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THE GRIM REALITY

“Everything I have inmy life is due to (my employer) Saint-
Gobain including my lung cancer.”

Asbestos cancer victim, Sebastido Aparecido Alves da Silva, Brazil

T used to be am athlete once, nourg"lwmmdkw ldtdefmter
or climb a ﬁwﬂgﬁt; zf:tou'r;, I am breathless. I can't even run
& fawpaw

Asbestosis sufferer, Ravindra Ganpat Mohite, India

“The pain is very strong, it [is] right through my chest and
batwaen/m}/ shoulders. Ifeeéltkemempty vessel which does
not have lomﬁ: and a heart inside.”

Asbestos sufferer, Lenora Lands, South Africa

I loved, my fat/wr, but I hate asbestos.”

Ms. Kazumi Yoshizaki, daughter of Japanese mesothelioma victim

“I hawve lost my fatker, mother and one brother to asbestos
cancer; oft/w vest ofowfaméé/, one brother is éuttld@
mesothelioma and T WWMW% My other two
brothers appear; Sfor the time being, free of any sign zy‘a/fbartof—
related, disease but the sword of Damocles W( over us all.”

Eric Jonckheere, family member, Belgium

My husband, Alan paid the ultimate price for his exposure to

asbestos — his life. One life lost to an asbestos-caused disease is
tragic; hundreds oft/wmam{,f of lives lost is umconscionable.”
Mrs. Linda Reinstein, U.S.

“Asbestos diseases and asbestos cancers claim hundreds
ofthomm zy‘lz’va m/b}/ea//. Thq are not legal
tnconveniences, political obstacles or ﬂm&m& statement
entries. T/W ave death and suffering incarnate.”

Dr. Michael R. Harbut, U.S.

I started with 25 (fellow workers). There’s two of us left, the
others are dead with asbestos. The graveyard, is full of my
(trade union) members. I have a black tie I constantly wear,

attemlmﬁ fwwmé: ofubatof cases.”

UK asbestos worker and trade unionist Joe Cowell



PREFACE RAVINDRA GANPAT MOHITE

workforce of Hindustan Ferodo’s

Ghatkopar factory in the north of
Mumbai (1973). | worked there for 33
years until 2006, when the factory,
now called Hindustan Composites
Limited (HCL), was closed down and
workers were compelled to take early
retirement under a voluntary retire-
ment scheme.

My brother used to work for HCL
and suggested that | get a job at the
factory. | did not have any idea of
the factory or what it manufactured.
When | started, | was given the job
of maintaining the machinery in

the asbestos textile manufacturing
section. There were two machines
with 116 spindles and my job was to
ensure that these machines oper-
ated smoothly. Our section produced
yarns of polyester interweaved with
asbestos fibers for making fire resist-
ant textiles.

Iwas 21years old when | joined the

When | started work at the factory,
neither | nor my colleagues knew
anything about asbestos or its
health effects. But during the course
of our work, we noticed warning
labels about dangers on drums and
bags. Company officials did not tell
us anything about the dangers of
asbestos or the safety measures we
needed to protect ourselves from
hazardous exposures. It was only in
2004, 31years after | started working
with asbestos, that | came to know
about the health impact of asbestos,
through an initiative of our Union

and a health check-up at the factory
gate by members of the Occupational
Health and Safety Centre. The factory
management never told us anything.
There were periodic health check-ups
conducted by the company, which
were done frequently earlier, but later
infrequently. No data or diagnosis
reports were ever shared with us. The
company doctors looked at our health
reports and X-rays 6-7 months after
the check-ups or tests were done and
never told us anything.

Although we were not told about the
harm of asbestos, we were some-
times given cotton masks to wear.
There was no air suction machine fit-
ted in the production unit to remove
dust. Our workplace used to be very
dusty and workers were always cov-
ered with a layer of white dust. Now

I know that many of us were exposed
to dangerous levels of ashestos fibers
while working in the factory due to
poor working conditions. | know of at
least 20 of my co-workers who died in
their 50s. One of my colleagues died
of cancer; he was in his 40s. There
are two more that are now battling
with throat and lung cancer. | used to
be an athlete once, now if | even walk
a little faster or climb a few flights of
stairs, | am breathless. | can’t even
run a few paces. | was diagnosed with
ashestosis during the 2004 factory
gate medical check-up.

Neither HCL nor the government has
done anything to help the injured
workers who were exposed to asbes-

tos. While the company flatly denies
the occurrence of such exposure,

the Government has never stepped
in to do anything beneficial for the
workers. Moreover, a case filed by
our Union on behalf of 36 exposed
workers in 2005 in the Court is being
indefinitely delayed and in the last
three years only 7 to 8 workers have
been cross examined.

| took voluntary retirement in 2006
after fighting the company’s illegal
closure of the Ghatkopar factory. |
have a family of four to support. The
money | got through voluntary retire-
ment is my only source of income.



PREFACE MANCABHAI N. PATEL

tricity Corporation (now known as

Torrent Power) as a casual worker.
I was given a job as helper in the
boiler room of the company.

In 1965, | joined Ahmedabad Elec-

I am an illiterate person. | come from
Chandkheda, a small village near
Gandhinagar. | was 25 years old
when | came to Ahmedabad city look-
ing for work. We had a large family
and needed to support them. So |
took the first job I got.

My job was to assist the skilled ma-
sons in the boiler room who did the
insulation work on boilers. We used
to remove or add the white insulation
material packed around the boilers.
There were 10-15 casual workers
working with me in this section. In
1980, | was given permanent job
status in the factory.

When | joined the company, | and
my co-workers had no knowledge of
asbestos or its effect. No one ever
told us anything about it. Certainly
the company did not. The only thing
we knew was our factory generated
electricity from coal. In fact, we used
to casually handle the “white mate-
rial.” Due to poor maintenance in
many places the insulation lining was
exposed. We used to playfully throw
handfuls of this “white material” at
our co-workers.

The company never gave us any train-
ing for safety or protection. And as a
casual worker, you cannot even ask
for anything, your job is very insecure.
Casual workers are treated very badly,

given low wages and the most dan-
gerous kinds of jobs in factories. They
are not allowed to even unionize.

For the first 15 years of my job in the
factory, while I was a casual worker,

| did not get the benefit of medical
check-ups that the company con-
ducted every 2-3 years for permanent
workers. After | became a permanent
worker, there were medical check-ups
done, but I and my colleagues never
knew what the company doctors did
with our reports or what were the
findings. In 1990, | started developing
breathing problems. I could not lift
heavy objects, working, walking, talk-
ing everything became a problem.
Every breath | took was painful. The
company did a health check-up and
said | was fine, there was no problem
with me. Then why can’t | breathe
properly, why does it hurt so much? |
did not understand.

| went to Raghunathbhai Manwar,

a trade union representative in our
factory, who took me to see a retired
doctor, Dr. Arthur C. Clarke. They told
me about asbestos and its effect on
workers who get exposed to it. Dr.
Clarke helped me to get a proper
diagnosis of my medical condition;
he also did health check-ups of my
co-workers. Raghunathbhai helped
to identify other workers in a similar
situation. We learned we had a dis-
ease called “asbestosis.” We did not
know what it was, but understood
that we have got this disease because
of that “white material” we worked

with. Finally, in 1995 | had to quit
work in the boiler room due to my
failing health and started working in
the office on menial jobs.

In 1996, a lawyer named Rani Advani
from the Consumer Education and
Research Centre helped 8 of us, who
were diagnosed with asbestosis,

file a case in Gujarat High Court for
compensation. The Court ordered the
National Institute of Occupational
Health to examine us. Two of the
workers died before the NIOH could
examine them. Two of us were diag-
nosed with ashestosis by the NIOH.
While the High Court kept deliberat-
ing our case, my colleague Kishan
Goplani died. The court ordered an
interim compensation of Rs10,000
(USS$ 250) be paid to me in 1997.

Meanwhile my failing health, need
for medical attention and on top of
that my inability to do any work was
putting a lot of burden on my family.
They threw me out of my own house.
So | started begging near Ramiji
Temple to support myself. From an
able-bodied worker, | was reduced to
an infirm old man.

In February 2008, | received
Rs160,000 (US $4000) from the
company as an out-of- court settle-
ment. | guess | was lucky to get this
money. But many of my co-workers,
at least 15-20 of them, who were
with me in the boiler room, were not.
They died quietly, painfully and in
penury.




Laurie-Kazan Allen,
IBAS Coordinator; email:
laurie @Ikaz.demon.co.uk

"while the machines
were in operation
the dust would fly
and at the moment
they were stopped,
they would sweep
out the dust and
collect it to one side,
with their hand... the
naked hand. Just be
swept up.”

