar to CHE. Has a very extensive database. Carries 
out a lot of its own research on common substances to which we are exposed and publishes it in a 
form accessible to a wide range of professional and lay people. Very valuable resource. www.ewg.org
 
The Occupational and Environmental Causes of Cancer, Richard Clapp et al, University of 
Massachusetts (Lowell), first published in 2005,with an update of same title in 2007. This is a 
comprehensive account of known work on toxic exposures. Excellent and accessible tables. 
www.sustainableproduction.org and www.cheforhealth.org
 
The State of the Evidence Nancy Evans 2006 editor. This has been the most recently available issue 
of these bi-annual comprehensive reviews of the literature on environmental factors in the aetiology of 
Breast cancer. The next is due in January 2008. www.breastcancerfund.org
 
OEHRG at Stirling University to which you have already applied for further information. 
 
Breast Cancer an Environmental Disease the Case for Primary Prevention.2005 A review of the 
research and literature by a UK Working Group, some of whom are WEN members, making the case 
for a change in approach from inevitable to preventable in this (and other) diseases. 
www.nomorebreastcancer.org.uk
 
Our Stolen Future. This is the title of a groundbreaking book (1996) and a website of the same name. 
It is an essential resource for anyone attempting to understand and deal with the subject of hormonally 
active substances, usually known as Endocrine Disrupting Chemicals, (EDCs). It publishes all the 
current research, and has an extensive archive. It also has many explanatory articles and 
commentaries. Central to this is the work of Dr. John Peterson Myers, Ph.D., -(mentioned above)-
founder and CEO of Environmental Health Sciences, an organization engaged in advancing public 
understanding of environmental links to health, which publishes three websites that track issues in 
environmental public health: www.EnvironmentalHealthNews.org www.OurStolenFuture.org and 
www. ProtectingOurHealth.org. 
The Silent Spring Institute. Research on Breast Cancer. Recent comprehensive papers on e.g. 
Environmental Pollutants and Breast Cancer; Diet/Exercise and Breast Cancer; Chemicals and 
Mammary Tumours in Animals; www.silentspring.org
 
Professor Vyvyan Howard Professor of Bioimaging University of Ulster; 
 
Dr Andreas Kortenkamp University of London School of Pharmacy, UK and Prof. Richard Sharpe 
Medical Research Council Human Reproductive Sciences Unit, UK and the other 200 or so European 
signatories to the Prague Declaration on Endocrine Disruption 2005 /2006. 
www.scientificjournals.com/sj/espr/Pdf/aId/7527
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HEAL Health and Environment Alliance, a European collective of 54 National, Local and 
International organizations. www.env-health.org
 
WECF (Women in Europe for a Common Future) A collection of affiliated European Women’s 
organizations. Provides a service to affiliates alerting us to the latest research, legislation, meetings 
and conferences and any other relevant information. www.wecf.org
 
 
2. OUR RESPONSE TO THE OEHRG PAPER 

 
We are familiar with the work of OEHRG. Indeed, WEN (Scotland) was established when some 
Scottish members of WEN (the UK body), attended a seminar on Breast Cancer at Stirling University 
in the summer of 2005. We have had the privilege of an association with OEHRG for a number of 
years and have made good use (we hope) of its research. We are therefore delighted that the 
Watterson, O’Neill and Pickvance paper has been submitted. It supports the case we are making. 

 
We are well aware that much of the knowledge we have on toxic exposures has come from 
observations and research in the workplace. However, WEN and the WEN (Scotland) Group are 
concerned with the exposures that, in addition, occur beyond the factory and the farm gates, and affect 
workers and non-workers alike. 
 
 
3. OUR RESPONSE TO THE SPICe BRIEFING 
 
We welcome this contribution to the discussion. It raises a number of interesting points and 
complements our submission. 
 
 
4. OUR RESPONSE TO THE SCOTTISH GOVERNMENT, DIRECTORATE GENERAL for 
HEALTH AND WELLBEING  (now referred to as the DGHW) 
 
We have several disagreements with points and opinions raised in both the letter from Mr Kenneth 
Hogg and the accompanying paper. 
 
