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SUMMARY

Persistent organic pollutants (POPs) are a group of mainly synthetic chemicals which
have the property of being persistent in the environment. As a consequence of
anthropogenic activities, many POPs have become widespread pollutants throughout
the world in recent decades. Some POPs are known to bioaccumulate in the tissue of
animals and humans and are toxic to health.

There are numerous POPs which pollute the environment. Some of those which have
given rise for particular concern are persistent organochlorines. A previous meeting of
the UNEP s governing Council in 1995, identified alist of 12 POPs as substances of
clear concern in accordance with the precautionary principle. These chemicals are dll
organochlorines. They include dioxins and furans, which are produced as unwanted
by-products of several industria processes, PCBs and HCB, which have several uses
and are also formed as unwanted by-products, and DDT, chlordane, heptachlor,
aldrin, dieldrin, eldrin, toxaphene and mirex which are pesticides.

The 12 POPs prioritised by UNEP have properties of being toxic to health. It is of
concern that all these chemicals have been detected in the tissues of humans from the
genera population of various countries and in the tissues of many wildlife species. It
is also of note that even though there are many POPs, most of these chemicals have
not been assessed in human tissues.

Greenpeace has issued this report to highlight the levels of persistent organochlorines
found in human tissues throughout the world. Countries and populations in which
levels are particularly high are identified. Since these substances are toxic, the
relevance of current levels to human health is also briefly considered. One of the
greatest concerns with respect to health is the potential adverse effects that these
chemicals may have on the most vulnerable stages of life - the developing foetusin
the womb, and the nursing infant, since they are known to cross the placenta and are
present in breast milk.

Levels of POPsin Human Tissues

Most of the 12 POPs listed by the UNEP are widespread pollutants and they have
been found to commonly occur in human tissues world-wide. Levelsin tissues are
most routinely determined in blood, breast milk or adipose tissue. This report focuses
mainly on levels of POPsin breast milk which have been documented in the scientific
literature over the past ten years.

The greatest number of studies on human tissue levels of organochlorines were
located for dioxins, furans and PCBs. Studies from many countries were found on
levelsof DDT and HCB, but less research was available on other organochlorine
pesticides. Given the persistent and widespread nature of the 12 UNEP listed
chemicals, it is considered that there is alack of data concerning their human tissue
levels for many countries, in particular for developing regions of the world. In
addition, studies regarding tissue levels of occupationally exposed individuals are a'so
limited.



A general observation from studies presented in this report is that levels of
organochlorine pesticides in human milk were highest in countries where these
chemicals are still in use, notably in developing countries. Another generalisation
which can be made is that levels of dioxins and furans were highest in industrialised
countries. This is synonymous with the fact they these compounds are produced as
by-products of many industrial processes, in particular processes involving chlorine.
There are however exceptions to these generalisations regarding levels of
organochlorine pesticides and dioxing/furans in human milk. Many POPs, including
PCBs and some organochlorine pesticides, appear to be transported long distances on
air currents from warm regions of the globe and subsequently deposited in colder
regions. This global fractionation process has resulted in particularly high levels of
POPs in Arctic areas. As a consequence, some indigenous people of Arctic regions
who rely on atraditional seafood diet have high tissue levels of PCBs and some
organochlorine pesticides.

Dioxins and PCBs

Dioxins, furans and PCBs are ubiquitous in the global environment. Research has
shown that levels of dioxins and furans in human tissues are greater in industrialised
countries than in less industrialised countries. In the 1980s, studies showed that levels
of dioxins and furans in blood, adipose tissue and breast milk were considerably lower
in less industrialised countries, including Thailand, China, northern Vietnam,
Pakistan, Africa and Russia, compared to levelsin some industrialised European
countries and the USA.

Research in the late 1980s and early 1990s showed that breast milk levels in many
industrialised countries were in the range of 10-20 ppt TEQ fat. The highest levels,
above 20 ppt TEQ, were found in some western European countries and one region in
Canada. The lowest levels were found in less industrialised regions, including
Pakistan, Russia, Albania, Hungary, Croatia and Norway. Comparatively low levels,
recorded in blood, were also evident in China, some other Asian countries and Gaza
in the Middle East. Most information on tissue levels of dioxins and furansis
available for European countries, USA and Canada. Fewer studies have been
conducted in Asia, and data in the scientific literature is very limited for Africa and
South America.

Studies show that individuals who were employed in the production chlorophenols
and phenoxyherbicides in the 1960s to 80s were highly exposed to dioxins. TCDD
levelsin workers from trichlorophenol plants are still elevated by around 10-fold, two
decades after production ceased. Children born to workers at a plant in Russia, who
are now adults, have levels 150-2000 times higher than the general population due to
placental/lactational transfer from their mothers. More recently, high exposures were
recorded at a pentachlorophenol plant in China, where blood levels of dioxins/furans
(total TEQ) are 50 to 400 times higher than the general population. There are several
other occupations where individuals may be exposed to higher than average levels of
dioxing/furans in many countries. Elevated tissue levels have been documented in
workers at municipal waste incinerators and in certain sectors of the metal industry.

Research on PCBs has revealed that similar levels in human milk are evident in many
European countries and Canada. Higher levels have been found in eastern Europe and
the former Soviet Union. Very high human tissue levels of PCBs are apparent in



populations in Arctic regions who consume a diet rich in seafood. For instance, blood
levels of Inuit in Arctic Quebec who rely on atraditional seafood diet were 15-fold
greater than residents of Southern Quebec.

Studies indicate that levels of dioxins and furans in human tissues in Western
countries have not increased in recent years. Levelsin severa European countries
appear to have declined somewhat in the past few years. There are difficultiesin
comparing data for PCBs between studies, but relevant data shows that levels of PCBs
in human tissues have remained stable in recent years.

DDT and DDE

A summary of data compiled in this report on the levels of severa organochlorine
pesticides in human milk from different countriesis given in table 10.

DDT and its metabolite DDE are widespread contaminants in human tissues. DDE
has been detected in virtually all samples of breast milk taken from numerous
countries. By far the highest levels in human milk are evident in Asian, African and
South American countries where DDT is still used in agriculture or in sanitation
campaigns against malaria or tse-tse fly. Despite the undesirable properties of DDT, it
isused in developing countries primarily due to cost-benefit efficacy and broad
spectrum toxicity. However, given the continued usage of DDT, it can be considered
that there is a paucity of data on levels of DDT/DDE in human tissues from these
countries in the scientific literature.

Exceptionally high levels in human milk are reported for India (DDT and DDE > 10
ppm). Levels of DDE, (1 to 2 ppm), are found in eastern and some western European
countries, Russia and Australia. The lowest levels are found in some western and
northern European countries and the US. Levels of DDT is human tissues have
declined in recent years in countries where its use is banned, but no decline has been
recorded in other countries such as Mexico. Occupational exposureto DDT has been
studied in DDT sprayersin Mexico. Adipose tissue levels in the workers were 6-times
greater than the general population.

Hexachlorobenzene (HCB)

HCB is awidespread contaminant of human milk, being present in over 90% of milk
samples from most countries. Levels in the mgority of countries were in the region of
0.051t0 0.2 ppm. Very high levels (>0.6 ppm) were evident in the Czech Republic and
Slovakia, possibly due to its formation during the manufacture of chlorinated solvents
and former agricultural use. Data from afew European countries show a decreasing
trend in levelsin recent years. Occupational exposure has been reported to result in
elevated HCB levels in workers employed in hazardous waste incineration and from
processes formerly used for degassing aluminium.

