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CMAJ Commentary

In May 2015, delegates at the Conference of 
the Parties to the Rotterdam Convention 
will once again consider adding chrysotile 

asbestos to the treaty governing the trade in 
substances harmful to health. In relation to 
asbestos, Canada’s role in the international 
community has been questionable.1,2 In 2011, 
Canada was the only member of the Rotterdam 
Convention to oppose placing chrysotile on the 
international treaty of hazardous substances, 
although in 2012 Canada announced that it was 
no longer opposed to the move. However, a 
coalition of seven member nations (India, 
Kazakhstan, Kyrgyzstan, the Russian Federa-
tion, Ukraine, Vietnam and Zimbabwe) blocked 
adding chrysotile to the treaty in 2013, and thus 
currently chrysotile is not included on the 
 convention’s list of hazardous substances. 
Although Canada has at last ended domestic 
extraction and export of asbestos, it has not 
banned asbestos use, unlike many developed 
nations, including Australia and all countries 
within the European Union.1,2 Furthermore, 
Canada is not an advocate for ending asbestos 
use worldwide.

Asbestos is a naturally occurring fibrous sili-
cate mineral that exists in two major forms: 
amphibole (which includes amosite, crocidolite, 
tremolite, anthophyllite and actinolite) and ser-
pentine (also known as chrysotile or “white 
asbestos”).2 All forms of asbestos are classified 
by the International Agency for Research on 
Cancer (IARC) as Group 1 human carcinogens 
that cause mesothelioma and cancers of the lung, 
larynx and ovary.3 Asbestos has also been impli-
cated in other cancers, including pharyngeal, 
colorectal and stomach cancer.3 Mesothelioma 
occurs most commonly in the pleura (about 
70%–80% of cases) and peritoneum (about 25% 
of cases), but occasionally in the pericardium. 
Although the health effects of the two forms of 
asbestos are the same,4,5 the IARC acknowledges 
that the potency of effects varies, with amphi-
bole asbestos being a more potent carcinogen. 
Both forms of asbestos cause asbestosis, a debili-
tating lung disease for which there is no effective 
treatment and which is associated with an 
increased risk of lung cancer.6

Canada has a long history of production, use 
and export of asbestos, dating back to the first 
asbestos mine in Quebec in 1874.5 As recently as 
2010, about 100 000 tonnes of chrysotile asbestos 
was produced in Quebec, most of which was 
exported.7 Canada’s last asbestos mine closed in 
2012 and was later abandoned when a provincial 
loan of $58 million, offered in 2012 to enable the 
mine to extract asbestos for a further 20 years, 
was cancelled by Quebec’s incoming government.

Canada is no longer a major contributor to the 
export of this environmental and occupational 
carcinogen, but two major asbestos-related 
issues remain substantial concerns for Canadian 
public health. First, the legacy of Canada’s 
asbestos industry, and the fact that asbestos is 
present in many buildings throughout Canada, 
means the country is facing a considerable long-
term burden of asbestos-related disease.8 Second, 
Canada continues to import and use a range of 
asbestos-containing products (Appendix 1, avail-
able at www.cmaj.ca/lookup/suppl/doi:10.1503/
cmaj.150269/-/DC1), with potentially serious 
health consequences.

Mesothelioma incidence and mortality con-
tinues to increase in Canada.9,10 This increase 
relates primarily to past occupational and envi-
ronmental exposures.8,9 Given Canada’s long 
association with the asbestos industry, the long 
latency of asbestos-related disease and the fact 
that a great deal of asbestos is still present in 
buildings in Canada, mesothelioma deaths will 
continue to rise for some years. Furthermore, it 
is estimated that for every case of mesothelioma, 
there are two cases of asbestos-related lung can-
cer.9 The tragic legacy of asbestos exposure, 
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even among individuals who never knew they 
had been exposed, continues to affect many 
Canadians and their families.11 Nationwide pub-
lic education campaigns concerning asbestos 
risks, especially for those undertaking home ren-
ovations, are therefore crucial.

It is of concern that asbestos products continue 
to be imported and used in Canada (Appendix 1). 
Although the quantity has been reduced from 
$80 million per year of asbestos imported a 
decade ago, the industry was worth almost 
$6 million in 2014 (Appendix 1), which is a sub-
stantial amount. For example, the $4.6 million 
worth of asbestos-containing friction materials 
(largely brake pads) imported in 2014 represents 
14% of the total dollar value of these imported 
products. Other asbestos-containing products 
imported include construction materials. It is 
ironic that at the same time many buildings in 
Canada are having asbestos removed, at a consid-
erable economic cost, asbestos products are being 
used in new buildings. 

Canada’s support for the chrysotile industry 
has long been justified by both government and 
industry sources with the argument that chryso-
tile can be used safely under controlled condi-
tions. This argument is widely discredited by 
 scientific evidence showing that exposure to 
chrysotile asbestos is associated with cancer and 
that exposure to asbestos is difficult to control 
adequately in occupational and environmental 
settings.2,3 Globally, about two million tonnes of 
chrysotile asbestos is used annually, mostly in 
developing regions of Asia (India and China), 
the former Soviet Union and South Africa. The 
legacy of this continuing international trade will 
include new cancer diagnoses and devastating 
health effects for years to come — many of these 
in developing countries with inadequate or 
underfunded health systems. Even though Can-
ada is no longer the world’s largest exporter of 
asbestos, by not ending chrysotile imports or 
lobbying for a global ban on use of all forms of 
asbestos, Canada remains complicit in an inter-
national industry that is responsible for about 
100 000 avoidable deaths annually.12

Asbestos-related disease is wholly preventable 
through the safe removal of existing asbestos 
products from the environment and, moving for-
ward, the simple action of a global ban on the pro-

duction and use of asbestos-related products. It is 
time that Canada accepts the scientific consensus 
that chrysotile asbestos has unacceptable health 
consequences2 and institutes a public health policy 
in line with scientific evidence. The upcoming 
Rotterdam Convention conference offers Canada 
the opportunity to lobby actively for chrysotile’s 
inclusion in the treaty of hazardous substances. 
We urge Canadian policy-makers to instigate a 
time-specific ban on all asbestos use in Canada, 
and support a global ban on asbestos use.
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