Mumbai factory
worker

INTRODUCTION LAURIE KAZAN-ALLEN

" istorically the burden of industrial pollution has
Hreached the developing world much faster than
the fruits of industrial growth,” writes Dr. Sanjay
Chaturvedi. This statement is well illustrated by the evolu-
tion of the asbestos industry in India. In the frantic rush for
economic development, there has been a pervasive lack of
concern for the health of workers and the contamination
of the environment. Sacrificing the lives of the few for the
“good” of the many, the Indian Government has knowingly
colluded in this sad state of affairs.

“It cannot be disputed that no development is possible
without some adverse effect on the ecology and environ-
ment ... The comparative hardships have to be balanced
and the convenience and benefit to a larger section of
the people has to get primacy over comparatively lesser
hardship.”

Elected representatives and civil servants have been encour-
agedtoturn ablind eye to “Dickensian” working conditions
thereby exposing generations of workers to the debilitating
and deadly diseases caused by asbestos.?

Research conducted for this monograph has revealed that
between 1960-2006, 4.8 million tonnes of asbestos were
used in India;? although data is unavailable for 2007-2008,
based on figures from 2006, it is not unreasonable to es-
timate that cumulative asbestos consumption in India be-
tween 1960-2008 will top 5.5 million tonnes.* As there is
no safe level of exposure to ashestos and as even minimal
precautions have been lacking, phenomenal numbers of
workers have received hazardous exposures. The fallout from
India’s ashestos mining and processing will be measured in
lives lost, communities blighted and infrastructure contami-
nated. National and state governments in India maintain a
stony silence on the collateral damage caused by the wide-
spread use of asbestos; virtually nothing has been done to
quantify the effects of environmental pollution in the wider
community. The objective of this monograph is to give the
people working on these issues the opportunity to present
the evidence they have collected; the papers which follow
constitute a damning indictment of a government that has
prioritized the interests of the corporate sector above all else.

Decades of Economic Growth and Hazardous Exposures

Things could have been very different. India’s commercial
exploitation of asbestos began in earnest in the 1970s.
Over the next 30 years, national usage grew by nearly
300%. That this industry was allowed to flourish at a time
when the occupational, environmental and domestic haz-
ards of ashestos exposure were firmly established is scan-
dalous; that the Government of India made no attempt to
track the health effects of asbestos use on at-risk workers is
unforgivable. Companies like Turner & Newall, Hindustan
Composites, Visaka Industries, Eternit Everest, Hyderabad
Industries, Utkal Asbestos, Ramco Industries and others

have profited from the manufacture of ashestos-containing
products in India. As the authors of the prefaces which pre-
cede the introduction point out, employers did not inform
their workforces of the nature of the raw material they
were handling; neither did they provide protective clothing
or equipment. The situation in asbestos textile manufac-
turing is described as follows by Ravindra Ganpat Mohite:
“company officials did not tell us anything about the dan-
gers of asbestos or safety measures that we need to take to
protect ourselves from exposure.”

In the power stations things were no better according to
Mangabhai N Patel:

“When | joined the company, | and my co-workers had no
knowledge of ashestos or its effect. No one ever told us any-
thing about it. Certainly the company did not... The company
never gave us any training for safety or protection.”

Despite the reassurances of industry stakeholders that as-
bestos is being used “safely under controlled conditions,”
living with asbestos in India is a “dangerous existence” ac-
cording to the paper by Anup Srivastava and Vipul Pandya;
these authors highlight the risks to “millions of construc-
tion workers who may be exposed during maintenance,
renovation and demolition activities in buildings that con-
tain ashestos.” P. Madhavan’s graphic photographs con-
firm that hazardous conditions continue in today’s work-
places while Nick Clarke’s discussion of the fallout from
the increasing use of asbestos-cement roofing material in
India leaves the reader in little doubt as to the capacity this
material has to liberate fibers in domestic settings, espe-
cially urban slums.

The Indian Government has been guilty of malign neglect
in its failure to act on the asbestos hazard. Long after the
health consequences of occupational exposure were known,
asbestos dust counts of up to 15f/cc were recorded at Hin-
dustan Ferodo, a British-owned company that produced
ashestos textiles, jointings, millboard and brake linings in
Mumbai (1978). Footage of this factory which appeared
in a landmark television documentary showed clouds of
asbestos dust emanating from the plant “contaminating
the streets and railway tracks around the factory.” A factory
worker described extremely dusty conditions in the carding
department: “while the machines were in operation the
dust would fly and at the moment they were stopped, they
would sweep out the dust and collect it to one side, with
their hand... the naked hand. Just be swept up.”

In the “golden corridor” of Gujarat State, occupational ex-
posure to asbestos has been a routine occurrence for dec-
ades in a multitude of industrial sectors: power generation,
ship-breaking, production of cement, insulation, chemicals,
pharmaceuticals, friction materials and safety equipment.
Examples of ignorance and superstition emanating from
this situation are legendary such as the comment by one
Chief Inspector of Factories who said that workers in Gu-



jarat were immune to asbestos: “Had it not been so,” he
said “large numbers of workers in Gujarat would have died
of asbestos looking at the poor work conditions in Gujarat.”
State officials believe that Gujarat residents receive divine
protection: “God is here in Gujarat... (if workers and indus-
try) believe in God, trust in God and work with God, then
production, health and safety would be in a good condi-
tion.” In her paper "Monitoring" Environmental Pollution and
Asbestos Exposure in Gujarat, Dr. Linda Waldman explains:

“Having spirituality means that, even if unsafe conditions
prevail, the workers will be ‘well aware’ and accidents will
not happen. Telepathy and sensors in their bodies will en-
able workers to guess that something is going to happen
and to take preventative action. Following this line, some
State doctors argue that the majority of illness is psycho-
somatic and stems from the stressful conditions workers
experience. But if they can achieve a mental balance and
supreme energy from their spirituality, then they will be in
a much better position to deal with this. Termed ‘Disas-
ter Management with a new and unique approach,’ this
approach means that workers are themselves to blame
for their illness and therefore should seek compensation
through their beliefs and increased religious piety.”

If one were to subscribe to the religious technique of disas-

ter management as described previously, then faith must
be lacking in the country’s ship-breaking yards as asbesto-
sis is rife amongst the workforce, many of whom “are mi-
grant and casual workers driven by poverty to the Alang
yards.” India has attracted widespread condemnation for
its willingness to import hazardous waste contained on
board redundant ships, such as the Blue Lady and the Riky.
By doing so, they not only expose ship-breaking workers
and their families to a cocktail of toxins including asbestos,
PCBs and radioactive waste, but also jeopardize the health
of local people such as the 30,000 villagers in Gujarat’s
Bhavnagar district who have the misfortune to live in close
proximity to Alang.

Miners and workers from asbestos processing units and fac-
tories in Rajasthan and Maharashtra have elevated levels of
ashestosis and obstructive lung disease from occupational
ashestos exposures. As described in the paper Health Haz-
ards Due to Asbestos Exposure in India, Dr. Qumar Rahman
observed the use of obsolete technologies, a total lack of
protective clothing or equipment, poor housekeeping prac-
tices and “little concept of the proper disposal of asbestos
waste” at workplaces she inspected whilst conducting a
survey for the Central Pollution Control Board.

Medical Failures: Ignorance Compounded by Bias

India’s medical community has not covered itself in glory
in its treatment of patients with asbestos-related disease.
According to Dr. Murlidhar:

"

Occupational Health” is taught as part of the much-ma-
ligned subject of Community Medicine, and students rarely
have access to standard ILO radiological plates, mandatory
for asbestosis diagnosis, even in the top medical colleges...
there is no postgraduate degree on occupational health
available at any of the major medical colleges... Conse-
quently, even a first-ranking radiology physician, lacking
the expertise to diagnose asbestosis unambiguously, may

be compelled to certify an X-ray as normal when it is not.”

In Gujarat this certainly happens, as shown by a case re-
ported by Jagdish Patel in his paper The Struggle against
Asbestos-Related Diseases in Gujarat. Workers with suspect-
ed ashestosis were adjudged to be able-bodied by the Em-
ployees State Insurance Corporation (ESIC),” a contributory
health insurance scheme tasked with treating and compen-
sating injured workers. When asked by the Supreme Court
to clarify the criterion used to arrive at this finding, an ESIC
spokesman explained “that since they had neither exper-
tise nor any equipment to diagnose asbestosis, they issued
‘fit to work’ certifications.” The failure of medical profes-
sionals to issue ashestos-related diagnoses, which con-
stitutes a major roadblock to victims’ attempts to obtain
compensation from negligent employers, is due to multiple
factors including class bias and pressure from industry and/
or government to downplay the incidence of occupational
illnesses by misdiagnosing asbestos-related diseases as tu-
berculosis or bronchitis.®

Company screening programs consisting of periodic X-
raying of selected parts of the workforce did nothing to
safequard workers’ health. Test results and health reports
were nearly always withheld from workers. As far as one
employer was concerned (Turner & Newall), the results of
the X-rays were considered “the property of the manage-
ment.” In his paper, Dr. Tweedale relates the story of one
Indian chest physician who:

“recalled reviewing Hindustan Ferodo films in the late
1980s and found that up to nearly a third had lung dam-
age consistent with asbestos exposure. When he tried

to take it up with the company he was told his diagnoses
were wrong. It was reported that court action against the
company had been totally ineffectual.”