Hexachlorocyclohexanes (HCH)

Gamma-HCH (lindane) and technical grade HCH, which consists of a number of
isomeric forms, are persistent pesticides which are not listed by the UNEP. However,
gamma and beta-HCH are both commonly detected in human tissues and studies have
listed levelsin breast milk in several countries. Beta-HCH is the most persistent
isomer and it is widespread in breast milk throughout the world. The highest levels (4-



8 ppm) have been recorded in human milk from India and China. High levels (1.5-2.5
ppm) are aso evident in Russia and Kazakstan.

Dieldrin, Aldrin and Endrin

Dieldrin isfound in human milk of many countries, athough the percentage of
samples in which it can be detected is variable. Levels for several countries are in the
range of 0.01 to 0.1 ppm. Very few studies have reported on the levels of adrin and
endrin in human tissues.

Heptachlor and Heptachlor Epoxide

Data on levels of heptachlor and its breakdown product, heptachlor epoxide, in human
tissues are limited. The chemicals were reported in breast milk from several countries,
although the percentage of samples in which they are detected is variable. A previous
review noted the highest levels were evident in several western European countries,
Israel and Guatemala. In this review, the highest level (0.7 ppm) was recorded for
Jordan. Other countries had levels below 0.05 ppm, with the exception of Australia
and France.

Chlordane

Comparisons between studies of chlordane levels in human tissues are difficult,
because there is variation in the different isomeric forms and metabolites of chlordane
which are reported. It has been noted that the highest levels are present in the US,
reflecting its previous widespread use to control termites. There does not appear to be
adecreasing trend in the level of chlordane in human tissue.

Toxaphene

Few studies have monitored human tissue levels of toxaphene. It has been detected in
human milk from afew countries. Comparatively high levels were apparent in
Nicaragua.

Mirex and Other Organochlorine Pesticides

Very few studies have monitored levels of mirex in human tissues. In addition, there
are other persistent organochlorine pesticides which are still used, such as endosulfan,
which are present in human tissues, but are not often measured.

Acceptable Daily Intakes

Regulatory authorities use the process of risk assessment to estimate permissible
levels of contaminants in food which are deemed to be “safe’. These levels are known
as Acceptable Daily Intakes (ADI) or Tolerable Daily Intakes (TDI).

Human milk contains various POPs which pass to a nursing infant, but unlike
foodstuffs, the levelsit contains cannot be regulated. The applicability of ADIsto the
breast fed infant is questionable because ADIs are designed to prevent adverse health
effects over awhole lifetime exposure in a 70 kg adult. Nevertheless, given that an
infant islikely to be a more vulnerable lifestage than an adult to toxic insult from
chemicals, it has been proposed that ADIs should be lower for infants, and therefore,
current ADIs should not be exceeded by breast-fed infants.



1V

It has previously been calculated that ADIs set by US EPA and WHO for
dioxing/furans are exceeded by breast-fed infants. In this report, estimates of whether
the current ADIs for organochlorine pesticides are exceeded are performed, based on
mean levels in breast milk recorded for different countries. Results show that
estimated infant intakes which exceed the ADIs are: DDT, in some African, Asian
and Latin American countries, and by over 6-fold in India and Zimbabwe; HCB, in
several countries, and by 6-8 fold in Czech and Slovak Republic; lindane, in two
countries, and in India by up to 12-fold; dieldrin, heptachlor and heptachlor epoxide
in several countries.

It is not favourable that current ADIs are exceeded by breast-fed infants, even though
the relevance of this to health is unknown. Indeed, it is questionable whether ADIs are
protective of human health in general. The process of risk assessment used in their
derivation involves many uncertainties. Furthermore, most of the 12 UNEP listed
chemicals have been identified as endocrine disrupters, and current endpointsin
toxicity tests may not be sensitive enough to detect adverse effects of such chemicals.
Research shows that these chemicals can have greater effects at lower rather than
higher doses. There is consequently a scientific opinion that there are no safe doses of
endocrine disrupters, just as there are no safe doses of carcinogens.

Relevance of Current Tissue Levelsto Human Health

Persistent organochlorines have been reported to cause a wide range of adverse health
effects in experimental animals, and in humans as a result of occupational or
accidental exposure. Effects include toxicity to the liver, reproductive and nervous
systems, immune system abnormalities and cancer. There is evidence that some of
these chemicals, particularly dioxins and PCBs, have now reached levels in human
tissues which are near to, or within an order of magnitude of, levels that are known to
cause adverse effects in experimental animals. Highly exposed populations such as
Arctic Inuit who consume a seafood rich diet, occupationally exposed individuals, and
popul ations inhabiting contaminated environments could be more at risk. Studies on
infants from the general population of industrialised countries have suggested that
subtle effects on the nervous and immune system may already be occurring as a result
of placental and/or lactational exposure.

The Way Forward

POPs are a global problem. Some are detectable in human tissues world-wide and the
levels of many have not even been assessed. Many POPs, including those listed by the
UNEP, are potentially detrimental to the environment and human health.

To wait for scientific proof about the effects and risks posed by individual POPs
would take decades. There is only one clear way forward to overcome uncertainties
and safeguard the environment and human health — the adoption of the precautionary
principle and the implementation of zero discharge strategies. This requires
prevention of pollution at source, and implementation of clean production in industry
and agriculture. Such action needs to be enforced by legally binding international
agreements.

1N
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1. INTRODUCTION

There are numerous chemicals that come under the category of persistent organic
pollutants (POPs). These chemicals resist breakdown by natural processes for long
periods of time, and are thus persistent in the environment. The UNEP' s Governing
Council have listed 12 POPs of clear concern, in accordance with the precautionary
principle. They include dioxins and furans, PCBs, HCB, DDT, aldrin, endrin and
dieldrin, heptachlor, chlordane, toxaphene and mirex. These chemicals are all
organohal ogens, specifically, organochlorines.

Many POPs, including some organochlorines, are not only persistent in the
environment, but are also soluble in fats (lipophilic). Consequently, they become
stored in the fatty tissues of animals and build up (biocaccumulate) as more of the
chemical istaken in. The levels of some of these chemicals increase (biomagnify) as
one animal eats another, so that the highest levels are found in animals at the top of
food chains, including humans. Many persistent organochlorines are also toxic to
wildlife and humans.

The 12 prioritised POPs listed by the UNEP have been produced or used in bulk
guantities in many countries. Dioxins, PCBs and HCB are still produced as unwanted
by-products in combustion and other industrial processes. The other chemicals are
pesticides. Most of these have been banned or have restricted use in many developed
countries. However, their use continues in some developing countries.

Once released into the environment, many POPs, including some persistent
organochlorines, become airborne and may be transported for thousands of kilometres
in the atmosphere before condensing and falling back to the earth’s surface. Asa
result of long-distance transport and their immense production and usage, many POPS
have become widespread global contaminants. There is evidence that some are carried
on air currents from warmer regions to polar regions. This process, known as “global
fractionation” is believed to be the reason why high concentrations of these chemicals
are now found in Arctic and Antarctic regions, where they have never even been used
(Waniaand Mckay 1996).

Human exposure to many persistent organochlorines is unavoidable since these
chemicals are present in food. Due to their lipophilicity and bioaccumulative
properties, the highest levels are present in meat, fish and dairy products (Hall 1992).
Pesticide residues may also remain in some foods and low levels may occur in
drinking water (Culliney et al.1992, HM SO 1995). Although food is the major
pathway of exposure to many persistent organochlorines for the general population,
exposure by inhalation or dermal contact is also possible.

11 POPsin Human Tissues

As aconsequence of the persistent, lipophilic, bioaccumulative properties of many
POPS, and tendency of some to biomagnify within food chains, long-term exposure to
relatively small concentrations of these compounds leads to the accumulation of
considerable deposits in animal and human tissues. Studies which have monitored
levels of organochlorine POPs in human tissues provide scientific evidence that
humans are exposed to these chemicals. Indeed research from numerous countries has

11
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demonstrated that measurable quantities of organochlorine pesticides, PCBs and
PCDD/Fs are present in human adipose tissue, blood and breast milk (Jensen and
Slorach 1991). Measuring levels of POPsin tissues is one of the most accurate and
precise ways of assessing human exposure to these environmental pollutants. This
information is also extremely useful for studying the relationship between human
exposure to POPs and health effects (Schecter 1998).

