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WENS’s Response toto  Healththe Health and Wellbeing Lletter of 5th November 2008> 

 
WENS  is far from satisfied with the response from the Directorate of Health and Wellbeing, 
and we ask for further action to be taken. We think it would be appropriate to follow the 
recommendations we have already made in our submission and we linking support  that to the 
request of Occupational and Environmental Health Research Group (OEHRG) Stirling 
University, for a Toxics Use Reduction Initiative. 

 

    WeIn his letter, Mr Palmer have been referreds back to the previous replies of the 
directorate: WENS has already responded to the points raised there and so too have several of 
the other well known, respected and prestigious respondentsrs, who clearly refuted many of 
the points raised by the Directorate. However, we are willing to repeat this because, as the 
result of the years of our studies of the scientific and medical research findings of the last half 
century and particularly of the last two/three decades, we are aware of the  need for urgent 
action on cancer prevention. We are not satisfied that the measures already taken and 
proposed for the future by the Directorate will go anywhere near what is required.   

    Paragraph 3 of Mr Palmer’s letter. First let me clear up a misconception that could arise 
from the wording of the response: that we are asking for the Government to run a cancer 
prevention “campaign”. This would be absurd. We are quite clearly asking for the 
Government to take action, which is currently missing, in order to protect the Public Health. 
of the Scottish population. 

    Para 4.The author mentions in passing only three cancers, two of which are increasing, one 
declining. We aren’t sure what this is meant to illustrate, except that over time and in 
changing conditions,, patterns of illness change. But it would help to get a clearer picture if 
we offer a few more facts from the Information and Statistics Department  (ISD). In addition 
to malignant melanoma and mesothelioma, of the ten most prevalent cancers, the following 
have increased over the 1995-2005 decade: breast by 9.1%; trachea, bronchus and lung in 
females by 3.5%; corpus uteri by 18.1%; prostate by 14%; Non Hodgkin’s Lymphoma by 
4%; and testicular by 26.1%. Of childhood cancers, ISD says, “Incidence rates of all cancers 
combined in adolescents and young adults have increased over time … … [rising from 178.3 
to 237.4 per million population between the periods 1976-1980 and 1996-2000”.  

   The slight overall reduction in cancer incidence recently reported by the ISD has been 
qualified by ISD itself as being due to an artefact occurring after the European change in 
coding of bladder cancers. 

    In Better Cancer Care, the increasing trend in cancer incidence is clearly acknowledged 
when it shows that, on present trends, the projected number of new cases for 2016 -2020 is 
35,000 per annum. The incidence in 2005 was 27,000. 

    We too are concerned by the massive increase in the incidence of asthma, as quoted.          

    We are also concerned by the increasing “epidemics” of cancers, particularly hormone 
related cancers, reproductive disorders, including infertility and pregnancy outcomes,; 
immune deficiency and auto immuneautoimmune conditions,; degenerative diseases,; obesity 
and type 2 diabetes (metabolic syndrome) and developmental and behavioural disorders.  

    There is an increasing body of research linking these illnesses to exposures to 
environmental toxins. We, and others, have given provided many references for thisto support 
this work. 

    Para 5. This paragraph is confusing and contradictory. The first sentence is comparing risk 
in a population at two different points in time. As the population structure will have changed, 
we might expect to find different figures for the risk at one particular age.                 



    This tells us nothing about the total number of people getting the disease at a particular 
time, and therefore about the resources that will be needed from Government and health 
professionals to deal with it.  

    The next two phrases are completely contradictory. They say, “ because cancer is a disease 
of old age means that the number of people being diagnosed with cancer has increased.” 
What it then goes on to say is incomprehensible: “The assertion in the petition that there is 
a rising incidence of cancer… is therefore not accurate”!   

Cancer Research UK informs us that the lifetime risk for cancer in the UK has risen from 
about 33% of the population (1 in 3), to 40%  (1 in 2.5). 

