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Abstract

:

Asbestos is carcinogenic to humans; the exposure to asbestos causes a wide range of diseases. Aim: Malignant mesothelioma (MM) is unique for asbestos exposure. Methods: Based on the physical inventory of asbestos-cement roofing, the social-economic situation of communes, the proximity of asbestos manufacturing plants, the land use data referring to the surface of the built-up area, and the historical data on the annexations, the amount of asbestos-containing products in use was estimated by computing best Random Forest models. Per capita asbestos use is an indicator to compare the state of asbestos use among countries. MM cases in the local administrative units (provinces) were tested by the application of Moran’s I and Getis and Ord statistic. Results: The total amount of asbestos roofing in Poland was estimated at 738,068,000 m2 (8.2 million tons). In total there were 28 plants in Poland located in 11 provinces throughout the country. The amount of asbestos-cement roofing in use is correlated primarily with the measurements of asbestos concentration fibers (rs = 0.597). MM raw morbidity rate was calculated, stratified by province, and classified into five groups with respect to incidence. Hotspots of MM cases are in the southern part of Poland. Conclusions: MM cases are concentrated in the same geographical areas, which may indicate an increasing impact of environmental exposure. The results of the local and global autocorrelation clearly indicate a statistically significant relationship between incidences of MM in provinces. Poland and other Eastern European countries are among countries with low MM incidence rate. Detailed investigation is desirable since the current MM morbidity rate in Poland seems to be underestimated.
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1. Introduction


The World Health Organization (WHO) has pointed out that asbestos is carcinogenic to humans [1]. The term “asbestos” refers to a group of naturally occurring fibrous serpentine or amphibole minerals [2]. Due to their extraordinary tensile strength, poor heat conduction, and resistance to chemical attack they were broadly used in the industrial production. The global peak of the production of asbestos-containing products was in the 1960s and 1970s, when there were more than 3000 applications in the national economies [3].



It is estimated that 125 million people in the world are exposed to asbestos fibers with reference to occupational and environmental aspect [4]. Occupational exposure is mainly related to work on the extraction of asbestos in mines or with the production of asbestos-containing products, as well as during the dismantling, the repairs and the maintenance of the products used [5]. Environmental exposure to the pathogenic effect of asbestos and asbestiform fibers mainly affects people living near asbestos mines, asbestos manufacturing and processing plants, people living in highly urbanized areas, where asbestos can be a factor initiating cancer [6,7,8,9].



Potential harmfulness of asbestos fiber was mentioned in medical literature in the 1930s [10]. Asbestos became an established carcinogen for bronchogenic carcinoma and mesothelioma, and malignant mesothelioma (MM) became a symbol of occupational disease in in the second half of the 20th century [11]. In 1969 asbestos (actinolite, amosite, anthophyllite, chrysotile, crocidolite, tremolite) was classified by the International Agency for Research on Cancer as being carcinogenic to humans. In 2012 it was stated that minerals containing asbestos in any form should be regarded as carcinogenic to humans [12]. The number of cases of MM depends on the type of asbestos used, and it increases with the use of crocidolite in production [13]. Mesothelioma risk was much higher when exposure included crocidolite or amosite than chrysotile alone [14]. Crocidolite is considered the most potent fiber type with respect to the pathogenesis of mesothelioma [15]. The negative effects of asbestos and asbestiform fibers on human health are a consequence of inhalation of fibers in the air present in any geographical areas, such as, fluoro-edenite fibers, eronite mineral fibers and tremolite mineral fibers [16]. Those fibers can accumulate in the lung tissue, and their negative impact on health is dependent on the degree of the penetration and the number of fibers retained in the lower respiratory tract [17]. The most important feature determining the ability of fibers to induce tumors is their physical dimensions, that is, diameter below 3 μm and a length of more than 5 μm [18]. Environmental Health Criteria No. 203 (Chrysotile Asbestos) was set by the United Nations Environment Program, which states that no threshold has been identified for carcinogenic risks [19]. Exposure to asbestos causes a wide range of diseases, such as asbestosis as well as cancers such as MM and lung cancer [20]. Asbestos and asbestiform mineral fiber causes initial injury to epithelial and mesothelial cells [21,22,23]. The latency period is very long, that is, most of the human diseases occur decades after exposure to asbestos [24]. To diagnose the disease in a phase in which the surgery and radio chemotherapy may be more effective, new markers (e.g., microRNA) are introduced [16,25]. According to estimates made by the WHO, over 107,000 people die each year due to the asbestos-related diseases. Eliminating asbestos-related diseases is particularly targeted at countries still using chrysotile, in addition to exposures arising from historical use of all forms of asbestos [26]. Asbestos dust and fibers constitute the direct cause of MM [27,28,29]. Malignant mesothelioma is a malignant, rare, and very deadly tumor, a neoplasm typically originating in mesothelial cells lining the body’s serous cavities, mainly the pleura and the peritoneum [30,31,32]. The intensity of exposure is a relevant factor in determining the duration of latency periods [33,34]. The latency period of MM is long [35]. The disease has proven exceptionally resistant to chemotherapy, radiotherapy, and surgery. MM has a very aggressive natural history with a median survival of around nine months [36]. Malignant mesothelioma is classified according to the International Statistical Classification of Diseases and Related Health Problems ICD-10 as C.45 [37] and constituted the subject of the undertaken survey as a unique for asbestos exposure.



The WHO indicated that all countries should implement programs aimed at controlling and eliminating carcinogens in occupational and environmental exposure. Among them, asbestos was listed. The cessation of the use of asbestos for production has been identified as one of the key areas of intervention in the field of environmental exposure [26].



Due to the pathogenic nature of asbestos, in 1997, a statutory ban on the production, use and marketing of products containing asbestos was introduced in Poland (in the European Union the ban has been issued since 1 January 2005 by the adoption of the Commission Directive 1999/77/EC of 26 July 1999). In Polish law, asbestos is considered to be a substance posing a particular threat to the environment, which should be used, transported and eliminated with safety precautions; the installations of devices in which asbestos is or was used should be cleaned or disposed of before 31 December 2032 [38]. Considering the amount and the degree of degradation of asbestos-containing products still used and the long latency period of MM, it is expected that the number of cases of MM will increase in the future. Poland and other Eastern European countries are among countries with low incidence of the detection rate of mesothelioma [39]. The cumulative incidence rate of MM in Poland from 1999–2006 was about 0.3 per 100,000 men and 0.1 per 100,000 women [40].



Carlin et al. [41] have stressed that only with a multidisciplinary approach connecting different sources of data on asbestos will there be an improved understanding of the fiber-induced illnesses, with new risk assessment strategies to protect affected communities. Since there is no threshold set for the concentration of asbestos fibers, below which the risk of asbestos-related cancer does not exist, it is assumed that any long-term exposure to asbestos and asbestiform dust may be a promoter or initiator of cancer [27]. The main aim of the undertaken study is to present the current state of asbestos exposure in Poland, in particular including the use of asbestos-containing products, former asbestos manufacturing plants, and the results of measurements of asbestos fiber concentrations in relation to MM cases. The geographical distribution of MM cases and the occurrence of their potential sources are desirable for the detection of MM. Since Poland is perceived as one of the countries with a low MM incidence rate and insufficient data [39], the undertaken study aims to investigate possible sources of data and MM incidence rates in future.