Levels of POPsin human tissue are most commonly assessed in blood, adipose tissue
or breast milk. Studies have shown that levels are generally similar in these three
media (Thomas and Colborn 1992). In the present report, emphasis is placed on levels
of organochlorines on the UN POPs list in human milk. Monitoring of human milk
concentrations may be used to assess both temporal and geographical variationsin
human exposure to persistent, lipophilic contaminants (Dewailly et al.1996). In this
report, studies from many different countries are considered, in order to provide an
indication of differencesin world-wide levels of these compounds in humans. The
majority of these studies have reported on human tissue levels within aregion of a
country rather than nation-wide levels, athough tissue levels throughout countries are
often similar. Trends in the levels of organochlorines in human tissue with time over
the past few years are aso discussed. However, information on trends has only been
published for afew countries where studies have monitored levels on aregular basis,
or where national programmes have been carried out and made available by
government health agencies (Mes 1994).

Information for the present report was located by performing searches of the scientific
literature over the past 10 years using BIDS ISl Science Citation Index data base
service. A greater number of studies on concentrations of organochlorinesin human
milk were located in the literature compared to levelsin blood and adipose tissue.

12 Problems Comparing Human Tissue L evels of
Organochlorinesin Different Countries

There are severa problems which can hinder comparisons between studies which
document the levels of organochlorines in human tissues. These problems arise from
differences in the scientific methods which are used to measure the concentrations of
contaminants. For example, differences between studies may occur in sample
collection, storage, preparation, the method used for chemical analysis, mathematical
analyses and data interpretation (Thomas and Colborn 1992). A difference in the
sensitivity of an analytical method for instance could affect whether or not a
compound is detected. Fortunately, analytical methods used in many recent studies
are similar, making comparisons between studies possible.

In the present report, comparisons of organochlorine pesticide concentrationsin
human milk from different countries are made. There are however some discrepancies
in the sample collection methods used between these studies, which may cause
differences in the recorded levels of organochlorinesin the milk. For instance, a
factor which is known to affect the contamination levelsin breast milk is parity.
Primiparous women (first time pregnancy) can have higher levels of organochlorine
chemicalsin breast milk than multiparous (second, third pregnancy etc.), because
|actation reduces the maternal body burden of organochlorines. Some studies have
accounted for the influence that parity can have on breast milk concentrations of

19
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organochlorines by only selecting primiparous women (eg. Dewailly et al.1996).
However, many studies have not controlled for this factor and have analysed samples
from both primiparous and multiparous women.

Since anumber of differences in the methodologies occur in studies from various
countries, results of these studies are not directly comparable. However, in the present
report, a comparison of such studies is made because this can at |least give an
approximate indication of the variation in levels of organochlorine contaminants
between different countries.

Concentrations of environmental contaminants in human tissues are reported either on
awhole weight basis of the tissue concerned, or more often on the basis of
concentration in extractable fat (lipid) of the tissue. With regard to breast milk, the fat
content is highly variable between individuals, and the fat content influences the
concentration of fat soluble chemicals, such as organochlorines, in the milk. It is
therefore more favourable for organochlorine concentrations in breast milk to be
expressed on amilk fat basis since these chemicals are clearly associated with the
lipid fraction in milk (Quinsey et al.1996).

In this report, organochlorine concentrations in human milk which have been reported
in the literature are given on amilk fat basis wherever possible. Unfortunately, data
on breast milk in studies from some countries is only reported on a whole weight
basis. These data are presented here in separate tables, because results on
wholeweight and lipid basis are not directly comparable.

1.3 Relevance of Current Human Tissue L evels of
Organochlorinesto Human Health

Dioxins, PCBs and several organochlorine pesticides have been associated with
adverse health effects in humans and animals (eg. Allsopp et al. 1995, Allsopp et al.
1997). A wide array of effects have been documented including endocrine disruption,
neurotoxicity, immunotoxicity, reproductive disorders and cancer. In humans, such
effects have been reported following relatively high exposure to these chemicals as a
result of accidental or occupational exposure. However, studies also indicate that
some effects may occur at tissue levels which are at, or near to, those of the currently
found in general population as a consequence of unavoidable everyday human
exposure to these compounds.

Scientists have hypothesised that endocrine disruption - the disruption of hormone
systems in wildlife and humans - could be the mechanism by which some chemicals
cause many adverse effects on health. This has potentially implicated endocrine-
disrupting chemicals in possible health effects on the general population such as
decreasing sperm counts, increases in reproductive problems, reduced intellectual
capacity and behavioural problems.

Chemicals which are known or suspected to disrupt the endocrine system based on
experimental evidence, include most of those POPs listed by the UNEP. These are
dioxins, PCBs, and the organochlorine pesticides DDT, DDE, chlordane, dieldrin,
hexachlorobenzene, mirex and toxaphene (Allsopp et al.1997). The organochlorine
chemicals listed by the UNEP as priority POPs may also cause toxic effects through
mechanisms other than endocrine-disruption. For example, dioxins and certain PCBs

12
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appear to cause a broad range of health effects through their actions on a receptor in
the body, known as the Ah receptor.

It isdifficult to predict the possible effects of current body burdens of organochlorines
on health in the general population. In areview of scientific data on dioxins, the US
EPA suggested that the potential for adverse impacts on human metabolism,
reproductive biology, and immune competence are at, or within one order of
magnitude of average background body burden levels in the general population. They
also noted that individuals at the high end of the general population range may be
experiencing some of these effects (US EPA 1994). Of perhaps the greatest concernis
the possible impact that organochlorines may have on the developing young. The
transplacental passage of organochlorines to the devel oping foetus has been well
documented and these chemicals may also pass to the infant via mother’s milk. There
is evidence which suggests that endocrine-disrupting chemicals, including some
organochlorines, may have reached levels in the environment where they could cause
adverse effects on development in humans and animals. Such effects are subtle rather
than gross, representing a diminished potential, such as reduced fertility, reduced
intellectual capacity and weakened immune system (eg. Colborn et al.1993, Colborn
1996). Recently, there has been concern among some scientific experts that impacts of
endocrine-disrupting chemicals on health could pose along-term threat to world
biodiversity and to human society (Alleva et al.1995).

1.3.1 Highly Exposed Members of the Population

The present report discusses human tissue concentrations of organochlorines found in
various countries. Individuals who are subjected to higher exposures than the
population at large are also identified. For most of the organochlorines, these
individuals include nursing infants, occupationally exposed individuals, and people
who have a high fish or sea mammal consumption such as Inuit and other Arctic
indigenous people.

Occupational Exposure

Tissue levels of organochlorines in occupationally exposed individuals are briefly
discussed in this report. In comparison with studies on tissue levelsin the general
population, research on tissue levels in occupationally exposed individualsis limited.
It isalso of concern is that adverse health effects have been associated with
occupational exposures to some organochlorines, and these chemicals are till
produced or used in many areas of the world.

Nursing I nfants

With regard to nursing infants, persistent chemicals which have accumulated in a
woman'’s body during her lifetime pass into her breast milk and hence to her infant.
Indeed, lactation is one way that a mother can significantly reduce her own body
burden of organochlorines, but thisis at the expense of her nursing infant (Schecter
1996c¢). The fully breast-fed infant is nourished solely by human milk usualy for a
period of up to 6 months. Such exclusive consumption, which differs markedly from
that of the general population as a whole, potentially exposes the infant to
contaminants in breast milk at atime when intake of contaminants per body massis at
its highest. As breast milk is at the top of the food chain, it contains higher

11
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concentrations of organochlorines than most other diets, thus placing breast-fed
infants at special risk for potential toxic effects (see Quinsey et al.1996).