Discussions with workers from the Hindustan Composites
factory were reported by Dr. Rakhal Gaitonde and Madhu-
mita Dutta who confirmed the futility of corporate medical
check-ups:

“chest X-rays and medical examinations were performed
every year, they (workers) were never told of the signifi-
cance of these procedures, nor were they given any results.
They told us that in the early days (1960s and 1970s) chest
X-rays were done even every six months and for every

one without fail, but as time went by especially after the
1990s, the whole system became haphazard; if you were
not present on the given day you might go without an
X-ray for the entire year. It seems that the company was
providing the X-ray facility to satisfy bureaucratic demands
- not out of any genuine concern for the workers” health.”

So much for in-house corporate healthcare at asbestos fac-
tories.

Information Black Hole: No One Knows, No One Cares

It is hard to believe that in a country with such a sophis-
ticated judicial system, where public interest litigation to
establish the rights of asbestos workers can be brought
before the Supreme Court, the lack of data on ashestos-
related diseases can be anything other then intentional.
As Dr. Sudhakar Kamat reports in his paper Asbestos-Re-
lated Disease in India:




"The question of
health does not
appear to be a
concern in some
countries where life
expectancy is only
35... most people die
by age 35 of other
causes than old age
or of a cancer that
takes 35 or 40 years
to grow."

President of the (Canadian)
National Asbestos Society
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“Although mesothelioma and ashestos-related lung cancer
are recognized around the world, in India neither one of
these diseases is commonly reported. This is not surprising
as in India, cancer is not a notifiable disease. While there
are some regional cancer registries, poor data collection
and inadequate death certificate registration combined
with other factors result in a spectacular underestimate of
asbestos-related cancer. According to data from regional
cancer registries in India, between the years of 1993-1997
there were a total of 56 mesotheliomas.”

As there is a powerful interaction between exposure to as-
bestos and cigarette smoking in the causation of asbestos-
related lung cancer and as there are 120 million smokers
in India, the continued use of ashestos, an acknowledged
carcinogen, is no doubt contributing to a massive loss of
life in India.’

In his discussion about The Difficulties in the Diagnosis of
Asbestosis in India, Dr. V. Murlidhar points out that:

“Like many chronic occupational diseases asbestosis exists
in a climate of uncertainty, concerning exposure controls,
diagnoses and assessment of disability. Exposure limits
and disability assessments are often influenced by socio-
political factors, while reliable diagnoses depend on access
to suitable diagnostic tools and appropriate training of
clinicians. There is frequently uncertainty about the precise
source of asbestos exposure, and about the nature and
speed of the disease processes — despite the public percep-
tion that medicine is an exact science. This uncertainty is
compounded by the lack of a clear requlatory framework
and the lack of understanding among concerned parties
about the limited legal regulations.”

If those who contract these diseases are not counted, does
their suffering count? Does anyone care about them or the
bereaved families they leave behind? That former employ-
ers don't care can be surmised by their failure to pay com-
pensation; that the government doesn't care is evinced by
its failure to even acknowledge their existence.

Compensation Process: Too Little, Too Late!

Despite High Court rulings, Supreme Court orders, grass-
roots campaigning and detailed legislation, obtaining
compensation for an asbestos-related disease in India re-
quires the stamina of an Olympic athlete and the patience
of a saint; qualities lacked by people experiencing short-
ness of breath and severe pain on a daily basis. Overcoming
the formidable hurdles to obtaining an accurate diagnosis
however is child’s play compared to surmounting the barri-
ers blocking access to compensation. Successful claimants
are few and far between; those who manage to navigate
their way through the system receive paltry sums:

@ Rs 10,000 (then around $800) in 1984 for the death
of Sri Dhiraj Sonaji, a worker in an asbestos-cement
factory;

@ Rs 170,000 ($4,250) paid by instalments of Rs 10,000
in 1997 and Rs 160,000 in 2008 to Mangabhai Patel, a
former power plant worker incapacitated by asbestosis;

@ Rs 150,000 (then $4170) in 1996 to the daughter
of the late Kishan Goplani, who had worked at the
Ahmedabad Electricity Company.

In Gujarat, the ESIC has compensated eight individuals
for asbestos-related disease, all of whom were workers
at Digvijay Cement; not one claim for these diseases has
been paid out in Gujarat under the Workmen’s Compen-
sation Act. The intransigence of asbestos companies when
it comes to compensating those they have injured is well
known. The Manager of the Ghatkopar plant of Hindustan
Composites wrote to a trade unionist:

“the conclusions drawn by you, that workmen listed are
affected by asbestosis are far fetched, not supported by
sound medical inferences and are with certain motives....
The company has qualified Medical Practitioners for
regular check ups and maintains the records as per the
rules and regulations as laid down by the Directorate of
Industrial Safety & Health.”

The Fix is In: Industry Control of the
National Asbestos Debate

The economic interests of India’s asbestos industry are fur-
thered by strategies well-honed by international tobacco
companies, including the use of industry propaganda, the
commissioning of junk science masquerading as “scientific
research” and personal and professional attacks on critics.
It is ironic that even as big tobacco provides a role model
for asbestos moguls, the synergistic effect of combining
tobacco and asbestos is condemning many Indians to an
early grave. A sustained and nationwide disinformation
campaign designed to protect the asbestos sector from
adverse publicity and unwelcome requlation has been
ongoing for decades. Turner & Newall, the British-owned
company which “led the way” in opening up ashestos
markets in India, drew on its experience at home to advise
company officials in Mumbai (1937) not to introduce dust
control in the factory as to do so might create suspicions:
“once the word gets around that ashestos is a dangerous
occupation, it may seriously affect our labor force at some
future date.”® As in the UK, Turner & Newall executives lied
to factory inspectors in order to “avoid tiresome requlations
and the introduction of dangerous occupation talk.” The
depth of concern asbestos executives had for their workers
is revealed in a statement made by T&N's Chairman Ralph
Bateman in 1971:

“in many of these (developing) countries the life expectan-
cy is so low... that the question of the very, very small risk
of mesothelioma that may exist in exposure to asbestos in
some situations, is totally outweighed by the contribution
that asbestos pipe and other products can make...”

Canadian asbestos exporters to India agreed that the risks
to Indian workers could be ignored. In 1982, Daniel Perl-
stein, President of the (Canadian) National Asbestos Soci-
ety (Société Nationale de ‘Amiante) said:

“The question of health does not appear to be a concern
in some countries where life expectancy is only 35... most
people die by age 35 of other causes than old age or of a
cancer that takes 35 or 40 years to grow.”

The well-resourced and unfettered public relations cam-
paign mounted in India by asbestos stakeholders has
provided fruitful material for several authors in this mono-
graph:



@ Dr. Sanjay Chaturvedi describes a 2003-2004 media blitz-
krieg by the asbestos lobby which included special supple-
ments, “news stories,” full page features and advertise-
ments in magazines and national newspapers such as
The Indian Express exonerating chrysotile asbestos;

# Madhumita Dutta presents a detailed analysis of
current attempts by industry to sabotage government
research into the health effects of exposure to asbestos;
she categorizes the continuing use of ashestos in India
as a “Crime Against Humanity”;

@ Dr. Richard Lemen deconstructs current global asbestos
propaganda initiatives describing them as “smoke
and mirrors... illusion and confusion but not fact”; he
dissects the epidemiological and scientific flaws in the
ongoing attempt in India to “whitewash the effects of
chrysotile ashestos,” citing factual errors, inappropri-
ate methodologies, incorrect sampling techniques and
unrepresentative cohorts.

Betrayal of Civil Society by the
Political-Industrial Establishment

In developed countries, you can’t even give ashestos away
nowadays; there are laws which prevent society’s use of this
poisonous substance.® To absorb the fall in global demand
for chrysotile, asbestos pushers have aggressively targeted
consumers in countries with booming economies and lax
health and safety regulations. They found a ready market
in India as well as ruthless entrepreneurs willing to exploit
a substance regardless of the potential harm it poses.