 
4.1 STATISTICS. 
 
4.1.1. It is alleged that our statement regarding the increased incidence of cancer and other chronic 
illnesses is not accurate. We reject this and find that the selection of statistics used by the DGHW, 
whilst technically accurate, is, in this context, somewhat misleading. 
Our figures come from the same source as the Scottish Government department i.e. the ISD of the 
NHS.  However, we have used the actual recorded figures of real people who have become ill, i.e. the 
ISD’s “Crude Rate” which is: - 
 
in 2001 the total of new cases of cancer was       24,5221

in 2003 ……………………………………........ 25,946
in 2005 ………….............................................    27,1131
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(1 excluding non-melanoma skin cancer) 
 

Indeed, last year, Cancer Research UK revised its assessment of the lifetime risk of cancer in the UK 
from 1:3 to 1:2.5 or a rise from about 33% to 40% 
 
These figures look like an increase to us. 
 
The DGWD has chosen to use the “Age standardised Rates”. This is a useful statistical device for 
comparing populations with different population profiles (e.g. for comparing cancer rates in different 
countries) but fails to show the actual increase in real terms in Scotland. 
 
4.1.2 The Statistical Publication Notice from the ISD of 27 May 2007 on the latest available statistics 
(for 2004) does indeed contain the data quoted by the DGHW, but it omits to say that the ISD notice 
also says “13,164 males and 13,949 females were diagnosed with cancer in 2004. These figures are 
higher than in 2003….”and   “The decline in bladder cancer incidence since 1997 is an artifact due 
to a change in coding practice across cancer registries in the UK.  Around a quarter of bladder 
tumours are no longer coded as invasive bladder cancers.  This also impacts on the figures for all 
cancers.” (Direct quote from ISD but with our emphasis added) 
 
4.1.3.There are of course, variations in the incidences of the 200 or so cancers. Some are increasing, 
some decreasing. We have been considering the overall incidence. However, we find it very disturbing 
that hormone-related cancers such as breast and prostate are now responsible for 31% and 24% of all 
female and male cancers and have increased in incidence by 1.1% and 1.6% respectively per annum 
over the last few decades.  By 2004 the number of new cases of breast cancer in one year  had reached 
3,948 in Scotland and 44, 659 in the UK and of prostate cancer 2,550 in Scotland and 34,986 in the 
UK. 
 
 
4.2 AGE 
 
4.2.1. The premise that age is the major risk factor for cancer needs clarifying. Risk arises from 
exposure to a hazard as in the equation 
 
RISK= HAZARD + EXPOSURE 
 
4.2.2. Certainly, the longer you live the more hazards you encounter. Thus age becomes a 
context that increases vulnerability along with, as stated, the long latency of many cancers. On 
latency we would draw attention to the table of the unusually short latencies of some cancers in 
the OEHRG paper and also of childhood cancers. The newer scientific evidence on pre-
conceptual, foetal and early childhood exposures must go a long way to explaining this. Age, 
therefore, along with foetal development, childhood, puberty, the period between puberty and 
first pregnancy (for breast cancer risk in girls) should all be considered as a time of increased 
vulnerability rather than a risk factor per se. This is certainly the view that should be taken if we 
are concerned about risk factors that can be modified or eliminated. 
 
We think it is important to make this distinction so that it is not assumed that ageing itself is 
considered to be a ‘natural’, unavoidable condition for developing cancer, any more than being 
a foetus is a natural condition for having a developmental disorder. 
 
4.2.3. The increase in incidence has occurred in all age groups. Some of the most obvious 
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examples include: - 
 
4.2.4.An increase of almost 1% per year in cancers of childhood and young people. Between 
1962 and 1998 the increase was 35%.  Cancer Research UK 
We think it should also be noted that: 
“For children with cancer, surviving the disease is only half the battle. A study done by Kevin 
Oeffinger, director of the program for adult survivors of pediatric cancer at New York’s 
Memorial Sloan-Kettering Cancer Center, found that more than 73% of patients cured of 
pediatric cancer will develop a chronic illness within 30 years of diagnosis and about 42% will 
develop a severe, disabling, life-threatening or fatal condition.2  Health problems, which 
include heart disease, lung scarring, strokes and second cancers, can be caused both by their 
original tumors, as well as the harsh treatments used to cure them.” Kevin Oeffinger; study by 
Sloan-Kettering Cancer Centre funded by US National Cancer Institute. 