    The question of age is again raised. Professor Vyvyan Howard has very ably dealt with this 
in his response to the Petitions Committee. In summary: if there is a growing number of 
people in a particular group, e.g. the aged, there will be, by simple arithmetic, more cases of 
cancer in it. If you live longer you will have been exposed to a greater number of toxins and 
for longer. As cancer can take many years to develop, living longer will favour cancer 
development. As many old people suffer other conditions they will be a more vulnerable 
group.  

In spite of an ageing population, the age of onset for many cancers has either stabilised or is 
decreasing. (See Professor Howard’s paper). . 

It is also well documented that there has been an increase in cancer in all age groups. 

 

    It is clear therefore that age per se cannot be seen as carcinogenic but provides a 
context that favours the action of carcinogens.  

    The way that this has been dealt with by the Directorate for Health and Wellbeing raises 
some concern. While we hope that this it is not the case, it could be interpreted as having a 
hidden sub-text that says something like the following: Ageing is a natural process, therefore 
getting cancer, even if not natural, is to be expected and is inevitable. Therefore there is little 
to be so concerned about in or to be done about, rising incidence rates. Some might even 
think of this inas terms bordering on ageism. That would surely be unthinkable and 
unacceptable, and is non-sense. 

    Para 7 We heartily agree with the references to inequality and its role as a determinant of 
ill health. This was firmly put on the agenda in 1979 with the publication of the Black Report 
and much else since. 

We are dismayed to see the misconception about a “campaign” repeated here. 

We also agree wholeheartedly with taking action based on evidence. That is exactly what we 
are asking government to do. The problem is that so much of the evidence is being 
overlooked or even denied. The emphasis by government and their advisers is almost 
exclusively on life-style choices.  

    We certainly acknowledge the need to deal with lifestyle factors. The problem is that these 
factors are far from the whole story -  -between less than 50% to about 30%, according to 
various sources. We want government to show the same concern for the missing more than 
missing more than 50%. to 70%, for whom lifestyle factors have notcannot be said to have 
causedontributed to their cancers. 
. 
    We do not agree with the implications in  “ … that the legislation is currently in place for 
the control of environmental and occupational hazards…” ” and that it is ‘fit for purpose’. It 
is clear that even the existing regulations regulations, that which are deemed to protect us, are 
not adequately policed and there are frequent and major breaches that put the public health at 
risk.  



   In addition, and most importantly, we are deeply concerned that the bodies that 
advises our Government has have such a limited approach and say little or  nothing 
about the following, now well established, :findings: 

 
The huge extent of Hhumans are exposure exposed to a huge number of environmental 
and occupational toxins. There are about 100,000 chemical substances in commercial use in 
the EU. About 1000 new ones are developed every year. The vast majority of these have not 
had adequate toxicology assessments for their effects on human health. Some are naturally 
occurring, e.g. the heavy metals, radon gas and some plants and viruses, but the vast majority 
are synthetic. They are derived from fossil fuels, particularly petroleum, and most did not 
exist before WW2. It is well known from a vast amount of research that among them are 
hundreds of carcinogens, hundreds of hormonally active substances that can interfere with our 
own natural hormone systems, and reproductive, neurological and developmental toxins. Lists 
and properties of these are freely available on many official sites, e.g. of the US government, 
the World Health Organisation’s cancer department - , the International Agency for Research 
on Cancer, and the Scottish Environmental Protection Agency. 
 
Recent work by toxicologists, medical physicists, biologists, epidemiologists and 
microbiologists showing the effects of low-dose exposures has been one of the most 
important developments of recent years. It is now well established that for chemical and 
radioactive carcinogens and eEndocrine dDisrupting cChemicals, and possibly for other 
toxins, there is no safe dose (no threshold below which there is no effect) and that the effects 
of low doses cannot be predicted from the known effects of high doses. Previously we 
believed that the effect of toxins was directly proportional to the size of the dose and that 
there was a cut- off point below which there was no adverse effect - the so called ‘safe’ or 
‘permissible’ or ‘normal’ exposure dose. It has now been shown that this is not so. 
This is of vital importance for deciding on regulations for “permitted” levels of occupational 
exposures and emissions to the environment. It makes the current regulations very much 
out of date. 
 