India’s asbestos lobby, coordinated by the Asbestos Infor-
mation Centre (AIC) and the Asbestos Cement Products
Manufacturing Association, has plenty of money to throw
around; business is, after all, booming as evinced by a
steady increase in national chrysotile consumption. Work-
ing with stakeholders at home and abroad, asbestos events
are planned and initiatives are mounted to convince Indian
officials and consumers that chrysotile is indispensable;
the fact that safer alternatives are available, as discussed
in Nick Clarke’s paper: Potential Health Hazards of Asbestos
Cement Roofing for India’s Poor, is consistently denied by
vested interests. Links between Indian asbestos trade asso-
ciations and their international counterparts were uncov-
ered by Canadian emails and briefing documents obtained
in 2002 by researcher Ken Rubin under the Canadian Ac-
cess to Information Act:

“Over the past decade, the (Canadian) Asbestos Institute in
cooperation with the Indian Asbestos Information Center
(AIC), a member of the Asbestos International Associa-
tion which represents the interests of the asbestos industry
worldwide, has been very active in promoting and ensuring
the safe use of chrysotile asbestos in India.”™

The “Rubin dossier” contains details of a meeting between
Brigadier Sethi of the AIC and Martin Barratt, Second Sec-
retary (Commercial) of the Canadian High Commission in
India in New Delhi on October 8, 2002:

“I met with Brig. Sethi of the Ashestos Information Centre
this afternoon. We discussed AIC participation in the work-
shop on November 11 or a separate get together on Novem-

ber 12. Do you have any further information on whether
Mine Jeffrey or LAB (Canadian ashestos mining companies)
are participating in this mission? The AIC membership is
meeting this Friday (Oct. 11) and Sethi will gauge interest in
setting up one on one meetings for the 12%. | also advised
him that some of the delegation will be in Hyderabad or
Kolkata and he will inform me of interest in those cities as
well.?

The Canadian files document steps taken by Canadian chry-
sotile suppliers to influence India’s ashestos debate:

“Since the Indian market is well known by LAB and the cli-
ent base well established, these dinners are not expected
to result in additional business. What is essential at this
time is to ensure continued market access for chrysotile as-
bestos. As you know, the Indian iron and steel industry as
(sic) been undermining the continued use of chrysotile as-
bestos cement products in the wake of the European asbes-
tos ban. The (Canadian) Minister’s presence in India gives
us the opportunity to reinforce the Indian government’s re-
solve to pursue the controlled-use of chrysotile ashestos.”*

Canadian enthusiasm for cultivating a close relationship
with allies in India is easily explained:

1



“In 2005, Canadian
chrysotile ashestos
exports to India were
worth $30.3 million
and represented 33%
of Canada's ashestos
exports.”
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“After remaining in second place for a number of years,
India overtook Japan to become Canada’s most important
chrysotile asbestos export destination in 2001. These
exports were valued at $30 million and represented 20%
of Canada’s ashestos shipments.”*

In 2005, Canadian chrysotile asbestos exports to India
were worth $30.3 million and represented 33% of Canada’s
asbestos exports; Thailand, Canada’s second biggest cus-
tomer, only accounted for 13% of sales. UN trade figures for
2006 show a 90% increase in Canadian chrysotile exports
to India, making it India’s second largest supplier, after
Russia.

Out of Step with the Global Consensus on Ashestos

Contrary to the pro-asbestos Indian Government which has
lowered import duty and eased trading restrictions on as-
bestos in recent years, international agencies such as the
World Health Organization and the International Labor
Organization are actively working towards the elimina-
tion of asbestos use and the imposition of restrictions on
global trade On February 21, 2002 the United Nations
Environment Program announced that “all forms of asbes-
tos should be added to an international list of chemicals
subject to trade controls.”®® Unfortunately, on multiple oc-
casions delegates from India have vetoed efforts to desig-
nate chrysotile asbestos as a hazardous chemical under the
Rotterdam Convention.” By doing so, they have prevented
the implementation of a protocol designed to ensure that
importing countries in the developing world are fully in-
formed of the hazards of toxic chemicals, such as asbestos,
and pesticides.

During the discussion (2004) on including chrysotile on the
Prior Informed Consent (PIC) list of the Rotterdam Conven-
tion, Ramesh Inder Singh, the spokesman from India, said:

“We have studied this issue during the past twelve months
with an ‘open mind’ and are not convinced that the
opinion of putting chrysotile on the PIC list is correct...
More time is needed to dwell on this issue... We oppose
inclusion.”

In a subsequent discussion (2006), India’s representative
to the Conference of Parties (COP3) alleged that the sci-
ence was not “categorical,” and that experiments had not
been done on the hazards of “pure chrysotile.””® “We are,”
he told delegates in Geneva “undertaking several studies
on the hazards of pure chrysotile. We strongly support the
position of Canada”: i.e. India does not support the listing
of chrysotile. As all decisions under the Rotterdam Conven-
tion must be unanimous, the 2006 veto by India, and 5
other parties to the convention, resulted in a stalemate;
even though 95% of the parties supported inclusion, no ac-
tion could be taken. COP3 opted to defer any decision on
chrysotile until October 2008 when COP4 meets in Rome.

Having relied for so long on the supposed absence of in-
formation and “inconclusive science” as their excuse for
blocking the listing of chrysotile, in the run-up to COP4, In-

dia, Ukraine and Canada undertook “new research” on the
health effects of chrysotile. The Indian study is thoroughly
discredited in the papers written for this monograph by
grass-roots activist Madhumita Dutta and Dr. Richard
Lemen, former Assistant Surgeon General of the U.S. The
Ukraine study is contained within a skimpy 32 page booklet
titled: It (sic) is possible to use chrysotile asbestos safely?
This flimsy piece of industry propaganda concludes:

@ “(the) cancer risk for chrysotile workers is greatly exag-
gerated...”

@ “not a single asbestosis case was identified by medical
examinations conducted during our study...”

@ "in our study, neither clinical nor epidemiological data
ever confirmed occupational cancer cases in asbestos-
cement workers in Ukraine...”

@ “The results of our study demonstrated that it is feasible
to control asbestos-containing dust levels at the Ukraini-
an asbestos-cement plants as well as to implement effec-
tive prevention measures to reduce the risk of asbestosis
and other asbestos-caused diseases including cancer.”™

The study commissioned by Health Canada was born in
secret and remains shrouded in mystery. Although des-
ignated experts met in Montreal on November 13 & 14,
2007 “to share expertise at the Chrysotile Ashestos Expert
Panel: Characterising the Toxicity of Chrysotile Ashestos”2°
six months on their findings have not seen the light of
day. Responding to a parliamentary question tabled by
Canadian MP Pat Martin on April 3, 2008, the Minister of
Health would only confirm that “the Panel has completed
its work.”

Concluding Thoughts

India has one of the wealthiest economies in the develop-
ing world; it is predicted to become the third largest econ-
omy by 2035. International banking expert Shiv Khazanchi
describes the country’s expansion as “rocketing,” adding
that “the number of wealthy resident Indians is the fast-
est growing in the world.” The collective wealth of India’s
36 hillionaires is estimated at $191bn. The number of indi-
viduals with bankable assets in excess of $1 million is cur-
rently growing by 30% per year and is predicted to reach
300,000 by 2012 (from 120,000 in 2007).%" In the words
of Journalist Vicky Nanjappa: “India is becoming a country
of millionaires.”?

The ashestos spectre hovers over this economic boom as an
uninvited wedding guest. While shareholders and ashestos
company executives reap the benefits of increasing sales in
a market skewed by political favoritism, at-risk workers and
consumers of the “poor man’s roofing material,” gamble
their health and that of their families on a daily basis. If, as
Nick Clarke says, “India is to develop a stable and growing
economy so that all of its citizens might prosper... (it) must
respond to the issues generated by the asbestos debate.”
Failure to do so could have dire consequences for millions
of people.



THE POLITICAL CONTEXT OF INDIA'S ASBESTOS DEBATE

THE INDIAN GOVERNMENT’S COMPLICITY IN THE ASBESTOS SCANDAL

MADHUMITA DUTTA

n December 10, 2007, the evening bulletin of a na-
01ional news channel flashed up a bizarre image. A few

workers were shown using their bare hands to mix a
white powder in with some rice. Then we were shown where
the rice ended up — in gunny bags marked “Mohan Basmati
Rice, Export Quality” What we had seen, the channel an-
nounced, was evidence of a major food adulteration scam:
finely powdered asbestos fiber mixed with talc being used to
polish rice, with the aim of making it attractive for consumers
willing to pay a premium for “extra white” basmati. The report
claimed this was just the tip of the iceberg, indicating rampant
use of ashestos in rice polishing mills across the country.

Faced with such a level of criminal activity, one would ex-
pect a government crackdown on rice polishing mills. But
no action whatsoever was taken! Even more shocking was
the revelation that the government had been quite aware of
ashestos contamination in polished rice production. A report
published by the Agriculture Marketing division (Agmarket)
of the Ministry of Agriculture, entitled “Post Harvest Profile
of Paddy/Rice,” describes “natural” contamination by asbes-
tos “present in talc, kaolin etc. in polished rice.”

Notwithstanding numerous instances of abuse of a substance
that kills and maims millions of people across the world, In-
dia has been consistent in maintaining that “controlled use”
of ashestos with “appropriate safequards” is safe; a reality
which is far-fetched even in the developed world.