 
4.2.5. An increase in the incidence of testicular cancer: 
“When the rates of testicular cancer are analysed by age-group, it is evident that the increase 

has mainly occurred in younger men who are at higher risk of developing germ-cell tumours 
than older men. The greatest increase was in men aged 35-44, whose rates more than doubled in 
the period between the late 1970s and the early 2000's. Temporal trends have also been 
analysed by birth cohort and show the continuous upward trend for men born since the early 
1920s in England and Wales. An earlier analysis for Scotland showed a similar pattern up to 
1960-64 and more recent data appear to show a similar pattern to England and Wales although 
based on small numbers.” Cancer Research UK3. 
 
4.2.6. In women aged 35-54 years of age, breast cancer is the most common cause of all deaths, 
accounting for 17% of all deaths. 
“Although very few cases of breast cancer occur in women in their teens or early 20s, breast 
cancer is the most commonly diagnosed cancer in women under 35. By age 35-39 almost 1,500 
women are diagnosed each year. Breast cancer incidence rates continue to increase with age, 
with the greatest rate of increase prior to the menopause; this supports a link with hormonal 
status.” Cancer Research UK 
“Black women presented, on average, 21 years younger than white women. Tumours in 
younger women were considerably more aggressive in the black population, more likely to be 
basal-like, and among women with smaller tumours, black women were more than twice as 
likely to die of their disease. There were no disparities in socioeconomic status or treatment 
received. Our findings could have major implications for the biology of breast cancer and the 
detection and treatment of the disease in black women.” Extract from Early onset of breast 
cancer in a group of British black women, British Journal of Cancer January 2008. 
 
 
4.3 ENDOCRINE DISRUPTION 
 
4.3.1 There is a huge and rapidly growing field of research into the link between endocrine 
disrupting chemicals and cancer and a number of other conditions. 
The WHO publication of 2002 quoted by the Scottish Government has been followed by an 
overwhelming amount of research on the role of EDC’s, so much so that it is difficult to 
summarise and identify the most relevant. 

                                                 
2 New England Journal of Medicine 
3 http://info.cancerresearch.uk.org/cancerstats/types/testis/incidence 

 7



PE1089/C 

Whilst we agree that most of the evidence for EDC’s comes from animal studies, we consider a 
dismissal of the link to be premature and unacceptable. 
 
4.3.2.There are many human studies, laboratory and epidemiological. One of the best known is 
the history of the synthetic oestrogenic pharmaceutical product, diethylstilboestrol (DES), and it 
is worth repeating for those who are not familiar with it. Between the 1940s and 1970, when it 
was banned, it was used to treat a very large number of women with obstetric and 
gynaecological conditions, mainly for threatened miscarriages. It turned out that there was no 
real rational for this, and tragically, it was found that clusters of rare vaginal cancers and of a 
range of reproductive abnormalities later appeared in the teenage and young adult daughters of 
the pregnant women so treated. Further research found that the sons were also affected by a 
number of reproductive abnormalities, and the mothers, then the daughters and more recently 
the granddaughters of those treated have been found to have an increased risk of breast cancer. 
This third generational effect has also been seen in animal research 
. 
4.3.3 At the same time as DES was developed, another oestrogenic pharmaceutical of very 
similar but less potent action was developed – bisphenol A (BPA). It was abandoned as a 
pharmaceutical and subsequently found useful in the production of plastics. It is still widely 
used today in many everyday products, including food containers where it leaches readily into 
food and drink. More than 90% of people tested have been found to have it in their bodies. It 
has a range of hormonal effects. 
 
4.3.4 At present, there are about 500 chemicals in use known to have some oestrogenic effect 
(some anti-oestrogenic and some anti androgenic) with the potential to act on both female and 
male reproductive function, and a growing number recognized to have a thyroid effect with the 
potential to affect growth and development and of particular concern for foetal development. 
The best source for information on these chemicals is at www.ourstolenfuture.org. 
 