2. Materials and Methods


Data on the quantity of asbestos-cement products in use, asbestos manufacturing plants, the concentrations of asbestos fibers in the air, and the number of MM cases in relation to provinces in Poland were used to determine the relationship between asbestos exposure and incidence of MM.



Based on the physical inventory, the social-economic situation of communes, the proximity of asbestos manufacturing plants, the land use data referring to the surface of built-up area, and historical data on annexations, the number of asbestos-containing products in use was estimated. The physical inventory was taken in 160 communes in Poland with the use of printouts of orthophotomap [42]. Each building with asbestos-containing products was marked on the printout and then digitized, leading to the development of a database of buildings with asbestos-cement roofing. The social-economic features referring to demography, income and expenditure of communes, agriculture area, land use, and buildings characteristics were applied [43]. Land use data for the built-up areas were derived from the Soil Sealing Enhancement Project developed by the European Environment Agency [44]. Historical conditions have had great influence on later types of the land use, the architecture and building construction, and the economy in Poland [45]. Data on historical annexations were acquired from the Mosaic Project [46]. The localization of the asbestos manufacturing plants in Poland, the types of asbestos fibers used, and the kinds of asbestos-containing products fabricated were acquired through field survey and in-depth interviews; a geodatabase on the asbestos manufacturing plants was developed [47]. Data on the quantity of the asbestos-containing products in use per province were obtained by computing Random Forest models; a model explaining 72.9% of the variance was subsequently used to prepare the prediction map of the amount of asbestos-cement roofing in Poland. Predictions were performed with the use of predict() function from the Random Forest package for m2 per ha of SSL data, and then was converted into the total value of asbestos-cement roofing in each commune [48]. The information regarding measurements of asbestos fibers in the air carried out in 2004–2007, 2010 and 2012–2013 for the Ministry of Economy were used [49]. The total amount of asbestos fiber consumption was then compared to the selected countries to assess the level of MM cases in Poland. Per capita asbestos use is an indicator to compare the state of asbestos use among countries [50].



Incidence of MM was derived from the National Cancer Register [40], and the Amiantus Program dedicated for former employees of asbestos manufacturing plants [51]. Total number of MM cases (registered under C.45 of 10th Revision of International Statistical Classification of Diseases and Related Health Problems) refers to the period of 1999–2013 and is classified by province and gender. Data on MM cases contain information on the total number of cases, the number of cases of particular types of diseases caused by asbestos, the preventive measures taken, and mortality among people exposed to asbestos fibers. All calculations were performed for males, females, and the general population. To investigate the spatial relationship, Tobler’s law was applied, according to which the neighboring areas are more similar in terms of their features than remote areas [52]. Using spatial statistics, MM cases in provinces were tested. Moran’s I autocorrelation coefficient was used to measure the correlation between neighboring observations in provinces, calculated with the following formula [53,54]:


     I =   n   ∑   i = 1  n    ∑   j = 1  n   w  i j   (  x i  −  x ¯  )  (   x j  −  x ¯   )     (    ∑   i = 1  n    ∑   j = 1  n   w  i j    )    ∑   i = 0  n     (   x i  −  x ¯   )   2    ,   i ≠ j     



(1)




where n is the number of study areas (provinces), wij represents weight matrix of links between i object and j object (MM frequency or cumulated incidence in i or j province), xi, xj are variables values in i and j spatial unit (MM prevalence rate) and   x ¯   is the arithmetic mean of the variable for all units. To examine the measure of the level of the mutual grouping of high and low values, global G Getis and Ord statistic was applied [55,56].


   G =     ∑   i = 1  n    ∑   j = 1  n   w  i , j    x i   x j      ∑   i = 1  n    ∑   j = 1  n   x i   x j      , i ≠ j   



(2)




where xi, xj are variables values in spatial unit i and j, wi, wj represents weigh of links between unit i and unit j and n are the number of spatial units. The feature that differentiates the research objects was MM raw morbidity rate due to the lack of data on MM cases divided into the age groups, calculated as follows:


   SS   =       ∑   j = 1  n   k j      ∑   j = 1  n   p j      ×   100,000     



(3)




where n is the number of years in the analyzed period, kj is the number of MM incidence among tested population within the given period i and pj represents the number of people in tested population in the middle of period j. Statistical measures of Getis-Ord Gi statistics were used to determine the local pattern indicating points of high MM risk [56]:


     G i  ( d )    =       ∑   j = i  n   w  i j    ( d )   x j      ∑   j = i  n   x j        



(4)




where wij is the weight of links between objects i and j (MM incidence frequency or aggregated number of registered MM cases in i or j province), xj is the variable value in the unit j and d represents the maximum distance within which the clusters are expected to occur. Gi(d) statistic measures the intensity of clustering of high or low values [57]. To identify statistically significant hot spot and cold spot clusters the Local Moran’s I statistic was applied [58]:


     I i  =    n 2      ∑  i      ∑  j    i j     x    (   x i  −  x ¯   )      ∑  j       w  i j      (   x j  −  x ¯   )      ∑  j       (   x i  −  x ¯   )   2      i ≠ j    



(5)







Fixed Distance band method with the calculated threshold distance was used. For each set, that is, female (cases W), male (cases M) and the entire population (cases all), spatial autocorrelation was measured for the determined threshold distance, based on the Z-score value. The level of detection of MM in Poland among men, women and the general population was then compared to those registered in selected countries to determine the relationship between per capita asbestos use and the MM incidence rate. Spearman Rank Correlation Coefficient rs was calculated to determine the association between the amount of asbestos-cement product in use, asbestos fiber concentrations and the MM morbidity rate.



The information on the territorial division of the country together with the borders of provinces was acquired from Polish National Geodetic and Cartographic Documentation Centre [59].



The relational database, adapted to the requirements of the PostgreSQL database, was designed and developed to provide a geospatial analysis. Compliance with the PostgreSQL database structure meets the requirements of the Electronic Spatial Information System [60] in Asbestos Database for the monitoring of the implementation process of the National Program for Asbestos Abatement in Poland [61].




3. Results


3.1. The Quantity of Asbestos-Cement Products in Use


The total amount of the asbestos roofing in Poland was estimated at 738,068,000 m2 (8.2 million tons). The largest number of asbestos-cement products, that is, 18% of the total estimated amount, falls to Mazowieckie, then to Lubelskie (12%), Łódzkie and Wielkopolskie (each with a 9% share). In Małopolskie, Podlaskie, Świętokrzyskie, Podkarpackie and Śląskie, the share of the estimated number of asbestos-cement products used ranges from 6 to 7%. Kujawsko-Pomorskie province has a 5% share, and 2–3%—Dolnośląskie, Pomorskie, Warmińsko-Mazurskie, Zachodniopomorskie and Opolskie. The lowest share (1%) is characteristic for Lubuskie (Figure 1a). On average, there is 202 kg of asbestos-cement product still in use per one inhabitant of Poland. This indicator has the highest value for Lubelskie—423 kg per person, Podlaskie—416 kg per person and Świętokrzyskie—387 kg per person (Figure 1b). In Łódzkie, Mazowieckie, Podkarpackie and Wielkopolskie amounts to over 200 kg, and in Kujawsko-Pomorskie, Opolskie, Małopolskie, Warmińsko-Mazurskie, Pomorskie, Lubuskie and Zachodniopomorskie—over 100 kg. The smallest number of products per one inhabitant (less than 100 kg) falls on Śląskie and Dolnośląskie.