In September 2007, India along with Russia and Canada
blocked proposals to control the movement of ashestos
wastes being considered by the Open-ended Working Group
of the Basel Convention on the Control of Transhoundary
Movements of Hazardous Wastes and their Disposal. Due
for discussion was approval of the Proposed Workplan on
the Sound Management of Ashestos Wastes with Empha-
sis on Measures to be Taken in Disaster-Prone Areas. The
Indian government delegate took the position that more
research was needed before declaring chrysotile ashestos
to be a hazardous substance.

India had good reason to take such a stand. In 2005, the
Ministry of Chemicals and Fertilizers (MCF) along with the
chrysotile asbestos product industry commissioned the Na-
tional Institute of Occupational Health (NIOH) to study the
health impacts of chrysotile asbestos on workers. The study
was commissioned with an eye on the proposed inclusion
of chrysotile asbestos in the Prior Informed Consent (PIC)
list of the Rotterdam Convention.

The asbestos industry in India has been trying to stonewall
any such inclusion in collaboration with its counterparts in
Canada and Russia who are its largest suppliers of raw chry-
sotile fiber. As per data released by the UN Statistics Divi-
sion, India imported about 306,000 tonnes of ashestos in

2006, of which 152, 820 tonnes was imported from Russia
and 63,980 tonnes from Canada.

As part of an elaborate plan to derail the PIC process, the
Indian asbestos industry together with the MCF has devised a
study entitled “Implementation of the Rotterdam Convention
on the Prior Informed Consent Procedures — Study of Health
Hazards / Environment Hazards resulting from Use of Chrys-
otile Variety of Asbestos in the Country.” The total cost of the
study is estimated at Rs 5,966,000 (US $149,150), of which
26% will come from industry. Ostensibly, it may seem India
is being prudent by basing its policy decisions on a scientific
study; but the following incongruities demonstrate the mala
fide intention behind the study (designed to ensure that
chrysotile ashestos products would continue to be used):

@ The MCF has been reluctant to share information on
the study. An application filed on September 5, 2006,
under the Right to Information Act 2005 (RTI Act 2005),
requesting information on the study was consistently
stonewalled by the Ministry until a summons was issued
by the Central Information Commission, the final ap-
pellate authority under the Act. Even then, the Ministry
reluctantly released partial information and denied ac-
cess to files, despite the fact that every citizen of India has
a constitutional right to inspect public records, including
government files. (Only after submission of the first draft
of the NIOH report in February 2008, was partial inspec-
tion of one of the files allowed.)

@ The study is being conducted under a shroud of secrecy
without the knowledge, consultation, or participation of
trade unions, occupational health experts or public inter-
est groups. By contrast, the ashestos industry has been
consulted right from the conceptual stage of the study and
their input is set to continue through to the review process
and its finalization.

@ Industry has exerted undue influence on the initial
findings of the study. Stipulating anonymity, a scientist
from the NIOH confided that representatives of Ever-
est Industries Limited, Kolkata, visited the NIOH after
the institute reported to the review committee that a
significant number of their workers exhibited impaired
lung function (of restrictive type).

@ Representatives of the asbestos industry (some of
whom have attended PIC meetings) are part of the
review committee of the study.

@ As per the minutes of the review meeting dated De-
cember 19, 2006, the “NIOH will analyze and submit its
report by March 31, 2008...The report will be finalized
after due discussion with the asbestos industry.”

@ The scientific rigor of the study is questionable, judging
from a preliminary assessment of the data received
under the RTI Act 2005.

Madhumita Dutta, Coordinator,
Corporate Accountability Desk -
The Other Media, email:
madhu.dutta@gmail.com
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@ Repeated pleas to Mr. Ram Vilas Paswan (Union Minister
of Chemicals and Fertilizers) to open up the study process
and conduct an independent review have been ignored.

In a letter dated May 22, 2007, Mr. Paswan was apprised
of the discrepancies in the study and far reaching implica-
tions for millions of workers handling asbestos fibers. The
Minister, who claims to be a messiah of the downtrodden
and the working class, promised to take up the matter with
the concerned officials. But in the last seven months noth-
ing has been heard from the Minister or the MCF.

Meanwhile, a band of medical doctors and epidemiologists
independently reviewed the design and initial findings of
the NIOH study from the data obtained by activists using
the RTI Act 2005. All the experts were unanimous in their
opinion that the study was a flawed waste of resources and
conveyed their views directly to the Chemicals Minister.

In his letter to the Minister dated July 24, 2007, Dr. V. Ram-
ana Dhara, Adjunct Clinical Professor of Morehouse School
of Medicine & Rollins School of Public Health of Emory Uni-
versity, Atlanta, USA wrote:

“...the proposed NIOH studies will not achieve the objective
of detecting the health effects of asbestos and are thus a
waste of valuable resources. It is also my opinion that Indian
workers are being needlessly exposed to asbestos and the
only prudent solution is to ban its production and use.”

Echoing this opinion, Dr. V. Murlidhar, an occupational medi-
cine specialist and former Associate Professor, Department
of Surgery, LTM Medical College, Bombay University wrote to
the Minister on July 25, 2007:

“It took 40 years for researchers to follow up a large number
of people and a large number of peer-reviewed publica-
tions (more than a thousand) to prove smoking causes lung
cancer. If one has to prove smoking does not cause lung
cancer it will need at least the same number of publications
and reviews. The same is the case of diseases caused due
to ashestos. The proposed study and the Kolkata study are
unlikely to find a place in any peer-reviewed publication....
It is a waste of national wealth. It will be better spent in
treating the thousands of asbestosis victims in India.”

Dr. Rakhal Gaitonde, a community medicine expert and Train-
ing & Research Associate with Community Health Cell, Chen-
nai, Tamil Nadu, wrote in his letter dated September 6, 2007:
“If the Honorable Minister is serious about the health of
workers and about accurately documenting the multi-
faceted hazards of the asbestos industry (both formal and

informal) on the workers and their families, much better
effort needs to go into designing appropriate studies. The
Proposal and the Kolkata Study are very poor examples of
research in an area that is extremely well developed and
of which there are numerous brilliant examples in India.”

While submitting a detailed critique of the study, Dr. Arin-
dam Basu, a Kolkata (West Bengal) based physician-epi-
demiologist and Associate Director, Fogarty International
Training Program in Environmental and Occupational
Health, Indian Institute of Chemical Biology, wrote in his
letter dated July 31, 2007:

“...Ifound that both the study plan, the execution of the
study at Kolkata and its reporting had serious methodo-
logical shortcomings, non-conventional data presentation,
and interpretations. | request you to see that before this
study can be used as a sufficient documentary evidence
for policy framing, it be revised for methods and contents,
and possibly re-done. It's recommended to revise the
study plans and re-analyze the original data to start with.

...It's hard to believe that a nationally important research
center of excellence such as NIOH should produce methodolo-
gically incomplete and insufficient evidence with misinter-
preted data on a serious national issue of ashestos hazard.”

To date, none of the above letters has received an acknowl-
edgment or scientific arguments in defense of the study
from the Minister or the MCF.

India’s Entrenched Position

At the 3rd Conference of the Parties to the Rotterdam Con-
vention held in Geneva in 2006, for the third time, India
became complicit in an international conspiracy — to pre-
vent the inclusion of chrysotile asbestos on the PIC list. In
this, India collaborated with five other convention mem-
bers; leading the pack opposing inclusion was Canada.

India’s rather embarrassing position is driven by its domes-
tic politics and economic agenda. The chrysotile asbestos-
cement industry, with an annual growth rate of 9%, esti-
mated annual sales of Rs 10-11,000 million (US $227-249
million), and foreign exchange earnings of Rs 1500 million
(US $34 million) in 2006, dominates the Indian ashestos
market. More important still, it consumes over 90% of
the chrysotile asbestos used (close to 80% in rural low-
cost housing, schools, pipes and industrial structures),
and thereby exercises considerable influence with respect
to government policies on imports, production, and sales
of chrysotile-based products. Little wonder then that the
ashestos industry has lobbied hard to get the import duty
on asbestos lowered from 78% in 1995-96 to 15% in 2004.
Indeed, it even managed to get the industry de-licensed in
2003. This means that anyone can now import asbestos
freely under the open general license.

The relaxation of import tariffs has spurred the growth of
the asbestos industry. The production of ashestos-cement
products went up from 0.68 million tonnes in 1993-1994
to 1.38 million tonnes in 2002-2003. Correspondingly, the
number of asbestos-based product manufacturing units
has been rising steadily. As of 2006 there were 32 units
in the large-scale sector, most of them concentrated in the
state of Maharashtra.



Economic liberalization apart, the industry also enjoys polit-
ical patronage. Close ties between the ruling political party
and the ashestos industry is evident from the fact that the
deputy leader of the Indian National Congress in the Lower
House of the Parliament is the owner of one of the largest
asbestos-cement product manufacturing companies in the
country. In January 2006, permission was granted to this
company, in the constituency of the leader of the ruling
party in the state of Uttar Pradesh, to set up an asbestos-
cement roofing sheet manufacturing plant with an annual
installed capacity of 10,000 tonnes of roofing sheets.