4.3.5 In 2005, the WHO classified the contraceptive pill and several other synthetic 
pharmaceuticals as human carcinogens.  
 
4.3.6. We also have the evidence of the extensive studies on the association of HRT with breast 
cancer and other conditions, post the WHO paper of 2002. 
 
4.3.7. However, it is true to say that the scientific community cannot – and may never be able to 
– provide “proof” of a direct association between EDC’s and cancer in humans. Indeed it would 
be illegal and immoral to carry out the necessary experiments, although some would contend 
that this is already happening without our knowledge or our informed consent. It would also be 
impossible to find unexposed controls for such an experiment. We are all exposed.  
We therefore have to rely on the strength of the evidence. We cannot have a 100% certainty on 
such things; there is always the possibility of new information. However, we think that, 
considering the extent and nature of the possible harm that could result from toxic 
exposures, precautionary action must be taken where there is evidence. Nor should negative 
results in some studies induce complacency; no evidence of harm does not necessarily mean the 
same as evidence of no harm. Put another well-worn way: because I have never seen a black 
swan does not justify my assertion that all swans are white. 

 
4.3.8.We would also draw your attention to the following international calls for action: - 
 
The Prague Declaration on Endocrine Disruption 2005, signed by 200 international 
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scientists 
 
The Faroes Statement on Foetal Programming and Developmental Toxicity, produced at a 
conference held in the Faroe Islands in May 2007 and signed by toxicologists, paediatricians, 
epidemiologists and other experts 
 
The WHO Report on The Effects of Chemical Exposures on Children 
(www.who.int/entity/ipcs/publications/ehc/ehc237) 
 
The Paris Appeal launched and reinforced by UNESCO at conferences in Paris in 2003 and 
2006. This Appeal carries many thousands of signatories from the world scientific community. 
http://www.artac.info/
 
The US Environmental Protection Agency and the National Institute for Health and 
Environmental Sciences. A conference of 250 US scientists (oversubscribed) working in the various 
fields of Endocrine science to consider research on Endocrine Disruption and the ‘Translation of Basic 
Animal Research to Understanding Human Illness. Published in the Oct 2007 issue of ‘The 
Environmental Factor, the monthly journal of NIEHS 
 
4.4 REGULATIONS 
 
. With regard to “Exposure Issues” we acknowledge the intended purpose of the COSHH and 
other regulations to control exposures and emissions. These have undoubtedly had some 
beneficial effects. Our concern is that in the light of more recent evidence they are inadequate to 
protect workers and the public. They do not acknowledge the following: - 
 
4.4,1 Regulations are based on trials of single substances over a limited period of time, in a 
limited range of dosage and, where human volunteers are used, usually on healthy young adult, 
usually male, subjects. This does not reflect the reality of exposures  
 
4.4.2. High dose experiments do not predict low dose impacts. 
 
4.4.3 Adult disease and sensitivity to subsequent exposures can be programmed during foetal 
development. 
 
4.4.4. Exposure to mixtures of toxins is the rule. We do not know the effects of those multiple 
exposures. It is estimated that to test only 1000 of the 100,106 chemicals in use in the EU in 
combinations of three would need 166 million experiments, and working full out would take 
200 laboratories 180 years to complete! 
 
4.4.5. Exposures are repeated over our lifetime. 
 
4.4.6 There are periods and conditions of increased susceptibility – the ‘Windows of 
Vulnerability’ already referred to. In view of what we now know about foetal vulnerability, 
both females and males of reproductive age need special consideration in the workplace. 
 
4.4.7.There are no regulations for exposures in the home. Yet higher concentrations of some 
toxins have been found in the home than elsewhere. 
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4.4.8. We agree that a number of those toxins have been removed over the years. This has 
happened in a haphazard manner, and often only after a great deal of suffering and untimely 
deaths i.e. harm had to be demonstrated first before removal, rather than safety proved before 
public exposure. REACH is designed to remedy this, at least in part. 
 