Despite potential disadvantages of breast feeding to infants, because of chemical
contaminants in milk, it isimportant to recognise that breast feeding conveys many
advantages. Breast feeding has both nutritional and immunological benefits and
promotes good health generally. In many countries, breast feeding confers measurable
benefits such as decreased rates of infectious disease and increased rates of growth
and development (Sonawane 1995). The advantages of breast feeding have therefore
led to its encouragement and recommendation by health experts, even though thereis
concern over chemica contaminants in human milk (eg. WHO 1996, MAFF 1997).

Exposure of the foetus in the womb to organochlorines via placental transfer, and
exposure of the infant via breast milk are of great concern to health, because these
chemicals may interfere with processes of growth and development. Immature
physiological functions of the foetus and infant theoretically make these age groups
more vulnerable to chemical exposure (Ostergaard and Knudsen 1998). The World
Health Organisation (WHO 1986) concluded that infants may be more vulnerable
than older children to chemicals for several reasons, including their larger body
surface area compared to weight, higher metabolic rate and oxygen consumption, and
different body composition. In addition, infants may be more susceptible to
organochlorines because of their immature liver and kidneys, and the central nervous
system is not fully protected in infancy. Also, severa components of the immune
system are not fully developed at birth and it is possible for chemicals to interfere
with the development of this system (Ostergaard and Knudsen 1998). In sum, both the
foetus and infant are potentially the most vulnerable lifestages to toxic insult from
chemical exposure. It isimportant to note that effects caused during development may
not just affect the health of the foetus or infant, but may cause permanent irreversible
damage. Some effects may not even become apparent until later in life (Colborn et
al.1993).

For persistent organochlorines listed by UNEP, there is experimental evidence that
some adversely affect developmental processes (eg. ASTDR 1997). In addition, those
which are endocrine-disrupters could potentially be detrimental to development.
Subtle effects on development have been associated with exposure to PCBs and /or
dioxins in more highly exposed members of the general population (Allsopp et
al.1995, Allsopp et al.1997). In the Netherlands, studies on healthy women and their
children from the general population revealed that subtle effects on the nervous
system were associated with in utero and lactational exposure to PCBs and dioxins
(Koopman-Esseboom et al.1995, Ilsen et al.1996).

1.3.2 Acceptable Daily I ntakes of Organochlorines

In an attempt to protect public health, regulatory agencies perform risk assessments to
set levels of chemical contaminants in the food supply which deemed to be ‘safe’ and
therefore permissible. Depending on the regulatory body concerned, permissible
levels set for consumption of chemical contaminants in food are known by as
Acceptable or Admissible Daily Intakes (ADIs), and Tolerable Daily Intakes (TDIs).

The ADI of achemical has been defined as the daily intake of a chemical that, during
alifetime, appears to be without appreciable risk on the basis of all the facts known at
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that time (see Stevens et al.1993). The concept of the ADI is based on the assumption
that athreshold exists below which a chemical does not cause toxicity. They are
usually based on experiments on the toxicity of the chemical concerned in laboratory
animals, from which alowest observable effect level (LOAEL) or no observed
adverse effect level are obtained. In general, the lowest dose value is used to
determine a‘safe’ level in humans. This result is then divided by a safety factor,
usually the arbitrary number of 100, to account for differencesin response of
|aboratory animals and humans, and differences in sensitivity among humans
(Ostergaard and Knudsen 1996).

ADIs have been set by the World Health Organisation (WHO) for a number of
organochlorine pesticides including total DDT compounds, HCB, (aldrin + dieldrin),
heptachlor, heptachlor epoxide, total chlordane and lindane (WHO 1997), see table
11. ADIs have not been established for oxychlordane, aldrin, trans-nonochlor, p,p’-
DDE, p,p’-DDT, isomers of PCBs, and aand B-HCH (Quinsey et al.1996). ADIs for
dioxins have been set by a number different regulatory bodies such as US EPA and
WHO (US EPA 1994b, WHO 1992). WHO have very recently reassessed the TDI
they previoudly set for dioxins. ADIS/TDIs for dioxins are further discussed in section
2.5.1).

The food consumption patterns of infants and children are different from those of
adults, but no separate ADIs have been yet been established for infants or children. In
the present system, ADIs set for dioxins and organochlorine pesticides are designed to
prevent adverse health effects over awhole lifetime exposure in a 70kg adult, where a
mixed diet has a dilution effect on the consumption of contaminants (Quinsey et
al.1996). The application of ADIsto intake of organochlorines over the short-time
period of breastfeeding is unclear (Sonaware 1995). Nevertheless, it is of great
concern that current levels of some organochlorines in human milk mean that the ADI
is exceeded when applied to infant intake. Since infants may be more susceptible to
the toxic effects of chemicals than adults, because for example, they are undergoing
rapid tissue growth and development, then it is most likely that current ADIs are
higher than appropriate for infants (Quinsey et al.1996). It is noted by these authors
that infancy isacritical period in development and guidelines for the intake of
organochlorines should not be exceeded.

In this report, an attempt is made to estimate whether ADIs would be exceeded for a
breast-fed infant, based on levels of organochlorines in breast milk reported for
different countries. Thisis possible by calculating the “ Estimated Dietary Intake’
(EDI), which is the amount of a contaminant taken in through diet. For a breast-fed
infant, the EDI for a particular organochlorine is the intake of that chemical it would
have through breast milk. The EDI can be compared to the ADI to find out whether it
is exceeded (Dogheim et al.1991).

Severa studies on levels of organochlorinesin breast milk have calculated EDIsto
determine whether an infant’s intake of various organochlorines exceeds the ADI. To
calculate the EDI, estimations of the volume of milk consumed by the infant and the
fat content of the milk are made. Typically, values used are 0.75 litres of milk per day
for ababy weighing 5 kg in the first 2 to 3 months of life, and amilk fat content of
3.5% (WHO personal communication, Quinsey et al.1996). However, in redlity the
actual volume of milk intake varies widely from one individual to another, and the fat
content of breast milk is also variable. The use of estimated values to calculate the
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EDI therefore only gives an approximation of the actual intake of contaminants in the
milk. A more accurate way to calculate intake of organochlorines by an infant isto
measure the concentration of an organochlorine in breast milk from each mother, and
the volume of milk her baby consumes each day. Whether an individual baby’s intake
of an organochlorine exceeds the ADI is then known. However, very few studies have
measured the daily volume of milk taken in by each individual baby. One recent study
did measure actual intakes of milk by individual babies and subsequently calculated
whether or not the ADI was exceeded for various organochlorines. It reported that
actual intakes of organochlorines by infants determined in this way was different to
results calculated using estimated milk intakes. The study therefore concluded that
using inferred estimated milk intakes were not reliable indicators of actual intakes.
Despite thisfinding, it is nevertheless deemed scientifically acceptable to estimate
milk intakes (Quinsey et al.1996).

In this report, the concept of the EDI is used to provide an approximate guide to the
extent to which ADIs are exceeded in different countries, based on average levelsin
breast milk. Figures for volume of milk intake and milk fat content used in
calculations are as those given above.