3.2. Asbestos Manufacturing Plants


In Poland, asbestos-containing products were manufactured from raw materials imported from the former Soviet Union (Russia, Lithuania, Kazakhstan, and Belarus), Canada, Italy, Australia, and the UK. Poland does not have natural resources of asbestos mined on an industrial scale. Over 90% of asbestos used in production was chrysotile; and less than 10% constituted crocidolite and amosite, which were used until the 1980s in the manufacturing of pressure pipes [62,63]. According to the Chief Statistical Office data for the period of 1955–1995 the import of asbestos amounted to more than 2,000,000 tons. The peak of import was in the 1970s, when the total amount of asbestos amounted to almost 900,000 tons. In the 1980s, asbestos imports decreased and amounted to over 700,000 tons [64]. It is estimated that more than 75% of asbestos imported into the country has been used for the fabrication of asbestos-cement products, and less than 500,000 tones was the raw material for the manufacture of other asbestos-containing products.



From 1913–1999 the total amount of asbestos fiber consumption in production was highest in UK. It amounted to over 6,000,000 tons. Germany was the second largest producer of asbestos-containing products with the total consumption amounted to 5668 thousand tons. The level of consumption of asbestos fibers for production purposes in Poland was similar to Belgium, much lower than in the UK, Germany, France, and Italy (Figure 2a) [65,66]. Belgium has the highest total consumption of asbestos fibers per capita at 200 kg per inhabitant. Comparing data on the consumption of asbestos for the production purposes per capita, Poland can be compared to Italy, Germany, and France (Figure 2b).



In total there were 28 plants that used asbestos in production, of which 10 produced asbestos-cement products [47]. The peak production period was in the 1970s, when more than 50 million m2 of corrugated and flat sheets used in construction were produced annually [64]. Asbestos manufacturing plants were in 11 provinces throughout the country (Figure 3). In 1998 the manufacturing process was terminated in all plants [67]. Relatively high concentration of asbestos-cement products in use is observed in the proximity of asbestos-cement manufacturing plants, that it, Małkinia and Wierzbica (Mazowieckie), Lublin (Lubelskie), Szczucin and Trzebinia (Małopolskie), Ogrodzieniec (Śląskie), and Trzemeszno (Wielkopolskie) (Figure 1a).




3.3. Concentrations of Asbestos Fibers in the Air


Asbestos fiber concentration measurements were carried out from 2004–2013. They were executed by passing a certain amount of air through a membrane filter (from cellulose esters) with a pore size of 0.8 μm and a diameter of 25 mm by a pump with a controlled volume of the air. The determination of the sampling point, the measurement points, and the air intake were made in accordance with the PN-88/Z-04202.02 standard [49]. In total they were carried out in 1037 communes [49], which constitute 42.4% of Poland’s area, where more than half of the population lives, that is, over 22 million people. There were asbestos fiber concentrations results above 5000 fibers per m3 recorded in Lubelskie (3 communes), Łódzkie (3 communes), Małopolskie (1 commune) Warmińsko-Mazurskie (1 commune) and in Mazowieckie (1 commune). The highest average concentration amounts to 8229 fibers per m3 (Annopol in Lubelskie). In five provinces (Lubelskie, Mazowieckie, Podlaskie, Podkarpackie, Warmińsko-Mazurskie), the average concentration is about 1000 asbestos fibers per m3. The lowest level of asbestos fiber concentration was measured for Kujawsko-Pomorskie, Opolskie and Wielkopolskie (Figure 3). The amount of asbestos-cement roofing in use is correlated primarily with the measurements of asbestos concentration fibers (rs = 0.597).




3.4. Malignant Mesothelioma Cases


The National Cancer Register was developed to improve the quality of epidemiological data on malignant cancers and to enable modern epidemiological studies with the use of information society technologies as a result of the implementation of the Act on Information System in Health Care. Data gathered in the National Cancer Register refer to all provinces and are provided by the provincial medical centers according to the legal regulations. The competence of the National Cancer Registration Office is the collection and processing of data on diagnoses and suspected malignancies, including data necessary to perform the tasks related to public statistics. Reporting of the diseases to the National Cancer Registry is carried out by provincial centers [68]. In Poland, physical examination of MM patients involves standard methods of assessing the chest and the respiratory system. Imaging examinations such as chest X-ray, computer tomography, and magnetic resonance enable precise evaluation of the condition’s extent (infiltration of the chest wall, pericardium, and diaphragm) [69].



Based on data derived from the National Cancer Register, MM raw morbidity rate was calculated, stratified by province, and classified into five groups with respect to incidence (Figure 4). Based on the cumulative number of reported MM cases, three provinces (Śląskie, Małopolskie and Świętokrzyskie) were classified with the highest morbidity rate amounting to over 11 cases per 100,000 inhabitants. There were no statistically significant correlations found between the number of asbestos-cement products in use and the number of MM cases.



There is a statistically significant positive autocorrelation of the occurrence of the cumulative MM morbidity rate for the entire population and divided into male and female (Table 1).



Hot spots of MM cases are in the southern part of Poland, that is, Śląskie, Małopolskie and Świętokrzyskie; additionally, Podkarpackie appears for female cases (Figure 5). A cold spot was recorded in male population in Wielkopolskie, and in female population in Dolnośląskie.



In southern Poland, clusters of high values of the MM morbidity rate have been determined; in Małopolskie for the entire population and in Świętokrzyskie for female and male population (Figure 6). In case of female population there is a clear boundary between the eastern part of Małopolskie and Świętokrzyskie appointed by the Low-High province (Podkarpackie). Moving west, there are provinces with low values of the MM morbidity rate, also surrounded by provinces with low values of Low-Low MM morbidity rate (Dolnośląskie for the entire and female population, and Lubuskie for male population).



MM mortality rates were derived from the WHO Mortality Database [70] and differ among countries. The highest mortality rate is denoted for the UK, Italy, and Belgium. Incidence of MM in men and women differs significantly (Figure 7). Compared to Western European countries, Poland has the lowest mortality rate.



Moreover, comparing annual data on MM mortality rates [70] (Figure 8), the highest and still growing MM mortality rate is observed for Great Britain. In Italy there was a peak observed in 2009. In Poland, the MM rate is at the lowest level, and a growing trend is denoted.