4.4.9. And yes, we agree wholeheartedly with the measures so far taken on tobacco, although 
we are dismayed by the continuing increase in the sales of cigarettes and the rising incidence of 
lung cancer in women in Scotland, bucking the trend in the rest of the UK. 
We are now informed that there are several thousand chemicals in cigarette smoke. So far some 
67 have been identified as carcinogens. Of these, one at least, cotanine, is recognizable as 
specific to tobacco (there may be more). But a glance at the list, even to the untrained eye, will 
reveal that many, if not most, of these carcinogens are commonly found in many other sites in 
our environments and workplaces. We should note that action was undertaken to deal with 
smoking on the basis of the epidemiological evidence of Doll and Peto in the ‘50s. We did not 
wait to understand the mechanisms – that took several more decades. Why is there reluctance to 
take action where these same carcinogens are found in other situations?  
 
. 
4.5. OTHER RESEARCH QUOTED BY DGHW 
 
4.5.1.The role of air pollution and the measures already taken to improve air quality are 
mentioned. We are, of course, like everyone else, pleased with such measures. We have come a 
long way since the smogs of the post-war years, but we recognize that we have still a long way 
to go, particularly in the need to deal with PolyAromaticHydrocarbons, dioxins and many other 
pollutants, and the PM2.5s and smaller, even nano-particulate, matter. We concur with the 
concern for asthmatics and for those suffering from cardiovascular disease. 
 
4.5.2. We are also pleased to learn of the study on radon gas. It is well established that ionizing 
radiation is a cause of cancer. We would like to have studies such as this extended to other 
sources of radiation. 
 
4.5.3 We look forward to Dr Lesley Rushton’s research for the H&SE on Occupational 
cancers. It will add to the already large volume of research cited by OEHRG and by Richard 
Clapp et al at Massachusetts University (Lowell). 
 
4.5.4. DEFRA and H&SE are cited as Government bodies already concerned with collecting 
information and researching this topic. We could add EPA and SEPA. These bodies have 
important roles and are sources of a great deal of valuable information. However, they do not 
routinely research and record the effects on human health of the environmental and workplace 
problems they record. The follow-up to the Greenock H&SE study on the microelectronics 
industry is long in coming. H&SE has extensive regulations. In our experience often it has not 
been the lack of regulations, but the way in which they are implemented or not, that has caused 
problems. There are considerable loopholes to be filled here. 
We would support the DGHW suggestion of more Scottish input and control in these areas. 
 
4.5.5 The research paper referred to on the Health Impacts of Pollutants Emitted in Central 
Scotland was designed to deal with three common pollutants- NOx, SO2 and PM10s, and their 
short-term effects. It does not deal with long-term exposures or with malignancies. While we 
would not detract in any way from the value of this study, we do recognize that there are many 
more pollutants and conditions and many more studies to be considered. 
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4.5.6. We agree with points raised in the last paragraph of the DGHW paper. Our intention has 
never been to underestimate these aspects of health, but to add to them the major factors of 
occupational and environmental pollution, which, until now, have been largely ignored. 
 
4.5.7.The EU and the WHO have important roles both for collecting and collating data and for 
stimulating research. This research has then to be translated into appropriate action. There is a 
role in this for the major charities and research institutes. Currently they spend only a few % of 
funds on prevention, and most of that is on life-style factors. But ultimately it has to be the 
responsibility of elected Governments and of Industry. 

 
 

5 SOME SUGGESTIONS FOR ACTION BY GOVERNMENT 

As we have indicated, this issue needs a long-term strategy. We would like to take the 
opportunity to make some initial suggestions: - 
 
5.1 That a Working Group be set up under the auspices of the Minister of Public Health to advise 
Government on the measures suggested below. It should be cross party and cross departmental, the 
latter needed because this is not only a medical matter. It concerns our environment and our 
economy and is of profound ethical concern. It must include a breadth of community groups and 
individuals with the necessary expertise and with the following as an initial remit: - 
 
5.2 To take responsibility for ordering an inventory of current Scottish industrial 
chemicals use as recommended by the RCEP (2003). This will be necessary 
anyway under REACH. Action by a Scottish Working Group would expedite this.  
This information can be matched to any health studies already done and to where 
concerns have already been raised. 
5.3 To introduce a biomonitoring programme. The primary purpose of this should 
not be to inform individuals about which diseases they may or may not be at risk 
of developing in the future, but to guide government action to remove further risk; 
to try to get a better idea of the extent of contamination of Scots; to determine the 
most prevalent contaminants and so help to decide where the most urgent action 
should be taken.  Industrial chemicals found in breast milk and cord blood should 
immediately be eliminated. Such programmes are already well under way in the 
US and Sweden. We would ask a Working Group to examine the recent US Bill 
on biomonitoring now being enacted by the US Government’s Centre for 
Disease Control and Prevention. 
 