That these industrial chemicals get into our bodies is well established. There have been 
many bio-monitoring studies. All have isolated toxic chemicals in the tissues and body fluids, 
including the  breast milk, of humans and animals. One of the largest studies was in the US, 
in which they tested for more than 400 chemicals - - still a small proportion of the total to 
which we are exposed. They found an average of 287. This included carcinogens, endocrine 
disruptors, neurotoxins, developmentaland developmental and neurological toxins. This was 
in the umbilical cord blood of newborns! The US Government Centre for Disease Control and 
Prevention (CDC) is currently carrying out an extensive biomonitoring programme. 
 
The new findings on the importance of the timing of exposures must be taken into 
account. It is now recognised that there are “windows of vulnerability”. These are during 
periods of rapid cell division in foetal development, during childhood, and at puberty, and in 
the presence of other debilitating disease and in old age. This occurs by a number of 
mechanisms, including damage to DNA sequences or havingby  an epigenetic effect that 
alters gene expression. When the timing is during foetal development, it has been shown 
that it can set the conditions not only for foetal and childhood abnormalities but for a range of 
future adult diseases, including cancers. 
 
The effect of multiple- (a cocktail of) exposures is currently ignored. Testing and 
regulation is carried out for single substances, over short periods of time, for a limited range 
of doses, and usually, on if on humans, on healthy,  mainly male, volunteers. This is far from 
the way we encounter these toxins in real life situations. There has been some, but very 
limited, research into multiple exposures. The results we do have are disturbing. Some of the 
effects were found to be synergistic - the combined effect of several toxins together was 



greater than the sum of each separately. One calculation estimate on of the near impossibility 
of dealing with this has been calculated thus: to take 1,000 of the 100,000 chemicals and test 
in groups of three and only at one dosage, would need several million experiments, and with 
all our labs running full tilt for 24 hours per day, would take 180 years!  
 
Exposures are repeated over a lifetime. The last comments apply to this. In addition, we 
know that many toxins are lipophillic, i.e. they have an affinity for fat. This means they can 
be stored in body fat and so can accumulate over time. They can be released and affect our 
bodies at any time. They do the same in other animals. Toxins become more and more 
concentrated as they move up the food chain. We are at the top of the chain!  
 
The nature of particular vulnerable groups has been referred to above. It is important to 
understand this when age itself is claimed to be the “cause” of the increased incidence of 
cancer. in older people. 
The importance (and even with its shortcomings) of the new European REACH 
legislation, to which all EU Governmnments are obliged to respond, has not provoked any 
comment from Health and Wellbeing..  

    Para 9 We find Environment and Health in Scotland-a New Approach a fascinating paper. 
It is full of good ideas. It integrates many aspects of our wider environment- physical 
planning and the built environment,; use of natural features, levels of amenity and the need 
for pleasing surroundings; , good social conditions serving peoples’ needs,; and the 
elimination of inequality and discrimination. (A recent finalist in the Architectural Awards 
included one such imaginative development). It also includes good air quality. We agree that 
all these measures are essential to good physical and mental health.  

    However, if this kind of good development is downwind of a polluting installation and if 
all the inhabitants are exposed at work and in their daily lives to toxic chemicals and and/or to 
ionising and EM radiation, the benefits of such a development would be negated, just as 
surely as they would be they would be if all their inhabitants smoked and drank to excess. 

 

Every illness is the result of a multitude of factors, and we would do well to take a 
comprehensive view of these.     There is much missing from current policies to improve 
Public Health and to deal with the growing number of people getting and living with cancer 
and other chronic diseases. All we are asking for is recognition of what is now known about 
the chemistry/physics/biology of the effects of a huge number of alien substances to which we 
are all exposed and which are not required for and are damaging to our living processes. 
These must be removed from our environment. 

  

    Doing this makes good sense. It will prevent many untimely deaths and much suffering. It 
will also save a great deal of money. 

 
. 
 