4. Discussion


Analyzing MM incidence in Poland and the factors affecting asbestos exposure is aimed at pointing out the circumstances in which the development of the disease begins, which may be the promoter of its development, such as, environmental factors [71,72]. Poland has low morbidity or detectability rate of MM in comparison with other European countries. The number of detected men’s cases in 1999–2013 is five times lower than in Italy, Germany, and Sweden (Figure 7), while the number of women’s cases is half that in Sweden and Denmark, and three times lower than in other Western European countries. There is a link between historical asbestos consumption and MM morbidity rate; 1 kg per capita per year of asbestos use corresponds to 2.4- and 1.6-fold increases in MM death among men and women, respectively [73]. Per capita asbestos use, in terms of consumption, is a substitute measure for general exposure level, to estimate consequent health burdens at the national levels [74]. Comparing per capita asbestos use, it may be concluded that Poland is relatively similar to Italy, Germany, France, and Sweden [65,66] (Figure 2b). Considering the MM morbidity rate in comparison to per capita asbestos use, Poland has 4-fold lower MM detection than other European countries (Figure 7) and is perceived as a country with the lowest incidence MM registered rates [39,40,70]. It must be stressed that the peak of asbestos consumption in Poland in comparison to the UK, Belgium and France shows a tendency to shift by a decade [65,66]. This may be the result of an underestimation of MM incidence in Poland, which might be recognized in 10 years. From an epidemiological point of view, regions of interest are where incidence of MM is higher. The results of the local and the global autocorrelation clearly indicate a statistically significant relationship between incidences of MM in particular regions of Poland (Figure 5). High values of the MM morbidity rate in provinces concentrate around asbestos-cement manufacturing plans. Their proximity has an impact on the number of MM cases [75]. The highest value of MM morbidity rate was recorded in Małopolskie and Śląskie. In addition, in Świętokrzyskie for women cases there is the highest morbidity rate denoted. In this province, in the commune of Szczucin in 1959–1999, the Factory of Asbestos-Cement Products was operating, where about 1000 different products, mainly asbestos-cement roofing, asbestos-cement pipes with large diameters, for the production of which crocidolite was used [76]. Moreover, in Szczucin commune for about 30 years, asbestos-cement waste was used for the hardening of roads, courtyards, and sports facilities [77]. The results of increased morbidity in women population in this region may indicate asbestos environmental exposure. All asbestos manufacturing plants have ceased production since 1998. Since the latency period of MM is quite long, there may be an underestimation of MM cases in the proximity of former asbestos manufacturing plants [78], not only in terms of occupational exposure, but also environmental exposure, in particular when women are concerned. The percentage of cases of mesothelioma among women is lower than among men (Figure 4) [78,79]. This may be because men more often than women worked in the asbestos industry [80,81]. Correlations between MM incidence ratio in male and female population for Poland amounted to 0.83, in comparison to the incidence ratio in France of 0.80 [79]. There were also correlations found between geographic patterns of MM cases among men and women (Figure 5 and Figure 6). MM cases, in men and women, as well as in the general population are concentrated on the same geographical areas, which may indicate an increasing impact of environmental exposure [79].



Maule et al. [82] found a comprehensive estimate of asbestos domestic exposure to asbestos, to include the information of presence and use of asbestos materials in the house and its proximities, as well as the distance from asbestos manufacturing plants. There was a positive correlation found between the amount of asbestos-cement product in use and the measurements of asbestos fiber concentrations in the air in the provinces in Poland, and partially with the proximity of asbestos-cement plants and the air pollution. It was examined that the strength of the effect of pollution from other sources on the general population could reach up to 1/3 of the risk of asbestos industry workers [82].



For over 20 years in Poland, since the production of asbestos-containing products has been banned, the population is exposed to environmental asbestos. Spearman’s correlation coefficient rank was calculated for the number of asbestos-cement products per capita and the MM incidence ratio; there was no statistically significant correlation found. This may be caused by the long latency period, which was not revealed by environmental exposure. The risk of disease rises with the increase of the amount of dust in the air [83]. The smallest air pollution is denoted in the eastern part of Poland, where the largest number of asbestos-cement products is still in use. Areas with the highest risk of air pollution with substances constituting health risks for people are in Śląskie, Małopolskie, and Świętokrzyskie [84].



Driece et al. [85] examined asbestos exposure by incorporating the following factors: the distance to plant, the sites with the asbestos-containing products in use and its amount, the asbestos waste, the measurements of asbestos fiber concentrations in the air. Asbestos products in use and asbestos waste may result in long-term exposure to asbestos of about 2000 fibers/m3 and these concentrations may lead to a couple of cases of MM each year [85]. The measurements taken in Poland revealed that the average fiber concentration is approximately 700 fibers/m3 (Figure 3). Taking into the account the period of the safe use of asbestos-cement roofing for over 30 years [62], it is expected that in the near future the asbestos fiber concentrations will rise due to the deterioration of asbestos-containing products. There is a positive correlation found between the number of asbestos-cement products in use and the measurements of asbestos fiber concentrations in the air, which may act as an indicator of environmental asbestos exposure.



There is no adequate data on asbestos-containing products in use to be compared between countries. For modeling asbestos exposure, researchers examine areas in the proximity of asbestos factories [82], establish the links between MM cases based on the total asbestos consumption at country level [73,74,86,87] or present the geographical distribution of the MM cases [79], in particular linked to the asbestos factories [78]. However, possible factors influencing asbestos exposure are determined, such as: the number of asbestos-cement products, the asbestos fiber consumption in production, the asbestos manufacturing plants, and the asbestos fiber concentrations in the air. Considering the aforementioned factors, a detailed study on an underestimation of the MM cases in Poland should be undertaken to find all relevant factors that may influence the MM morbidity rate for modeling the mesothelioma risk associated with environmental asbestos exposure in the future. It should be considered also that the health policy based on the best estimates of asbestos exposure risk detects the MM cases with least delay. Incidence of the MM cases in women may act as an indicator of environmental asbestos exposure [88]. Since there is a time lag between asbestos exposure and the mesothelioma occurrence which may exceed 40 years [86], all potential factors and methods should be considered for the geographical distribution and the modeling the number of the MM cases to implement the health policy measures to detect the potential clusters of MM in Poland to protect the affected communities, despite the fact that currently there is an underestimation of incidence of MM in comparison with Western European countries. As the asbestos production shifts to developing countries, knowing the factors that are influencing environmental exposure may lead to a global asbestos ban that prevents asbestos exposure worldwide.




5. Conclusions


The study gathered data on the MM cases in Poland and the factors potentially affecting the disease in relation to province. The database containing the number of asbestos-cement products in use, the details on asbestos manufacturing plants, and the results of the measurements of asbestos fiber concentrations in the air was developed to assess the possible factors influencing environmental asbestos exposure. The spatial and geographic patterns of MM morbidity rate for women, men and the entire population were determined. Geographical patterns of incidence for men and women are consistent. The number of cases of women is lower than that one of men, respectively 36% and 64%. Data regarding MM cases for both men and women, and the general population is concentrated in the same geographical areas, which may indicate the increasing impact of environmental exposure. The hotspots of MM cases in all examined cases are in the southern part of Poland, that is, Śląskie, Małopolskie, and Świętokrzyskie, which may be connected with air pollution, since this is an area that poses a health risk to people, the proximity to asbestos manufacturing plants, and the number of asbestos-cement products in use. Due to the lack of the results regarding the amount of the currently used asbestos-containing products in other countries, it is difficult to assess the number of the cases of MM in the future and to assess the currently diagnosed number of cases as high or low. All possible and potential factors affecting the future MM morbidity rate were taken into the account, that is, the number of asbestos-cement products in use, the proximity, the type of production in asbestos manufacturing plants, and the results of the measurements of asbestos fibers in the air. Detailed investigation is needed since the current MM morbidity rate in Poland seems to be underestimated, particularly when compared to other Western European countries in terms of the asbestos use per capita. However, the early detection of MM is not leading to the increase of the period of survival, studies on the molecular pathogenesis and the immunological tumor microenvironment of MM, regarding the role of BRCA1 associated protein 1 (BAP1) and the expression programmed death receptor ligand 1 (PD-L1), are highlighting new and potential therapeutic strategies [89].