2. POLYCHLORINATED DIBENZO-p-DIOXINS
(PCDDs), POLYCHLORINATED DIBENZOFURANS (PCDFs) and
POLYCHLORINATED BIPHENYLS (PCBs)

21 I ntroduction

The term “dioxins’ is a common term, but not proper chemical nomenclature, for a
class of chemicals known as polychlorinated dibenzo-p-dioxins (PCDDs) and
polychlorinated dibenzofurans (PCDFs). The number of chlorine atomsin these
compounds varies between 1 and 8, resulting in a possible 75 different PCDDs and
135 PCDFs. The most toxic congener (member of the group) of these chemicalsis
2,3,7,8-tetrachl orodibenzo-p-dioxin (TCDD). Another group of chemicals, the PCBs,
constitute a group of 209 congeners. Certain PCBs have been found to exert similar
toxicity to TCDD, and are known as dioxin-like PCBs. Other related groups of
chemicals which have dioxin-like toxicity include the brominated and
chloro/brominated dioxins (see section 2.7). A recent analytical study reported the
presence of more than 100 phenolic organohal ogenated substances in human blood,
that is chlorinated, brominated and mixed chloro-brominated phenols, hydroxylated
and dihydroxylated PCB metabolites (Wehler et al.1997). Thereis evidence that
chemicals which cause dioxin-like toxicity exert their toxic effects by binding to a
receptor in cells known as the Aryl Hydrocarbon (Ah) receptor.

Analytical techniques developed during the past few decades have made it possible to
measure PCDD/Fs and PCBs down to parts per trillion, and on occasion, parts per
guadrillion levels in human tissues (Schecter et al.1994). Studies have focused on the
levels of 17 PCDD/F congeners in adult human tissues. These 17 toxic congeners are
the 2,3,7,8-substituted PCDD/Fs (Schecter 1994). The techniques for measuring
PCDD/Fs and PCBs improved greatly in accuracy in the early 1990s (WHO 1996).

PCBs have been measured by a variety of methods. Levels have been reported as an
approximation of total PCB content expressed in terms of a commercial PCB mixture
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such as Aroclor 1242 or 1260, or asindividual PCB congeners. It isonly in the past
few years that techniques have been developed to measure levels of the dioxin-like
congeners. These include non-ortho, mono-ortho and di-ortho PCB congeners. These
PCBs are especially toxic, since they act like dioxins in the body. They have recently
been found to be present in significant concentrations in human tissues.

The concentration of PCDD/Fs and dioxin-like PCBs in environmental or biological
samples, are often converted and expressed in terms of toxic equivalents (TEQ). This
system is a means of expressing the combined toxicity of mixtures of PCDD/Fs and
PCBs, rather than indicating just the concentration. The system most commonly
adopted is the International TEQ (Schecter 1994).

In the International TEQ system, the most toxic congener, TCDD, is assigned adioxin
toxic equivalency factor (TEF) of 1.0. Other congeners are given a TEF value ranked
in relation to this. For example, one of the least toxic congeners included in the TEQ
system is OCDD which is designated the lowest TEF value of 0.001. To determine the
TEQ value of a congener, the concentration of the congener is multiplied by its TEF
value. The total toxicity (total TEQ) for a mixture of PCDD/Fs and PCB, can then be
established by summing values for the individual congeners together (NATO/CCMS
1988, Ahlborg et al. 1994). Note that throughout this section and in the
corresponding tables, the levels of PCDD/Fs and PCBs are expressed as I nternational
TEQ, specificaly parts per trillion TEQ, calculated on an extractable fat basis, unless
other units are specified. There are other TEQ systemsin use, for example Nordic
TEQs, in which the TEF values vary dightly from the International TEQ system, so
that they are not directly comparable. In this report, there are afew figures that are
presented as Nordic rather than International TEQs, and thisis clearly denoted in the
text.

With regard to PCBs, the TEQ system only considers those congeners which are
thought to exert their effects through the Ah receptor, that is, dioxin-like PCBs.
However, there are PCBs which act via mechanisms other than the Ah receptor. These
PCBs are not considered by the TEQ system but they are not necessarily harmless
(see Fisher et al. 1998).

2.2 Studieson Tissue Levels of PCDD/Fsin the General
Population of Different Countries

Many studies published in the 1980s and 90s have reported on the levels of PCDD/Fs
in human milk, blood and adipose tissue. In this review of the data, emphasisis placed
on breast milk levels for which most literature was found to be available.

Studies have shown that levels of dioxins differ somewhat between different human
tissue types. Blood lipid generally contains the highest dioxin and furan levels,
secondly adipose tissue lipid, and finally milk lipid (Schecter 1998).

A general observation of human tissue levels of PCDD/Fs on aworld-wide basisis
that the highest levels are evident in industrialised countries. Thisis due to the release
of these chemicals as by-products of many industrial processes, notably those
involving production, use or disposal of organochlorines. In addition, dietary habits
may also play arolein the levels of PCDD/Fs in human tissues. The highest levels of
PCDD/Fs are present in meat, fish and dairy products (MAFF 1992). It is therefore
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probable that diets in counties involving consumption of high levels these foodstuffs
could result in increased levels of PCDD/Fs in human tissue.

Severa studies were carried out in the 1980s that investigated levels of PCDD/Fsin
human tissues from a number of countries (reviewed by Schecter 1994). These studies
showed that levels of PCDD/Fs in human milk, blood and adipose tissue varied
widely between different countries (see tables 1a, 1c, 1d). Levels were considerably
lower in lessindustrial countries, such as Thailand, China, Pakistan, Africa, northern
Vietnam and Russia. Higher levels were characteristic of more industrial countries,
such as the USA and some European countries, reflecting higher chemical use and
contamination in these regions. Within each country itself, there was usualy little
geographic variation in levels of PCDD/Fs. An exception to thisis Vietnam, where
levels are much higher in South Vietnam than in North Vietham. This is because of
the use of Agent Orange in South Vietnam the war, a herbicide which was
contaminated by dioxins, and also as a result of more industrial contamination. When
the individual dioxin congeners are considered, characteristic patterns emerge for
some countries. For example, European tissue samples have higher levels of a
congener (2,3,4,7,8-PnCDF) than US and Canadian samples, which may be due to the
use of more leaded petrol in Europe (Schecter 1994).

Blood

Table 1la shows results of studies on blood levels which spanned 1980 to 1991. In
these studies, samples from individuals were taken and then pooled together before
analysis. Results showed that similar total TEQ levels were found in Europe and in
the US. For example, levels of 41 ppt TEQ were recorded in the US and levels of 42
ppt TEQ in Germany. Studies conducted in the 1990s show that levelsin these
countries are now lower. For example, avalue of 26 ppt TEQ was recently recorded
for the US (table 1b). For the most toxic dioxin congener, TCDD, an average of 3to 6
ppt TEQ isreported for the US (US EPA 1994).

More recently levels of dioxinsin humans have been characterised for the first timein
three Middle Eastern countries (table 1b), (Schecter et al.1997). Blood samples were
collected in 1995 and 1996 from the Palestinian West Bank, Gaza and Isragl. Samples
taken in the Binghamton, New Y ork, in 1996 are also given. It appears that levelsin
Israel (26.6 ppt TEQ) are similar to those now present in the US (26.8 ppt TEQ).
Levels are somewhat lower in the West Bank (16.9 ppt TEQ) and Gaza (8.4 ppt
TEQ), reflecting levelsin less industrialised countries (Schecter et al. 1997). Recent
analysis of blood samplesin Germany showed levels (16.5 ppt TEQ) were lower than
those recently measured in the US (Papke and Ball 1997). Sources of dioxinsin the
Middle East are believed to be food imported from Europe and elsewhere, use of
herbicides such as 2,4-D phenoxyherbicides, incineration of plastics and toxic
chemicals and other incineration. Incineration of waste is common and dioxin
standards for emissions have not yet been established. Large municipal waste
incinerators are planned in Israel (Schecter et al.1997).