In India, asbestos deposits are found in the states of And-
hra Pradesh, Rajasthan, Jharkhand, Karnataka, Tamil Nadu
and Manipur. Chrysotile and tremolite are mostly mined
in the Cuddapah and Udaipur districts of Andhra Pradesh
and Rajasthan, respectively. According to official estimates,
there are 7 asbestos mines operational in the country em-
ploying about 250-300 workers.

The asbestos industry has benefited immensely in the
wake of economic liberalization. It seems that almost every
law, rule and guideline regulating the import and use of
asbestos is in danger of being revoked or bent to suit the
industry. Even though the Ministry of Mines claims that it
hasn’t granted any new mining leases or renewed existing
ones since 1995, it is also true that the industry has cajoled
the Indian Bureau of Mines, which was commissioned to
review the moratorium on new leases, into recommending
lifting the de facto ban on asbestos mining.

A written statement in the Lower House of Parliament (Lok
Sabha) by Union Minister of State for Mines, Dr. T. Subbar-
ami Reddy, on November 27, 2007 indicates that the mora-
torium on mining might soon be lifted by the government.
The Minister informed Parliament that:

“A study has been conducted by the Indian Bureau of
Mines (IBM) regarding the likely effects on the health

of the labourers engaged in the mining of asbestos.

The Study recommended imposition of safequards on
pollution level in work environment and other remedial
measures. Recommendations of the Study have been
examined in consultation with all stakeholders. Some
stakeholders have suggested that asbestos mining can be
permitted with appropriate safequards. At present the ban
on mining of ashestos has not been lifted.”

As per official estimates, the asbestos industry employs
8000 workers in the organized sector. Given that most
of the workers engaged in the asbestos industry are from
the unorganized sector, it is believed that around 100,000
workers are engaged in the industry and are being exposed
to asbestos fibers at workplaces on a daily basis.

Although there are no comprehensive quantitative esti-
mates, a number of government and independent studies
have shown the prevalence of asbestos-related diseases
amongst workers at different points of time. Despite con-
firmed cases of asbestosis amongst workers and a number
of studies conducted over the years suggesting a wider
prevalence, so far only 30 workers have been compensated
for asbestos-related diseases. And this notwithstanding a
slew of legislation for compensation, such as the Work-
men’s Compensation Act (WC Act) of 1923 and the Em-

ployees State Insurance Act (ESI Act) of 1948.

The apathy of the industry in meeting its responsibilities
to its workers runs deeper. A 1995 Supreme Court order to
maintain health records for every worker up to a minimum
period of 40 years from the beginning of employment in
the asbestos industry or 15 years after retirement is hardly
being implemented by the industry. Indeed, the workers
are denied access to their own medical records, let alone
making them available to public interest doctors or groups
working on the issue.

Cases of occupational diseases never get reported due to
a nexus between the management, medical profession-
als and government agencies. Industry-sponsored studies
carried out by government agencies like the Central La-
bour Institute, as cited on the ashestos industry’s website,
show that during 2001-2005 there was not a single case
of asbestosis amongst workers in asbestos-cement manu-
facturing units. However, the wall of silence on the extent
of asbhestosis amongst asbestos workers was spectacularly
breached by an independent study conducted in 2004 by a
voluntary group —from the Occupational Health and Safety
Centre, Mumbai — at the factory gates of Hindustan Com-
posites Ltd., an asbestos friction product manufacturing
plant in Mumbai, showing a 23% incidence of ashestosis
amongst workers who participated in the study.

Conclusion

The study presently being conducted by the NIOH with
sponsorship from government and industry is nothing but
an elaborate sham, designed to hoodwink the internation-
al community, the Indian Parliament and the people of In-
dia, and to pave the way for the continued use of chrysotile,
which will seal the fate of millions of workers in India.

The case of ashestos use in India is a clear example of a “Crime
Against Humanity,” where the government and the ashestos
industry, with full knowledge of the harmful effects of asbestos,
are allowing millions of people to be exposed to this deadly
substance. The conspiracy between commercial vested inter-
ests and bureaucratic apathy is a fatal combination. Unless
the state recognizes the gravity of the situation, the scourge of
ashestos-related diseases will reach an epidemic proportion.

Late Breaking News In a response to an application submitted
under the Right to Information Act, on June 12, 2008, a letter
was received from the Tata Memorial Hospital (see Appendix F)
which noted that between the years of 1985-2005, 107 cases of
mesothelioma had been diagnosed and treated at the hospital.
Incredibly, the letter claimed that no work histories had been
taken of any of the patients concerned!

Mesothelioma Cases, 1985-2005

Age Group Male Female Total
10-19 2 0 2
20-29 6 2 8
30-39 6 6 12
40-49 18 7 25
50-59 25 5 30
60-69 17 8 25
70-79 5 0 5
Total 79 28 107
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THE POLITICAL CONTEXT OF INDIA'S ASBESTOS DEBATE
SMOKE AND MIRRORS: CHRYSOTILE ASBESTOS IS GOOD FOR YOU -
ILLUSION AND CONFUSION BUT NOT FACT RICHARD A. LEMEN, PHD, MSPH

Richard A. Lemen, Assistant
Surgeon General, United States
Public Health Service (Ret.),
email: rlemen421@yahoo.com

* Meta-analyses of
observational studies can
present inherent biases such as
selection bias and other
confounding biases.
Meta-analysis is a technique,
first envisioned for evaluating
clinical studies, where
combining results based on
homogenous data would be
less likely to suffer from biases
found in observational cohort
analysis. If the data relied upon
for meta-analysis have flaws,
such as confounders or
methodological issues, then
the outcome of the
meta-analysis will also suffer
from the impact of such flaws
as will the conclusions reached.
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appear to be what they are not by retracting or ex-

tending mirrors, disquising the transitions with bursts
of confusing blue smoke. Such illusionary tactics are evident
in the materials used by the protagonists for the continued
use of chrysotile ashestos, their slick glossy color publica-
tions depicting tranquil themes, catchy titles surrounded
with green leaves, children playing in fields of trees under
soaring white birds, etc. The reader is attracted to these
colorful and eye catching publications with illusionary titles
such as “Why so much emotion?”" or “Chrysotile Asbestos
Saves Lives”? or “Asbestos Fibre Types and Health Risks Are
Perceptions Related to FACTS?”? Chrysotile asbestos, as
portrayed in these texts, is a positive asset to society and its
adverse health effects vanishingly insignificant. In fact, they
tell us “you can develop a disease working in any industry
if you do not take care of your health” and that is why the
workers of the “Uralasbest” facilities in Russia “preserved
their health by living a healthy life™ and “illnesses never
affect vigorous, active and cheerful people.” Finally, they
ask: “Why have billions been spent attacking a minor health
risk?"

The illusionist can make objects appear, disappear, or

What are the facts about chrysotile asbestos? Do the state-
ments of chrysotile apologists comport with the science or
are they intrinsically biased?

Asbestos has been a commercially viable commodity since
the late nineteenth century because of its many useful
properties; principally its insulation properties, its weave
ability, tensile strength, and suitability for use in binding
composites. The main commercially viable types of asbes-
tos are of two varieties: amphiboles and serpentines. The
mineralogical makeup of the two is different in both their
chemical and morphological states. The amphiboles con-
tain more iron and tend to be solid straight spear-like fibers
while the serpentines contain less iron and appear curly,
are hollow, and split longitudinally. Because of these differ-
ences, the serpentine form (chrysotile) was the most useful
and the most exploited type, making up over 95% of all
asbestos used, historically.”

Some claim this high usage makes chrysotile chiefly respon-
sible for the asbestos epidemic we are now experiencing.®
Others have suggested that chrysotile can be used safely
and even say it is not responsible for the diseases we see
today.® One group goes as far as to say “Chrysotile Asbestos
Saves Lives.”® Many of the studies supporting these view-
points are industry-sponsored — where economic interests
collide with health facts. This is not new, as early as 1912,
the Canadian Department of Labour denied that the health
of Quebec’s millers and miners was affected by exposure
to chrysotile and this attitude continues today, even with
evidence to the contrary."

Innovative epidemiology has become a “pseudoscience”

as practiced by some industry paid epidemiologists and dif-
fers little from the old “smoke and mirrors” trickery.