Most researchers compare the consumption of asbestos fibers per capita between selected countries and combine historic consumption of asbestos fibers in production with the number of MM cases, indicating that the increase in production was associated with the increase in the number of MM cases. Most of these studies were directly linked to occupational exposure. At present, environmental exposure will have increasing impact on incidence of MM. The best measure to assess its impact seems to be monitoring of concentrations of asbestos fibers in air. Due to the high costs associated with performing such measurements, few countries take up such challenges nationwide. In Poland in the period of 2004–2013, measurements were performed in 190 communes; the analysis shows that there is correlation between the size of concentrations of asbestos fibers in the air and the number of asbestos-cement products used. The proper direction for future study is to undertake research on modeling the quantity of asbestos products used to estimate the number of MM cases, indicating the potential places of occurrence.







Author Contributions


M.K. and E.W. contributed to conceive, write and revise the paper. All authors participated in the analyses and interpretation of the findings.




Funding


This research received no external funding.




Conflicts of Interest


The authors declare no conflict of interest.




References


	



World Health Organization. Available online: http://www.who.int/news-room/fact-sheets/detail/asbestos-elimination-of-asbestos-related-diseases (accessed on 10 October 2015).

	



Hendry, N. The Geology, Occurrences, and Major Uses of Asbestos. Ann. N. Y. Acad. Sci. 1965, 132, 12–21. [Google Scholar] [CrossRef] [PubMed]

	



Virta, R. Asbestos: Geology, Mineralogy, Mining, and Uses. Open-File Report 02-149. Available online: https://pubs.usgs.gov/of/2002/of02-149/ (accessed on 10 October 2015).

	



Rake, C.; Gilham, C.; Hatch, J.; Darnton, A.; Hodgson, J.; Peto, J. Occupational, domestic and environmental mesothelioma risks in the British population: A case control study. Br. J. Cancer 2009, 100, 1175–1183. [Google Scholar] [CrossRef] [PubMed][Green Version]

	



McDonald, A.D.; Case, B.W.; Churg, A.; Dufresne, A.; Gibbs, G.W.; Sébastien, P.; McDonald, J.C. Mesothelioma in Quebec chrysotile miners and millers: Epidemiology and aetiology. Ann. Occup. Hyg. 1997, 41, 707–719. [Google Scholar] [CrossRef]

	



Britton, M. The epidemiology of mesothelioma. Semin. Oncol. 2002, 29, 18–25. [Google Scholar] [CrossRef] [PubMed]

	



Hanley, D.; Kess, S.; Yee-Wan, S.; Wilbur, S.; Williams, M. Toxicological Profile for Asbestos; Agency for Toxic Substances and Disease Registry: Atlanta, GA, USA, 2001; pp. 149–185.

	



Harper, M.; Butler, C.; Berry, D.; Wroble, J. Where occupation and environment overlap: US forest service worker exposure to libby amphibole fibers. J. Occup. Environ. Hyg. 2015, 12, D47–D53. [Google Scholar] [CrossRef] [PubMed]

	



Ledda, C.; Pomara, C.; Bracci, M.; Mangano, D.; Ricceri, V.; Musumeci, A.; Ferrante, M.; Musumeci, G.; Loreto, C.; Fenga, C.; et al. Natural carcinogenic fiber and pleural plaques assessment in a general population: A cross-sectional study. Environ. Res. 2016, 150, 23–29. [Google Scholar] [CrossRef] [PubMed]

	



Murray, R. Asbestos: A chronology of its origins and health effects. Br. J. Ind. Med. 1990, 47, 361–365. [Google Scholar] [CrossRef] [PubMed]

	



Taylor, A.N.; Cullinan, P.; Blanc, P.; Pickerin, A. Parkes’ Occupational Lung Disorders, 4th ed.; CRC Press: London, UK, 2002; ISBN 9781482240702. [Google Scholar]

	



International Agency for Research on Cancer, Arsenic, Metals, Fibres and Dusts. Volume 100c. 2012. Available online: https://monographs.iarc.fr/wp-content/uploads/2018/06/mono100C.pdf (accessed on 25 July 2018).

	



McDonald, A.D.; McDonald, J.C. Mesothelioma after crocidolite exposure during gas mask manufacture. Environ. Res. 1978, 17, 340–346. [Google Scholar] [CrossRef]

	



McDonald, J.C.; McDonald, A.D. The epidemiology of mesothelioma in historical context. Eur. Respir. J. 1996, 9, 1932–1942. [Google Scholar] [CrossRef] [PubMed][Green Version]

	



Schneider, F.; Sporn, T.A.; Roggli, V.L. Crocidolite and mesothelioma. Ultrastruct. Pathol. 2008, 32, 171–177. [Google Scholar] [CrossRef] [PubMed]

	



Ledda, C.; Senia, P.; Rapisarda, V. Biomarkers for early diagnosis and prognosis of malignant pleural mesothelioma: The quest goes on. Cancers 2018, 10, 203. [Google Scholar] [CrossRef] [PubMed]

	



IARC Monographs Supplement 7: Asbestos. Available online: http://monographs.iarc.fr/ENG/Monographs/suppl7/Suppl7-20.pdf (accessed on 20 October 2017).

	



Donaldson, K.; Brown, R.C.; Brown, G.M. Respirable industrial fibres: Mechanisms of pathogenicity. Thorax 1993, 48, 390–395. [Google Scholar] [CrossRef] [PubMed]

	



United Nations Environment Programme, International Labour Organisation, World Health Organization International Programme on Chemical Safety, Environmental Health Criteria 203. Chrysotile Asbestos. Available online: http://www.inchem.org/documents/ehc/ehc/ehc203.htm#partnumber:4 (accessed on 20 October 2017).