Adipose Tissue

Table 1c shows adipose tissue levels of PCDD/Fs (TEQ) which were reported for
various countries. There was more variation in adipose tissue levels between countries
than reported for blood levels. However, research on adipose tissue involved fewer
samples compared to work on blood levels, which reduces confidence in the accuracy
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of the mean TEQs reported (Ryan et al.1987, Schecter 1994, US EPA 1994). The
levels found in Japan, Europe, North America and South Vietnam were similar. In
comparison, levelsin China and North Vietnam are lower than in the more
industrialised countries (Ryan et al.1987).

Recently, a study reported adipose tissue levels of PCDD/Fsin Korea, an
industrialised Asian country (Kang et al.1997). The mean level of PCDD/Fsin 32
individuals was 18 ppt TEQ. Thisvalueisin the same order of magnitude as levels
reported for China and South Vietnam in the 1980s, but lower than levelsin other
industrialised countries. A recent study in two different regionsin Japan, 1992,
recorded levels of 50.4 and 43.8 ppt TEQ in adipose tissue. Lower levels were found
in the same two regions in 1993 were reported, respectively 17.4 and 25.6 ppt
(Sawamoto et al.1994). This study was based on very limited sample numbers
although levels are not dissimilar to those reported in the 1980s, 38 ppt TEQ (see
table 1c).

Breast Milk

Table 1d shows levels of PCDD/Fs found in breast milk in the 1980s for various
countries reported by Schecter (1994). Again these studies showed that higher levels
were evident in industrialised countries while lower levels were found in less
industrialised countries. For instance, levels were similar (20-27 ppt TEQ) in USA,
Canada, Japan, Germany and highest in South Vietnam. Lower levels (9-13 ppt TEQ)
were found in Russia, Pakistan and North Vietnam. The lowest levels (3 ppt TEQ)
were found in Thailand and Cambodia.

The most comprehensive set of studies to date on the levels of PCDD/Fs and PCBsin
human tissue from many countries was performed by the World Health Organisation
(WHO) on breast milk samplesin the late 1980s and early 1990s (WHO 1996). This
research was undertaken to assess the exposure to PCDD/Fs and PCBs that infants
would be subjected to by breast-feeding and the possible health risks of such
exposure. Other, more detailed studies on breast milk levels within countries during
this period have aso been carried out in The Netherlands and in Germany (see Liem
and Theelen 1997, Furst et al.1994). In addition, several studies undertaken in recent
years have been published on breast milk levels in western countries. These include
studies in Sweden (Noren 1993), Norway, Sweden and Denmark (Clechaas et
al.1992), Germany (Beck et al.1994), Netherlands (K oopman-Esseboom et al.1994),
UK (Wearne et al.1996), France and Spain (Gonzalez et al.1993, Jimenez et al.1996),
Japan (Hashimoto et al.1995), New Zealand (Bates et al.1994) and USA (Schecter et
al.1996).

The WHO study collected breast milk samples initially in 1987-88 and in a second
round of studiesin 1992-93. In the second round, samples of breast milk from
women in 17 countries were taken from 39 different areas with different pollution
levels. With the exception of two countries, The Netherlands and Denmark, samples
for each country were pooled, (i.e. mixed together), and subsequently analysed for
PCDD/Fs and PCBs.

Results of the 1992-3 study are given in table 2a. The highest PCDD/F levels (20 to
30 pg TEQ/g fat or ppt) were found in Belgium, Canada (Gaspe and Hudson Bay
regions), Finland (Helsinki), Spain (Gipuzkoa) and The Netherlands. In the majority
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of milk samples, levels were in the range of 10 to 20 ppt TEQ. The lowest levels (4-
10 ppt TEQ) were measured for Albania, Hungary, Pakistan and the less industrialised
regions in Croatia, Norway and the Russian Federation (WHO 1996). The results
were thus complementary with research conducted the 1980s by Schecter et al.(1994)
discussed above on breast milk since they also demonstrated that levels of PCDD/Fs
were lower in less industrialised countries.

Severd studies have reported on levels of PCDD/Fs in human milk from countries
that were not assessed in the WHO study (see table 2b). A study on levelsin France
(Gonzalez et al.1993) reported alevel of 20.1 ppt TEQ. Thisissimilar to levelsin
some other European countries. This study also recorded alevel of 13.3 ppt TEQ for
Spain which is somewhat lower than the level of 19.4 ppt TEQ reported by WHO. A
study on breast milk samples taken 1986-91 in Estonia, Finland, Norway and Sweden
showed that similar levels of PCDD/Fs in breast milk were apparent in these countries
(Mussalo-Rauhamaa and Lindstrom 1995). Data for these countries are presented in
table 2b since the WHO study (WHO 1996) did not report figures for Estonia or
publish figures for Sweden. A study in New Zealand reported a mean TEQ of 16.5 ppt
for urban women and 18.1 ppt for rural women (Bates et al.1994). A recent study in
Japan reported levels of PCDD/Fs in human milk (Hashimoto et al.1995). Figures for
this study were presented on a whole milk basis rather than on alipid basis and so are
not directly comparable with figures from studies presented here. However, the
authors documented that levels found in breast milk samples taken from several

places in Japan were similar to other industrialised countries in Europe. This concurs
with results for Japan in the 1980s (table 1d), which showed that Japanese levels were
similar to European, Canadian and North American levels (Schecter et al.1994).

Slight regional differencesin levels of PCDD/Fs have been found to occur within
some countries. For instance, sightly but not statistically significantly elevated levels
were reported for urban or industrial areas compared to rural areasin Austria,
Belgium, Canada, Norway and Sweden in 1988 by WHO. A study in the Netherlands
found that human milk contained levels of a number of PCDD/Fs and dioxin-like
PCBs which were significantly higher in the western industrialised areas of the
Netherlands compared to the more rural north (Koopman-Esseboom et al.1994).

To summarise on concentrations of PCDD/Fs in human tissues, it is evident that
levels are generally higher in more industrialised countries and lower in less
industrialised countries. On the same theme, regional differences within countries
have aso been found. Importantly, information on tissue levels of dioxins has been
generated largely by researchers in the West, and the most wide-reaching study has
been co-ordinated by WHO (WHO 1996). Analysis of PCDD/Fsisrelatively
expensive and WHO has certified fewer than 50 |aboratories world-wide for the
analysis of PCDD/Fs (Schecter 1998). The magjority of studies have been performed in
western countries, and most information published for European countries. Data is
also documented for several Asian countries in the 1980s, discounting India, and one
study in the 1990s investigated levels in three Middle Eastern countries. Only very
limited data was available for Africa (1980s) and no studies were found for South
American countries.
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2.3 Studieson Tissue Levels of PCBsin the General
Population of Different Countriesin the 1980/90s

In addition to PCDD/Fs, some studies have also measured levels of PCBs in human
tissues. Recent studies which have monitored PCDD/Fs and dioxin-like PCBs, have
found that PCBs contribute substantially to the total dioxin TEQ.

Comparisons of levels of PCBsin human tissues is difficult, because in some studies
PCB mixtures have been measured while in others specific PCB congeners have been
measured. In addition, the congeners which have been assessed vary from study to
study. Finally, the techniques used to measure PCBs have vastly improved in the past
few years. Due to such differences in published studies, this report only discusses data
from different countries for which comparisons can be made.