Pseudoscience and Brake Mechanics

A good example of this “pseudoscience” is the inappro-
priate use of “meta-analysis,” a methodology originally
used to assess controlled drug trials.* One such analysis
sponsored by three automotive companies® concerned the
causation of asbestos-related disease among “supposedly”
chrysotile asbestos-exposed brake mechanics. In this analy-
sis of mesothelioma, the authors ranked 11 studies into a
scoring system. Only four studies fit into the highest ranked
tier (I): “studies with the higher (above median) total score
were included.” Of these four studies, only one had a score
meeting over 50% of the scoring criteria. Yet the authors
concluded that: “the available epidemiological data show
that employment as a motor vehicle mechanic does not
increase the risk of developing mesothelioma.”™ This type
of flawed reasoning, however, is not unique to this study;
many industry-sponsored studies draw negative conclusions
on less than adequate data. As Sven Hernberg, internation-
ally known epidemiologist and former editor of the Scandi-
navian Journal of Work, Environment & Health, states: a
truly negative study must (i) be large, (ii) be sensitive, and
(iii) have well-documented exposure data® The study by
Goodman et al. fails to meet two of these issues: (ii) be sen-
sitive and (iii) have well-documented exposure data.

Deception in India

A “Study of Health hazards/Environmental hazards result-
ing from use of Chrysotile variety of Asbestos in the coun-
try,” sponsored by the Ministry of Chemicals and Fertilisers,
India, and conducted by the National Institute of Occupa-
tional Health of Ahmedabad, Indig, is a prime example of
how to mislead the untrained reader. By design, it lacks
sufficient power to determine disease risk. This study which
is claimed to be an epidemiological study of all segments
of the asbestos industry is a cross-sectional medical study
of an active workforce and not a true epidemiological
evaluation. The study evaluates the workers by means of
a questionnaire to obtain personal characteristics, occupa-
tional characteristics, and morbidity details and relies on
lung function testing and radiological examinations using
the ILO guidelines to determine disease manifestation.
The study, described as “multifaceted,” is essentially a seg-
mented study with one or two factories (units) represent-
ing each industry segment. Included in one segment study
(here and below meaning a study at a particular location)
is some assessment of non-occupational exposure.

The first segment study evaluated an asbestos cement
sheet-manufacturing unit in eastern India. Although 200
workers are included in the study, only 188 actually partici-
pated. The authors do not explain the fate of the 12 missing
workers. As part of the study, workplace fiber concentrations



were determined; in these assessments, fibers greater than
5 um in length and less than 3 um in width having aspect
ratios > 3:1 were counted, using a Walton-Becket grati-
cule at a magnification of 400x. Unfortunately, using this
methodology to determine chrysotile content misses many
of the chrysotile fibers themselves, thus underestimating
the potential work exposures to chrysotile.

The workers examined in the cross-sectional medical study
had no reported exposure to ashestos prior to their cur-
rent employment; thus, the duration of employment rep-
resented the maximum time available for development of
both progressive and latent asbestos diseases. Since 65%
of the workforce had worked in the industry for less than
20 years, the (statistical) power of this study to detect the
longer latent asbestos-related diseases such as lung cancer
and mesothelioma is quite limited. In addition, by includ-
ing almost 14% of the workforce with essentially no expo-
sure (stores, laboratory, general pool and other depart-
ments) the power of the study is reduced and its ability to
detect ashestos-related diseases limited still further. A far
greater diminution of the power of the study arises from
the choice of only active workers as the study population.
Workers not able to work through illness and workers who
had quit through ill-health were excluded; this effectively
“dilutes” the study population, and thus reduces the sig-
nificance of any findings connected with disease manifes-
tation. Even with these severe limitations, it is significant
that a clear dose-response relationship is evident for both
abnormal pulmonary function and restrictive lung disease
(the type of lung dysfunction most related to asbestosis):
40% of the long term workers (20+years) had abnormal
pulmonary function and 25% had restrictive lung disease.
While the authors suggest the restrictive and combined
abnormalities were more prevalent in smokers than non-
smokers, two issues remain unresolved: firstly, the interac-
tion between smoking and asbestos-related lung disease is
not addressed; and secondly, the occurrence of obstructive
disease, which is more related to smoking than is restric-
tive lung disease, remains virtually unchanged as duration
of work increases. This would indicate smoking may have
played a very small role in the abnormalities observed and
that exposure to ashestos was the more likely causative
factor. The authors indicate that 107 workers had normal
radiographs, 77 had normal features except for prominent
bronchovascular markings (which are not explained), and
four had radiographs suggestive of interstitial lung fibro-
sis, which was ruled out after High Resolution Computer
Tomography (HRCT) of the thorax. Overall, this study, by
design, is very limited in its ability to detect ashestos-re-
lated diseases of a non-malignant nature and essentially
unable to evaluate the risk of longer-term asbestos-related
malignant diseases such as lung cancers, mesotheliomas
or gastro-intestinal cancers. In addition, worker exposures
would be underestimated.

The second segment study evaluated an asbestos cement
sheet-manufacturing unit of western India. This assess-
ment used essentially the same study design as above;
however, in this unit, the study population comprised only
60 active workers.

Work durations were much shorter here than in the eastern

unit with 62% of the workforce having worked at the factory
for 5 years or less, 35% for 6-10 years and only 3% for over
10 years. Since, as for workers in the first segment study,
the duration of employment coincides with latency (time
since onset of exposure), it would be even less likely here,
than for that study, that non-malignant asbestos-related
disease would be detected and be virtually impossible to
detect any long-term malignant diseases. Since this study
used the same type of environmental sampling as the first
segment study, it also underestimates the true exposures
to chrysotile asbestos. In summary, this second segment
study is, by design and composition of the workforce, much
less likely to detect any relevant ashestos-related diseases
than the first segment study.

The third segment study, “Study of ashestos jointing mate-
rial-manufacturing unit,” examined, in the same fashion as
the first two studies, 70 active workers. This study appears
also to include workers not exposed in the manufacturing
process (15% were described as cleaners; however, it is un-
clear whether persons employed for cleaning were actually
exposed or not). Only about 1/3 of the active workforce
had potential exposures dating back more than 10 years,
thus severely limiting the possibility of detecting long-term
asbestos-related diseases. Using the same sampling tech-
niques as the first two segment studies the likelihood of
underestimating the true exposures to chrysotile is great.

The fourth segment study was entitled: “A comparative
study of asbestos workers, end-users and community in the
vicinity of asbestos factory.” Such comparisons are usually
of very limited value as they can include members of the
workforce under study within the comparison populations,
thus resulting in double counting and making any differ-
ences between the exposed group of asbestos workers and
the community or end-users less distinct. It is also possible
that plant emissions drift to the community near the plant
and those end-users can also experience exposure from
this source in addition to that from asbestos-containing
products. In summary, this segment study, by design, is un-
likely to detect real differences between the asbestos work-
ers and the two comparison groups.

The next segment study was entitled: “Study of asbestos
brake-lining manufacturing unit” The active workforce
consisted of 153 workers of which 32.7% had less than 10
years, 65.4% had 11-20 years and 1.9% had greater than
20 years work experience or latency. This study appears to
have included 8.5% of the workforce not exposed to asbes-
tos in the production process. Here again, the prevalence of
low latencies in this active worker population would make
any detection of ashestos-related disease unlikely and the
environmental monitoring would likely underestimate ex-
posures to chrysotile asbestos for the reasons given in the
analysis of the first segment study.

The last segment study, “Study of asbestos pipe manufac-
turing unit,” assessed 95 active workers. This population
appears to include 24% of workers with little or no expo-
sure to the production processes and 96% of the workers
had less than 10 years work experience or latency. This
study would have extremely limited ability to detect asbes-
tos-related disease because of the short latencies in the ac-
tive workforce. Once again, airborne asbestos levels would

17



* Mesotheliomas develop in the
pleura, peritoneum and other
mesothelial cells that form a
monolayer mesothelium lining
the serosal cavities and the
organs contained within these
cavities.?’ Chrysotile is a cause of
cancer in the lung and migrates
to the mesothelial linings of the
body.? Since chrysotile is
carcinogenic and is present in
high concentrations in the
mesothelial linings where the
mesothelioma is induced, it is
biologically plausible that it
causes or contributes to cause
mesothelioma. Fiber
penetration can rearrange the
cytoskeletal apparatus of the
cell and this could indicate an
interaction between the
chrysotile fibers and the normal
mitotic process, since giant
multinucleated cells are formed.
These studies indicate that
chrysotile penetrates the cell,
enters the nucleus and induces
abnormal chromosome
formations in dividing cells.?*
Some of these abnormalities
include the deletion of the P53
gene.*

tWhile PCM has been the
international requlatory method
for analysis, it is not able to
detect thin diameter fibers
[<0.2um in diameter].
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be underestimated due to the limitations of the sampling
methods.

Overall, a reading of this study by the untrained reader
would seem to support the safety of using chrysotile asbes-
tos. However, the methods used in the “Study of Health
hazards/Environmental hazards resulting from use of the
Chrysotile variety of Asbestos in the country,” preclude the
validity of any such conclusion. In fact, very little light is shed
on the safety or otherwise of chrysotile use by this cross-
sectional study because it focuses on active workforces. By
their very nature such groups of workers are characterized
by low latencies — particularly low in some of the workforc-
es studied — so discovery of long-latent ashestos-related
diseases is virtually impossible. In light of this fatal flaw
and underestimation of exposures due to poor sampling
methodology the study is revealed to be pure deception,
an illusionist’s trick aimed at obscuring the health effects
of chrysotile.