	



Matsuzaki, H.; Maeda, M.; Lee, S.; Nishimura, Y.; Kumagai-Takei, N.; Hayashi, H.; Yamamoto, S.; Hatayama, T.; Kojima, Y.; Tabata, R.; et al. Asbestos-induced cellular and molecular alteration of immunocompetent cells and their relationship with chronic inflammation and carcinogenesis. J. Biomed. Biotechnol. 2012, 2012. [Google Scholar] [CrossRef] [PubMed]

	



Donaldson, K.; Brown, G.M.; Brown, D.M.; Bolton, R.E.; Davis, J.M.G. Inflammation generating potential of long and short fibre amosite asbestos samples. Br. J. Ind. Med. 1989, 46, 271–276. [Google Scholar] [CrossRef] [PubMed]

	



Haegens, A.; Barrett, T.F.; Gell, J.; Shukla, A.; MacPherson, M.; Vacek, P.; Poynter, M.E.; Butnor, K.J.; Janssen-Heininger, Y.M.; Steele, C.; et al. Airway epithelial NF-κB activation modulates asbestos-induced inflammation and mucin production in vivo. J. Immunol. 2007, 178, 1800–1808. [Google Scholar] [CrossRef] [PubMed]

	



Ledda, C.; Caltabiano, R.; Loreto, C.; Cinà, D.; Senia, P.; Musumeci, A.; Ricceri, V.; Pomara, C.; Rapisarda, V. Prevalence of anti-nuclear autoantibodies in subjects exposed to natural asbestiform fibers: A cross-sectional study. J. Immunotoxicol. 2018, 15, 24–28. [Google Scholar] [CrossRef] [PubMed]

	



Kodavanti, U.P.; Andrews, D.; Schladweiler, M.C.; Gavett, S.H.; Dodd, D.E.; Cyphert, J.M. Early and delayed effects of naturally occurring asbestos on serum biomarkers of inflammation and metabolism. J. Toxicol. Environ. Health Part A 2014, 77, 1024–1039. [Google Scholar] [CrossRef] [PubMed]

	



Martínez-Rivera, V.; Negrete-García, M.C.; Ávila-Moreno, F.; Ortiz-Quintero, B. Secreted and tissue miRNAs as diagnosis biomarkers of malignant pleural mesothelioma. Int. J. Mol. Sci. 2018, 19, 595. [Google Scholar] [CrossRef] [PubMed]

	



World Health Organization. Cancer Control: Knowledge into Action: WHO Guide for Effective Programs. Available online: http://www.who.int/cancer/modules/Prevention%20Module.pdf?ua=1 (accessed on 20 October 2017).

	



Wagner, J.C.; Sleggs, C.A.; Marchand, P. Diffuse pleural mesothelioma and asbestos exposure in the North Western Cape Province. Br. J. Ind. Med. 1960, 17, 260–271. [Google Scholar] [CrossRef] [PubMed]

	



Carbone, M.; Bedrossian, C.W. The pathogenesis of mesothelioma. Semin. Diagn. Pathol. 2006, 23, 56–60. [Google Scholar] [CrossRef] [PubMed]

	



Burdorf, A.; Heederik, D. Applying quality criteria to exposure in asbestos epidemiology increases the estimated risk. Ann. Occup. Hyg. 2011, 55, 565–568. [Google Scholar] [CrossRef] [PubMed]

	



Huncharek, M. Changing risk groups for malignant mesothelioma. Cancer 1992, 69, 2704–2711. [Google Scholar] [CrossRef][Green Version]

	



Agudo, A.; Gonzalez, C.A.; Bleda, M.J.; Ramirez, J.; Hernandez, S.; Lopez, F.; Calleja, A.; Panades, R.; Turuguet, D.; Escoalr, A.; et al. Occupation and risks of malignant pleural mesothelioma: A case-control study in Spain. Am. J. Ind. Med. 2000, 37, 159–168. [Google Scholar] [CrossRef]

	



Neyens, T.; Lawson, A.; Kirby, R.; Nuyts, V.; Watjou, K.; Aregay, M.; Carroll, R.; Nawrot, T.; Faes, C.H. Disease mapping of zero-excessive mesothelioma data in Flanders. Ann. Epidemiol. 2017, 27, 59–66. [Google Scholar] [CrossRef] [PubMed]

	



Bianchi, C.; Giarelli, L.; Grandi, G.; Brollo, A.; Ramani, L.; Zuch, C. Latency periods in asbestos-related mesothelioma of the pleura. Eur. J. Cancer Prev. 1997, 6, 162–166. [Google Scholar] [PubMed]

	



Mowe, G.; Gylseth, B.; Hartveit, F.; Skaug, V. Occupational asbestos exposure, lung-fiber concentration and latency time in malignant mesothelioma. Scand. J. Work Environ. Health 1984, 10, 293–298. [Google Scholar] [CrossRef] [PubMed]

	



Chouaid, C.; Assié, J.B.; Andujar, P.; Blein, C.; Tournier, C.; Vainchtock, A.; Scherpereel, A.; Monnet, I.; Pairon, J.C. Determinants of malignant pleural mesothelioma survival and burden of disease in France: A national cohort analysis. Cancer Med. 2018, 7, 1102–1109. [Google Scholar] [CrossRef] [PubMed]

	



Robinson, B.; Chahinian, A. Mesothelioma, 1st ed.; Martin Dunitz; CRC Press: London, UK, 2002; ISBN 9780203994474. [Google Scholar]

	



World Health Organization. Available online: http://apps.who.int/classifications/icd10/browse/2016/en (accessed on 20 October 2017).

	



Regulation of the Minister of Economy of December 13, 2010 on the Requirements for the Use of Asbestos-containing Products and the Use and Treatment of Installations or Equipment in Which Asbestos-containing Products Have Been or Are Used. Journal of Law of 2011, No. 8, Item 31. Available online: http://isap.sejm.gov.pl/isap.nsf/DocDetails.xsp?id=WDU20110080031 (accessed on 26 February 2016).

	



Bianchi, C.; Bianchi, T. Global mesothelioma epidemic: Trend and features. Indian J. Occup. Environ. Med. 2014, 18, 82–88. [Google Scholar] [CrossRef] [PubMed]

	



National Cancer Register. Available online: http://onkologia.org.pl (accessed on 10 October 2015).

	



Carlin, D.J.; Larson, T.C.; Pfau, J.C.; Gavett, S.H.; Shukla, A.; Miller, A.; Hines, R. Current Research and Opportunities to Address Environmental Exposures. Environ. Health Perspect. 2015, 123, 194–197. [Google Scholar] [CrossRef] [PubMed]

	



Krówczyńska, M.; Wilk, E. Aerial imagery and geographic information systems used in the asbestos removal process in Poland. In Proceedings of the 33th EARSeL Symposium Towards Horizon 2020: Earth Observation and Social Perspectives, Matera, Italy, 3–6 June 2013; pp. 823–828. [Google Scholar]

	



Local Data Bank of Poland. Available online: https://bdl.stat.gov.pl/BDL (accessed on 26 February 2016).

	



Tender Specification GMES Fast Track Service Precursor on Land Monitoring. High Resolution Core Land Cover Data for Built-Up Areas, Including Degree of Soil Sealing. Data Enhancement in Support of Member States Requirements. EEA/SES/09/003. Available online: http://www.eea.europa.eu/about-us/tenders/eea-ses-09-003 (accessed on 26 February 2016).

	



Krówczyńska, M.; Soszyńska, A.; Pabjanek, P.; Wilk, E.; Hurbanek, P.; Rosina, K. Accuracy of the Soil Sealing Enhancement Product for Poland. Quest. Geogr. 2016, 35, 89–95. [Google Scholar] [CrossRef][Green Version]

	



Census Mosaic Project, Max Planck Institute for Demographic Research. Available online: http://www.censusmosaic.org/data/historical-gis-files (accessed on 1 March 2015).

	



Wilk, E.; Krówczyńska, M.; Zagajewski, B. Asbestos manufacturing plants in Poland. Misc. Geogr. 2014, 18, 53–58. [Google Scholar] [CrossRef][Green Version]

	



Wilk, E.; Krówczyńska, M.; Pabjanek, P.; Mędrzycki, P. Estimation of the amount of asbestos-cement roofing in Poland. Waste Manag. Res. 2017, 35, 491–499. [Google Scholar] [CrossRef] [PubMed]

	



Report—Spatial Analyses As a Report on the Actions Taken in the Field of Exposure and Health Protection in the Years 2004–2013; Ministry of Economy: Warsaw, Poland, 2015.