Breast milk

The WHO 1992-3 study measured dioxin-like PCBs (non-ortho and mono-ortho
PCBs) and severd indicator PCBs. The specific congeners which were measured
were: non-ortho PCBs with TUPAC numbers 77,126 and 169; mono-ortho PCBs nos.
105 and 118; marker PCBs nos. 28, 52, 101, 138, 153, 180. The study showed that
levels of these compounds did not correspond to the ranking of high to low levels of
PCDD/Fs which had been found for the different countries. Thus, countries which had
displayed high levels PCDD/Fs in human breast milk did not necessarily also have
comparably high levels of PCBs. In fact, most countries and regions were found to
have similar levels of PCBs, and only afew had significantly higher or lower levels.
The majority of samples had levels of dioxin-like PCBs below 15 ppt TEQ. High
levels of dioxin-like PCBs (20-30 ppt TEQ) were found in Lithuania and in two
samples from Canada ( in Basse Cote-Nord, Hudson Bay), whilst levels of marker
PCBs were higher in the Czech Republic (Uherske Hradiste) , Slovak Republic
(Michalovce) and Canada (Hudson Bay). Notably lower levels of al PCBs were
found in Albania, Pakistan and Hungary. Results of the WHO study and other studies
on areas in the former Soviet Union, show that while levels are PCDD/Fs are similar
to many European countries, levels of PCBs are notably higher (Traag and Y uft
1997).

In The Netherlands, a recent study on 78 individual breast milk samples also
measured dioxin-like PCBs. The specific non-ortho congeners which were measured
(nos.77, 126 and 169) were the same as those in the WHO study, but in addition to the
mono-ortho congeners measured by the WHO study (nos 105 and 118), this study also
measured other mono and di-ortho congeners (nos. 156,157,167, 180 and 189). The
study concluded that dioxin-like PCBs contributed to about half the total TEQ and
PCDD/Fs the other half. For example, the average total TEQ value in the study was
43 ppt TEQ, for which PCDD/Fs contributed 23.5 ppt and PCBs the remainder.
Examining data in table 2a from the WHO study reveals that the contribution that
PCBs make to the total dioxin TEQ varies considerably between different countries.
For example, in Belgium PCBs are very low in comparison with PCDD/Fs, whereas
in Tromso, Norway the TEQ for PCBs s twice that of the PCDD/Fs. The WHO study
also reported that the contribution that mono-ortho and non-ortho PCBs made to the
PCB TEQ varied from one region or country to another (WHO 1996).
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Blood

Studies on blood concur with research on breast milk in that they aso show that PCBs
may also contribute significantly to the total TEQ. In arecent study, blood samples of
5 individuals of the general population in Kansas City, Missouri were analysed. The
study found that the total PCDD/Fs plus dioxin-like PCBs in these US samples
averaged 69.2 TEQ. (All measurable non-ortho PCBs, 77, 126 and 169, and mono and
di-ortho PCBs were analysed). Of the total TEQ, PCDDs contributed 26%, PCDFs
7% and PCBs 68% (non-ortho 9% mono-ortho 56%, diortho 2%). These results imply
that PCBs may contribute substantially to total dioxin TEQ in blood in US adults.
Similarly, astudy in Wales, UK, found that PCBs made an important contribution to
the total dioxin TEQ. Thisresearch indicated that PCBs contributed at |east twice as
much to the total TEQ than PCDD/Fs (Duarte-Davidson 1993).

24 Time Trends

Methods for analysing PCDD/Fs and PCBs in breast milk have improved remarkably
during the 1990s. Results of the second (1992-3) round of the WHO study were
consequently more accurate than those of the first round due to this fact, and because
of improved study design, for example, less |aboratories used to analyse samples. In
the first round, when results from different countries were compared, only a tendency
could be reported on human milk levels because of inaccuracies in the data which
may have arisen from sample analysis. Despite such possible inaccuracies, data on the
levels of PCDD/Fs and marker PCBs in the first and second round of studies have
been compared in an attempt to identify any trends in the levels of these chemicals
that may be occurring with time.

PCDD/Fs

For the 11 countries studied in the first and second round, which included some
Scandinavian and European countries and Canada, it was concluded that levels of
PCDD/Fs were not increasing with time. In fact, the levelsin some countries in
1992/3 had decreased compared to 1987/8. Some countries showed a dramatic
decrease of up to 50%. The overall annual decrease in PCDD/F levelsin Europe and
Canada was estimated to be 7.2% per year (standard deviation 0.8%). Table 2a shows
levels of PCDD/Fs found in the 1987/8 and 1992/3 studies. Trends cannot be
established for countries outside of Europe and Canada in the WHO study because
data from these countries was not gathered in the first round of studies.

A study in Sweden showed that there was a decrease in the levels if PCDD/Fsin
breast milk between 1980 and 1985, but not between 1985 and 1989 (Noren 1993).
Detailed studies in the Netherlands (reviewed by Liem and Theelen 1996) and in
Germany (Furst et al.1994) have also shown that breast milk levels of PCDD/Fs have
declined in recent years. Studies in these countries constitute the most extensive
dataset based on individual analysis of breast milk samples, although again some
uncertainties in results due to the study designs cannot be ruled out. In the
Netherlands, a survey in 1993 found a mean level in breast milk of 23.5 ppt TEQ.
This was 32% lower than the mean level of 34.2 ppt TEQ which was found in 1988.
Similarly, arecent analysis of data based on individual breast milk samples and
pooled breast milk samplesin Germany, found that levels had decreased by 30% from
23 ppt TEQ in 1991 to 16 ppt TEQ in 1995. At the same time, blood levels were also
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reported to decline from alevel of 42 ppt TEQ in 1989 to 19 ppt TEQ in 1994 (Furst
et al.1994) and to 16.5 ppt TEQ in 1996 (Papke and Ball 1997). In the UK, breast
milk levels were reported to fall by 35% between 1987/88 and 1993/94 (Wearne et
al.1996).

Taken together, these European studies suggest that measures taken in the past few
years to reduce dioxin emissions and subsequent contamination of the environment
and food chain, may have aready resulted in the reduction of human body burdensin
these countries. Results from diet studies in the Netherlands and Germany and the UK
also indicate that dietary intake levels have decreased ( Liem and Theelen 1997, see
Schecter et al.1996, Wearne et al.1996). It has been suggested that declining levelsin
food and human milk and blood may reflect environmental regulations for
incinerators and a decrease in the use of |eaded petrol. Nevertheless, it has been noted
that it isdifficult to explain in biological terms the extent of the decline in human
levels of dioxins over a short time period, because the half -lives of elimination of
dioxins (7 to 11 years) would predict a slower decrease with time (Schecter et
al.1997).

Although the above studies suggest that PCDD/F TEQ levels have decreased in the
last few yearsin severa European countries and Canada, levelsin some countries
such as Denmark and Finland do not show a decline. In addition, recent research in
the US does not clearly show a decrease in body burden. When 4 individual blood
samples were considered from 1995 (8.7 ppt TEQ), levels appeared to have decreased
since the 1980s and 1992 (26 and 23 ppt TEQ respectively). Similarly, breast milk
data for 5 individual samples from 1995/6 showed a decline from 20 to 8.1 ppt TEQ.
However, when pooled US blood samples, (n=100), taken in 1996, Binghamton, New
Y ork, were considered, there was no declining trend in recent years, with levelsin
1996 being 27.6 ppt TEQ (Schecter et al.1996). The authors noted that both the
above mentioned German (Furst et al.1994) and US studies represented samples from
among the largest collections of blood and milk in these countries. However, these
results may not be completely representative of levelsin the genera population since
the samples were not collected in a systematic fashion (Schecter et al.1997h).

In summary, available research on time trends of PCDD/F levels in human milk
shows that levels are not increasing in Canada, USA, and several European countries.,
The research indicates that levels in some of these countries has declined over the past
decade but in others has remained stable. There are still uncertainties in assessing time
trends of PCDD/F levels within and between studies because of possible differences
in sampling strategies and analytical techniques. No data on time trends was located
for developing countries.