5.4 A more extensive and detailed environmental monitoring of air, food, water and 
the products we use every day and covering workplaces, homes, streets, parks and 
gardens, schools, cars. 
 
5.5 In the light of the recent scientific revelations on how carcinogens and 
hormonally active substances affect our bodies, a review should be undertaken of 
all existing legislation on the regulation of toxic substances designed to protect 
those exposed. Current regulations are outdated. 
 
5.6 Using already available knowledge to implement the Precautionary 
Principle, agreed by Governments at the Rio Conference in 1992, and which 
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says that when there is evidence of harm or potential harm to people or 
environment from a substance or process, then action should be taken to remove 
that hazard, even in the absence of definitive scientific evidence. In this case, the 
magnitude of the potential risk to human health, i.e. the development of very 
serious diseases, suffering and death, should readily evoke the Precautionary 
Principle. 
Those most at risk must have a say in this. 
5.7. Hazardous substances should be replaced with safe alternatives - the substitution principle. 
There is a growing field of research and industrial development in Green Chemistry in which 
Scotland is well suited to take part. This is not only ecologically sound; it also makes good economic 
sense. 
 
5.8. Establish and promote a Public Right to Know. This should include clearer and more 
understandable labelling of products and a programme by governments to inform the public of 
possible toxic exposures. WEN and others have been engaged in such work for many years but it 
needs to be greatly expanded, pending the removal of toxins from products and places. Already, 
many manufacturers are responding to a growing public demand for toxic free products. It makes 
good marketing sense. 
 
5.9. The Government should seriously promote organic agriculture. We are aware of the importance 
for health of good, uncontaminated, well balanced, mixed diets. This not only applies to the 
macronutrients – the balance of protein, fat, carbohydrate and vitamins and the absence of traces of 
agricultural chemicals. There is now good evidence of the role of a number of micronutrients in 
protecting us from some diseases. It is well known that intensive agriculture tends to deplete soils of 
those micronutrients. Organic farming methods tend to preserve these and so make good nutritional 
sense. 
 
510 The Government should make it mandatory that those who pollute pay the costs of the damage 
to people or planet. 
 
5.11. We would like to see similar government input into this aspect of health as have so far been 
successfully applied to the problems of tobacco. 

 
 

6. IN CONCLUSION 
 
Currently, the many aspects of health are dealt with by a plethora of organisations and individuals in 
a fragmented and largely unconnected way. We can roughly classify them as social, economic, 
occupational, environmental and personal. All are interconnected, all need to be considered, all are 
important. Yet environmental and occupational factors are vastly underestimated and neglected. 
What we are now learning about the interplay of our total environments (including our DNA) with 
our health shows us that if we are to deal with current health problems, we need a better 
understanding of the whole ecology of health. Much is already known, much is suspected, and much 
is still to be uncovered. While we may feel overwhelmed by what is already known, we are equally 
perturbed by what we don’t yet know, but we contend that more than enough is already known for 
much greater corrective action to be taken now. 
 
To paraphrase what Dr. John Peterson Myers said: while we have to study and understand all the 
BAD NEWS, there is also the GOOD NEWS that by doing so, we have the means to prevent most of 
its consequences 
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As in the case of climate change, the longer we delay action, not only will there continue to be 
unacceptable human costs, there will be economic costs that will be impossible for any Health 
Service to meet. 
Over many years, WEN and WEN (Scotland) have built a useful base of information and contacts. 
We are very glad to share this with members of the Committee in any way you think could be useful. 
 
Yours sincerely, 
 
Morag Parnell, Moira Adams, Heather Goodare, Anne Milne, Joan MacIntosh, for WEN Scotland 
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