	



Tossavainen, A. Asbestos, asbestosis and cancer: The Helsinki criteria for diagnosis and attribution. Scand. J. Work Environ. Health 1997, 23, 311–316. [Google Scholar] [CrossRef]

	



Szubert, Z.; Stankiewicz-Choroszucha, B.; Wrońska-Sobolewska, M.; Cwynar, E.; Dobrowolska, J.; Wróbel, R.; Ratka, M.; Jakubowski, J.; Skórska-Ciszewska, I.; Turbańska, R.; et al. Realizacja programu badań profilaktycznych pracowników byłych zakładów przetwórstwa azbestu “Amiantus”. Medycyna Pracy 2011, 62, 465–472. [Google Scholar]

	



Tobler, W. Computer Movie Simulating Urban Growth in the Detroit Region. Econ. Geogr. 1970, 46, 234–240. [Google Scholar] [CrossRef]

	



Moran, P.A.P. Notes on Continuous Stochastic Phenomena. Biometrika 1950, 37, 17–23. [Google Scholar] [CrossRef] [PubMed]

	



Li, H.; Calder, C.A.; Cressie, N. Beyond Moran’s I: Testing for Spatial Dependence Based on the Spatial Autoregressive Model. Geogr. Anal. 2007, 39, 357–375. [Google Scholar] [CrossRef]

	



Getis, A.; Ord, J.K. The Analysis of Spatial Association by Use of Distance Statistics. Geogr. Anal. 1992, 24, 189–206. [Google Scholar] [CrossRef]

	



Ord, J.K.; Getis, A. Local spatial autocorrelation statistics: Distributional issues and an application. Geogr. Anal. 1995, 27, 286–306. [Google Scholar] [CrossRef]

	



Harris, N.L.; Goldman, E.; Gabris, C.; Nordling, J.; Minnemeyer, S.; Ansari, S.; Lippmann, M.; Bennett, L.; Raad, M.; Hansen, M. Using spatial statistics to identify emerging hot spots of forest loss. Environ. Res. Lett. 2017, 12, 024012. [Google Scholar] [CrossRef][Green Version]

	



Anselin, L. Local Indicators of Spatial Association—LISA. Geogr. Anal. 1995, 27, 93–115. [Google Scholar] [CrossRef]

	



Państwowy Rejestr Granic (PRG). Available online: http://www.codgik.gov.pl/index.php/darmowe-dane/prg.html (accessed on 26 May 2017).

	



Krówczyńska, M.; Wilk, E. Geoazbest—Serwis Do Monitorowania Procesu Usuwania Wyrobów Azbestowych. Roczniki Geomatyki 2016, 14, 477–486. Available online: http://rg.ptip.org.pl/index.php/rg/article/view/RG2016-4-KrowczynskaWilk/1649 (accessed on 26 May 2017).

	



Krówczyńska, M.; Wilk, E.; Zagajewski, B. The Electronic Spatial Information System—Tools for the monitoring of asbestos in Poland. Misc. Geogr. 2014, 18, 59–64. [Google Scholar] [CrossRef]

	



Dyczek, J. Surface of Asbestos-cement (AC) Roof Sheets and Assessment of the Risk of Asbestos Release. In Proceedings of the International Seminar held in AGH on Asbestos Risk Reduction and Measurement of Asbestos Fibre Concentration, Kracow, Poland, 28–29 September 2006; pp. 57–63. [Google Scholar]

	



Dyczek, J. Azbest i materiały zawierające azbest. Ocena ryzyka emisji włókien azbestu. In Bezpieczne Postępowanie z Azbestem i Materiałami Zawierającymi azbest; Akademia Górniczo-Hutnicza w Krakowie: Kracow, Poland, 20–21 September 2007; pp. 7–26. [Google Scholar]

	



Statistical Yearbook of Foreign Trade for 1958, 1965, 1967, 1970, 1971, 1976, 1978, 1980, 1981, 1985, 1987, 1989–1992. GUS: Warszawa, Poland. Available online: https://stat.gov.pl/en/topics/statistical-yearbooks/statistical-yearbooks (accessed on 26 May 2017).

	



Virta, R. Worldwide Asbestos Supply and Consumption Trends from 1900 through 2003, USGS Open-File Report 03-083. Available online: http://pubs.usgs.gov/circ/2006/1298/c1298.pdf (accessed on 10 October 2015).

	



World Mineral Production, British Geological Service, 2000s. Available online: http://www.bgs.ac.uk/mineralsuk/statistics/worldArchive.html (accessed on 10 October 2015).

	



Act of 19 June 1997 on the Prohibition of the Use of Asbestos-Containing Products. Journal of Laws 1997, No. 101, Item 628, with Later Amendments. Available online: http://isap.sejm.gov.pl/isap.nsf/DocDetails.xsp?id=WDU20170002119 (accessed on 26 February 2017).

	



Wojciechowska, U.; Didkowska, J. Zachorowania i Zgony na Nowotwory Złośliwe w Polsce. Krajowy Rejestr Nowotworów, Centrum Onkologii—Instytut im. Marii Skłodowskiej—Curie. Available online: http://onkologia.org.pl/raporty/ (accessed on 20 October 2017).

	



Rokicki, W.; Rokicki, M.; Wojtacha, J.; Rydel, M. Malignant mesothelioma as a difficult interdisciplinary problem. Kardiochirurgia i Torakochirurgia Polska/Pol. J. Thorac. Cardiovasc. Surg. 2017, 14, 263–267. [Google Scholar] [CrossRef] [PubMed]

	



WHO Mortality DataBase. Available online: http://www.who.int/healthinfo/statistics/mortality_rawdata/en/ (accessed on 10 October 2015).

	



Szeszenia-Dąbrowska, N.; Sobala, W.; Swiątkowska, B.; Stroszejn-Mrowca, G.; Wilczyńska, U. Environmental asbestos pollution—Situation in Poland. Int. J. Occup. Med. Environ. Health 2012, 25, 3–13. [Google Scholar] [CrossRef] [PubMed]

	



Świątkowska, B. Epidemiologiczne dowody skutków kanceorgennego narażenia na pył azbestu w środowisku—Na podstawie przeglądu piśmiennictwa. Probl. Hig. Epidemiol. 2009, 90, 299–305. [Google Scholar]

	



Kameda, T.; Takahashi, K.; Kim, R.; Ying, J.; Movahed, M.; Park, E.; Rantanen, J. Asbestos: Use, bans and disease burden in Europe. Bull. World Health Organ. 2014, 92, 790–797. [Google Scholar] [CrossRef] [PubMed]

	



Le, G.V.; Takahashi, K.; Karjalainen, A.; Delgermaa, V.; Hoshuyama, T.; Miyamura, Y.; Furuya, S.; Higashi, T.; Pan, G.; Wagner, G. National Use of Asbestos in Relation to Economic Development. Environ. Health Perspect. 2010, 118, 116–119. [Google Scholar] [CrossRef] [PubMed][Green Version]