Pure Chrysotile or the Old Shell Game

The majority of studies of ashestos exposures relate to
mixed fiber types. As expressed by de Klerk and Musk: “ar-
guments that chrysotile in its pure form does not cause
mesothelioma and therefore can be safely used for cer-
tain products for which other substitutes perform worse
are more theoretical than practical: firstly because it is
almost never found in its pure form but is contaminated
by tremolite (or even ‘Balangeroite’) and secondly because
of its association with lung cancer.”*® Very few studies have
considered pure chrysotile fiber exposures, because of the
inherent contamination with amphibole asbestos.

However, when researchers report mesothelioma in those
relatively few cohorts exposed to pure chrysotile, their find-
ings are readily dismissed by proponents of chrysotile use,
who miraculously “discover” contamination of the chrys-
otile, notidentified by the study authors which, itis claimed,
accounts for induction of the disease. This technique re-
sembles the three shell game, where tricksters extract
money from gullible players by inviting them to guess the
location of an object placed beneath one of the shells. After
shuffling the shells the trickster has no difficulty in fooling
most players into choosing an empty shell. In the chrysotile
apologist’s version of the game all three “shells” conceal
case studies and/or statements supporting chrysotile use:
“chrysotile is safe to use”; "pure chrysotile does not cause
mesothelioma”; “if mesothelioma has been found from
exposure to pure chrysotile then ‘obviously’ the chrysotile
was not pure.” Depending upon the circumstances, those
questioning the safety of chrysotile are persuaded to turn
over the appropriate shell, since if all three strands of ar-
gument were revealed together the contradictions would
be evident. This chicanery is designed to disquise the fact
that it is the authenticity of studies supporting chrysotile
safety that should be scrutinized not the alleged purity of
exposure. If certain mixed exposure studies favored by chry-
sotile apologists are not finding mesotheliomas whereas
studies on pure chrysotile are, then the methodologies of
the group with negative findings should be regarded as
suspect. However, it is expediency rather than truth that
drives the continuing multi-national campaign to promote
the sale of chrysotile asbestos, and which claims it is safe

to use, even with its near universal contamination with
amphiboles. The Chrysotile Institute asks “Why so much
emotion” and proceeds to tell us that “Today, if one says
that asbestos kills, this person is only confirming his great
ignorance of recent scientific studies... or has other motiva-
tions to say so.” 7

Some reports claim that amphiboles are as much as 100
to 500 times more potent in inducing mesothelioma
compared to chrysotile, but with the difference less clear
for lung cancer.™® On the other hand, much lower potency
ratios have been reported: 2 to 4-fold in one study and 14
to 26-fold in another It is pertinent to note that none of
the reviewed risk analyses concluded that chrysotile does
not cause mesothelioma and most did not consider relative
risks between the fiber types for induction of asbestosis and
other cancers.

The real difference between the fiber types with regard to
mesothelioma induction is hard to gauge because few, if
any, of the cohorts analyzed were exposed to pure chrys-
otile or had sufficient latency to manifest this long latent
disease; however, considering cohorts exposed to mainly
chrysotile there does appear a difference between the
amphiboles and chrysotile for the induction of mesothelio-
ma.?° Proponents of the “amphibole theory” rely heavily on
the lower biopersistence of chrysotile compared to amphib-
oles, as evidenced by their choice of lung burden analysis to
determine received asbestos dose and disease causation.
When, chrysotile-exposed individuals are examined in this
way some time after exposure and their lungs are found
to be clear of observable chrysotile fibers the pro-chrysotile
view is that they are at no more risk than the background
population. Such reasoning misses the fact that the pre-
dominant fiber found in the pleural area, where the ma-
jority of mesotheliomas occur, is chrysotile.* To use lung
burden as a parameter for determining causation of mes-
othelioma is unscientific. Why should a higher prevalence
of chrysotile, approximately 30% greater than amphiboles,
being the fiber type proximate to the tumor site be ignored
as having a significant role in mesothelioma causation? In
addition, results from analyses of cohorts having relatively
low mortality due to the young age and short latency of the
study population will lead to inappropriate calculations of
risk. Selikoff et al. (1973) have shown that the proportion of
a cohort dying from mesothelioma can actually change as
the cohort ages, with a corresponding change of risk from
low to high. In their analysis, they found the proportion of
the cohort dying from mesothelioma increased 16-fold as
total mortality advanced from 12% to 68%.%

Scientific evidence on cohorts where fiber counts have
been quantified by using both phase contrast microscopy
(PCM) and transmission electron microscopy (TEM) show
that both asbestosis and lung cancer occur with frequen-
cies independent of fiber type and that non-requlatory fib-
ers, those less than 5 um in length, also have a causative
role.?® These findings point again to the flawed logic of us-
ing the PCM methodology for cohort exposures or relying
on lung burden analysis alone to determine body burden of
asbestos exposures. In fact, PCM technology as well as SEM
technology will miss chrysotile fibers in the lung because of
inadequate resolution.t



Threshold, No Threshold or What is This | See Before Me

Multiple governmental scientific agencies concur that there
is no exposure threshold for asbestos, including chrysotile;
however, proponents for the continued use of chrysotile and
those facing litigation stubbornly insist the authorities are
wrong about chrysotile. In the most recent attempt to show
this, an analysis by Pierce et al. (2008)?® “funded almost
entirely by Chrysler Corporation, Ford Motor Company, and
General Motors Corporation” selected four papers with
mixed exposures* to address the question: does chrysotile
have a NOAEL (no observable adverse exposure level) for
mesothelioma.t By using studies with mixed exposures,
the most this analysis can show is that low exposures result
in low rates of disease; something already established in
the epidemiology literature.

The authors state that they reviewed 350 studies and select-
ed cohort studies with the most power — longer follow-up,
larger study population — for analysis. In estimating some
exposures the authors rely upon a contract report submit-
ted, but not endorsed by the EPA, for “best estimates of the
fraction of amphiboles present.”2° This contract study made
presumptions based on unsubstantiated scientific data. For
example, assuming short fibers were inactive and thus con-
sidering only longer fibers; and presuming chrysotile less
potent based on studies of cohorts possessing inadequate
latency for the full extent of disease manifestation to be
observable. This latter point was exactly what Selikoff and
colleagues warned about earlier when discussing how me-
sothelioma risk estimates increase as study cohorts age.*°

Pierce et al. could find only four studies out of the 350 they
reviewed suitable for determining the NOAEL for mesothe-
lioma from chrysotile. The studies selected were Lacquet et
al., 1980; McDonald et al., 1984; Albin et al., 1990, and
Piolatto et al., 1990.3" These studies include 15 mesothe-
lioma deaths.

The first study, by Lacquet et al., featured workers from Eter-
nit NV (Belgium), a company that processed about 35,000
tonnes of chrysotile annually along with 3000 tonnes of
crocidolite and 1000 tonnes of amosite. The mortality
study group consisted of workers who had been employed
at the factory for 12 months or more within a 15-year pe-
riod (1963-1977). No latency analysis is given for the cohort
members nor the one mesothelioma victim detected in
the mortality study. The cohort did have a high incidence
of ashestosis with 29 cases, of which seven died from the
disease. Deaths from gastrointestinal cancer, a cause of
death found in excess in multiple asbestos cohorts, were
also in excess in this cohort, but the authors decided this
excess was not ashestos-related due to lack of any relation-
ship to fiber-years; the authors ignored the relationship to
latency which they did not disclose. Due to the absence of
any discussion of latency by the study authors and Pierce
et al., no indication of a possible NOAEL for mesothelioma
can be drawn from this study; as has been pointed out ear-
lier, latency is a key factor affecting the (statistical) power of
any risk assessment for mesothelioma. The study authors
passed the occurrence of one mesothelioma as “almost
certainly related to heavy exposure” with no other infor-
mation given.

The study by McDonald et al., 1984, supported by a grant

from the Quebec Ashestos
Mining Association is also
problematic if it is supposed
to provide evidence for a
NOAEL. Sixty-four percent of
the cohort was still alive and
the authors observed no mes-
otheliomas at the time of the
study publication, an observa-
tion not unexpected given the
earlier analysis by Selikoff on
cohort aging.® Pierce et al.,
have slanted their mirrors to
deceive the reader by selecting
this study, which does not al-
low sufficient manifestation of
latency to evaluate the extent
of mesothelioma impact on
the population studied.

The Albin et al, 1990 study
found 12 mesotheliomas
where chrysotile was the main
type of asbestos used in con-
junction with smaller amounts of both amosite and cro-
cidolite. Pierce et al., have again slanted their mirrors and
been exceptionally heavy with the blue smoke. They ruled
that none of the observed 12 mesotheliomas was suitable
for associating 