PCBs

The situation regarding PCBs is somewhat different to PCDD/Fs. The few studies
available show PCB levels have remained more steady and less of adeclineis
apparent. A study in Sweden analysed blood samples which had been stored frozen
for several years. It found PCBs declined between 1972 and 1980, but did not decline
between 1985 and 1989 (Noren 1993). A study on breast milk in Germany reported
that for PCB congeners 138, 153 and 180, levels appeared to remain constant from
1984 to 1989, athough in the following two years results indicated a slight decline
(Furst et al.1994). Studies in 1988 and 1993 in the Netherlands reported no changein
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indicator PCB levelsin breast milk (Liem and Theelen 1997). However, a diet survey
has revealed reductions in the dietary exposure to these PCBs between 1978 and
1993. It has been suggested that this discrepancy between human tissue levels and
levelsin dietary foodstuffs may occur because PCBs have longer elimination half-
lives (take longer to be eliminated from the body) than PCDD/Fs. The WHO study
was inconclusive regarding trends in PCBs because different, and sometimes less
reliable, analytical methods were used by some laboratories in the first round of the
study (WHO 1996).

2.5 Highly Exposed Populations

25.1 Nursing Infants

Nursing infants are exposed to chemical contaminants from their mother’s breast
milk. Studies that have examined levels of PCDD/Fs and PCBs in breast milk,
compared with the amount of these compounds excreted by the infants, have shown
that they are highly absorbed by the infants. For instance, it was found for most
PCDD/F and PCB congeners that the absorption from mother’s milk of the ingested
compounds was over 95% (Dahl et al.1995).

The quantities of PCDD/Fs and PCBs that are absorbed by the infant via breast-
feeding have prompted concern. Studies have shown that while the mother’ s body
burden of these chemicals decreases during lactation, at the same time the infant’s
body burden increases. For example, the decreasing maternal body burden was shown
in astudy of Swedish women. It was found that the level of PCDD/Fs and PCBs in
breast milk decreased by at least 12% per month during the first 3 months of breast-
feeding (Lindstrom et al.1994, Dahl et al.1995). Another study on awoman who
nursed twins for two years reported the levels of PCDD/Fsin breast milk decreased
from 16.9 to 3.1 ppt TEQ during this period, and levelsin blood fell from 14.9to 4.9
ppt TEQ (Schecter et al.1996b and 1996¢). The decrease in a mother’ s body burden of
PCDD/Fs with a concomitant increase in the body burden of the child was illustrated
by a study on a German woman and her first and second child. Both infants were
breast fed for 6-7 months. Following breast-feeding, the level of PCDD/Fsin blood
from the first child was 37.5 ppt TEQ and in the second child was 16.0 ppt TEQ.
These levels significantly exceeded those of the mother. When each child was 1 year
old, the level of PCDD/Fsin the first child’s blood was 3.6 times higher than the
mother and the level in the second child’'s blood was 2.9 times higher (Abraham et
al.1996).

ADIs have been set for PCDD/Fs, but these are highly variable depending on the
regulatory body in question. For example, the Tolerable Daily Intake set by WHO is
10 picogram TEQ per kg body weight per day (pg TEQ/kg/d), (WHO 1992). This TDI
was updated very recently to 1-4 pg TEQ/kg/d. The ADI set by US EPA in their draft
reassessment of dioxinsis 0.006 pg TEQ /kg/d (US EPA 1994b). Thisis 100 to 666
times lower than the TDI set by WHO.

Regulatory agencies can assess foodstuffs to make sure that levels of chemicalsin the
food do not exceed the established limits that are set for the protection of public
health. Unlike commercial foods, breast milk cannot be regulated (Rogan and Ragan
1994). It is however possible to estimate the intake of chemicals by an infant via
breast milk and compare the intake with the ADI. For example, the US EPA
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calculated the average daily dose of PCDD/Fs to which an infant would be exposed
after one year of breast feeding assuming the mothers milk contained 20 ppt TEQ
(US EPA 1994). The figure of 20 ppt TEQ in milk is synonymous with levelsin
breast milk found in many industrialised countries. The calculation predicted that the
average daily dose would be 60 pg TEQ/kg body weight/day. This figure exceeds the
ADI of 0.006 pg/kg/day set by the US EPA by 1000-fold, and exceeds the TDI of 1-4
pa/kg/day set by WHO. A study by Schecter et al.(1996b) also showed that breast-
feeding caused the ADI to be exceeded. The study estimated the intake of PCDD/Fs
by twins who had been breast-fed for two years. The average daily TEQ intake for
each twin was estimated to be 66 ppt TEQ/kg/day during the first year, and thus
exceeded the ADI. It isalso of note that the US EPA estimated that the range of
background exposure for the general population is 1-3 pg TEQ/kg/day. Thisfigureis
similar to the WHO TDI of 1-4 pg/kg/day and greatly exceeds the ADI of 0.006
pg/kg/day proposed by the US EPA.

2.5.2 Arctic Regions

People residing in Arctic regions who consume a diet rich in seafood can be exposed
to relatively high levels of some organochlorine contaminants. To date,
organochlorine contaminants have been documented in blood from mothers living in
ten different Arctic regions as part of the Arctic Monitoring and Assessment
Programme (AMAP) circumpolar study (AMAP 1997). Participating countries
included Canada, Norway, Russia and Sweden. It was reported that average levels of
PCDD/Fsin breast milk were similar to non-Arctic regions (10-20 ppt TEQ on an
extractable fat basis). However, PCBs were elevated in some regions compared to
non-Arctic regions. The highest PCB levels were found in Northwest Greenland and
Nunavik, Northern Quebec.

A separate study was recently undertaken on PCDD/F and PCB blood levelsin 499
Inuit adults from the Hudson Bay and Ungava Bay regions in Nunavik, Arctic Quebec
(Ayotte et al.1997). Inuit people residing in the region are exposed to higher than
average levels of organochlorines through their traditional diet which includes large
quantities of sea mammal fat. In this study, individual blood samples were pooled
together into 20 samples categorised into the same age group, sex and region of
residence. These samples were compared to control samples taken from residents of
Southern Quebec. For PCBs, the study measured non-ortho PCB congeners (nos.
77,126 and 169), and mono and di-ortho congeners (nos. 105, 118, 156, 157, 170 and
180). Results showed striking differences in PCB levels between the two populations.
For Inuit men and women aged 18-39 residing in Nunavik, the total PCB
concentration was 2.0 mg/kg lipids. Thisis 15-fold greater than residents of Southern
Quebec where the total PCB concentration was 0.13 mg/kg. PCDD/Fs levels were
also higher in Inuit residing in Nunavik. The mean concentration was 89 ppt TEQ
which was 3.4-fold greater than residents of Southern Quebec (26 ppt TEQ).

PCBs were found to contribute very substantially (78%) to the total TEQ. Mono and
di-ortho PCBs represented 64% of the total TEQ concentration, non-ortho congeners
represented 14% while PCDD/Fs represented only 20%. Thisisin contrast to samples
from Southern Quebec where PCDD/Fs contributed 56%, mono and di-ortho PCB
congeners 24%, and non-ortho PCBs 20%.
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A higher PCB contribution to the total TEQ appears to be typical for individuals who
consume large amounts of species from the marine food web since such species are a
high source of these chemical contaminants. For instance, a study in the Faroe islands
reported the highest PCB levels were found in the breast milk of women who
frequently ate whale meat/blubber. The levels of PCBs were 7 to 12 times higher than
in breast milk from other European women, wheresas levels of PCDD/Fs were not
elevated (Grandjean et al.1995). Another study in Sweden reported that fish from the
Baltic Sea were amgjor source of PCBsin peopl€e s diets. For example, a higher fish
intake was associated with higher PCB levelsin blood. The PCB contribution to the
total dioxin TEQ was nearly 80% among high consumers of fish (Asplund et
al.1994).

In 1997, the AMAP circumpolar study reported that current exposure to PCDD/Fsis
at, or just below, tolerable daily inta