	



De Grisogono, F.M.; Mottana, A. The impact of malignant pleural mesothelioma throughout Italy in the years 1995–2002: A geo-referenced study relating death rate to population distribution. Rend. Fis. Lincei 2009, 20, 117–137. [Google Scholar] [CrossRef]

	



Kotela, I.; Bednarenko, M.; Wilk-Frańczuk, M.; Kotela, P.; Wołowiec, B.; Laskowicz, K. The effects of environmental exposition to asbestos dust on health. Przegląd Lekarski 2010, 67, 107–109. [Google Scholar] [PubMed]
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Figure 1. (a) The quantity of asbestos-cement roofing in Poland (tons); (b) The quantity of asbestos-cement products used in Poland per capita (kg per inhabitant). 
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Figure 2. Asbestos consumption in selected European countries. (a) Total consumption (thousand tons); (b) Total consumption per capita (kg per person). 
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Figure 3. Measurements of concentrations of asbestos fibers in the air in relation to asbestos manufacturing plants in Poland. 
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Figure 4. Malignant Mesothelioma (MM) raw morbidity rate (a) cases all; (b) cases M (men); (c) cases W (women). 
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Figure 5. Hot spot analysis of MM morbidity rate in provinces (a) cases all; (b) cases M; (c) cases W. 
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Figure 6. Local autocorrelation of MM morbidity rate in provinces; (a) cases all; (b) cases M; (c) cases W. 
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Figure 7. MM mortality rates in selected European countries. 
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Figure 8. MM annual mortality rates in selected European countries in 2005–2012. 
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Table 1. Global Moran’s I statistics for the cumulative MM morbidity rate in Poland.
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	MM Morbidity Rate
	Moran’s I
	E (I) s 1
	Var (I) 2
	Z-Score 3
	P





	Entire Population
	0.287
	−0.066
	0.02
	2166
	0.03



	Man
	0.260
	−0.066
	0.02
	2012
	0.04



	Women
	0.269
	−0.066
	0.02
	2012
	0.03







1 Expected index value; 2 theoretical variance; 3 standard normal deviation   Z =    I i  −  E ¯   (   I i   )      V A R  (   I i   )       ; P < 0.05 is considered significant.














© 2018 by the authors. Licensee MDPI, Basel, Switzerland. This article is an open access article distributed under the terms and conditions of the Creative Commons Attribution (CC BY) license (http://creativecommons.org/licenses/by/4.0/).






media/file13.jpg
UK
Italy
Belgium
Finland
Germany
Denmark
France
Sweden
Poland

20 40 60
MM mortality rate [per 100,000]

80

mwomen

mmen






media/file4.png
Asbestos consumption

[thous. tons]

7,000

5,000
4,000
3,000
2,000
1,000

6,001
6,000 -

5,668

4,405 4,364

2,2852,245

Asbestos consumption

[kg per inhabitant]

250

N
]
o

150

—
-]
)

o)
]

200






nav.xhtml


  ijerph-15-01741


  
    		
      ijerph-15-01741
    


  




  





media/file16.png
MM mortality rate [per 100,000]

4.50

4.00

3.50

3.00

2.50

2.00

1.50

1.00

0.50

0.00

e O————o——®
o——0—

2005 2006 2007 2008 2009 2010 2011 2012
—— Belgium —@— Denmark 4 Finland —«— France —¥— Germany
—— Poland —+—Sweden Great Britain Italy






media/file2.png
"i lubuskie

!

é;\\dolnoslaskie

——

wielkopolskie

Asbestos-containing products in use
[thous tons]

~ Province

Q Asbestos-cement plants
_1110-215

[ 1215-420

[71420-500

[ 500-700

I 700-1 390

<{f },-xf kujawsko-pomorskie
"lubuskie|  wielkopolskie

J

e

/ dolnosigskie
™

&N

Asbestos-containing products in use
[per capta]

Province 0 50 100
Q Asbestos-cement plants

. 193-107

L1107 - 169
[1169-215
215 - 379
B 379 - 423

(a)

(b)





media/file5.jpg
Concentretion of asbestos fibres.
in the air [fibre/m3]

Province
© Aspestos-cement pants

¥ Otor asbestos pants

-





media/file3.jpg
e wxxxf P PLIIS

(a) (b)





media/file1.jpg
rcapa

£ - oo zom

(b)





media/file7.jpg





media/file10.png
\ o iy L A— .
U 4 r‘J N T . _5 L T ——,‘_J-"\«_\ ________..—A/ q; ~ e - i %L’ !'\\\‘
r_ i\ pomorskie i \1 pomorsk|e { <> 3 M L, pomorskle L_ {‘
| . warminsko-mazurskie | | * warmlnsko mazurskle P warmlnsko mazurskle
zacho dnlopomorskle ~t . e \ zachodnlopomorskle r —L, o ¥ :
¢ 2 ™.~ % podlaskie \ \t podlaskle "'\, 5 /f Vet podlask|e \
¢ R ku;awsko-pomor e e ) e \ ¢ kUJawsko pomorskle \ J ,
S8 ) 3 2 e J \\,f 1 % ! /
\ \.;\ J i_ S’_.h’._\_ j! 3,\‘ P ) 1 : 4 ;3 \ 1, ,\ R ;’l 2\“L\— ;/_..
, wielkopolski e U & e 3. wuelkopolskle A mazowieckie
lubuskl pOSKie .~ mazowieckie Y Iubuskle e N S ‘x}
S goon & o) { A N
LA~ sk © S \ [ e B ' ¢ | ledzkie \
N o fodzkie y WV todzkie Y \7’
. dolnoslgskie . ‘h lubelskie =, | dolnoslaskie ~ ", h lubelskie
S Swietokrzyskie e ) RSN 7 : Swietokrzyskie ’_ )
Cases Cases M Cases W ! Mpodkarpackie
“matopolskle D P
Province Province Province -
I Cold Spot - 99% Confidence 1 I Cold Spot - 99% Confidence : ) I Cold Spot - 99% Confidence
I Cold Spot - 95% Confidence o I Cold Spot - 95% Confidence T I Cold Spot - 95% Confidence
[ I Cold Spot - 90% Confidence I Cold Spot - 90% Confidence [ 1Cold Spot - 90% Confidence
[ INot Significant -1 — ___INot Significant 0 50 100 200km ! Not Significant 0 50 100 200km
77 Hot Spot - 90% Confidence ey mm— "IHot Spot - 90% Confidence - S— [ 1Hot Spot - 90% Confidence  m——T—————
p
I Hot Spot - 95% Confidence I Hot Spot - 95% Confidence [ Hot Spot - 95% Confidence
B Hot Spot - 99% Confidence I Hot Spot - 99% Confidence I Hot Spot - 99% Confidence

(a) (b) (c)





media/file12.png
pomorskie
warminsko-mazurskie

zachodniopomorskie
podlaskie
kujawsko-pomorskie
lubuskie Wielkopolskie mazowieckie
todzkie
dolnoslaskie lubelskie
opolskie sSwietokrzyskie
slaskie
matopolskie podkarpackie
Cases
Province
Not Significant
High-High Cluster
0 50 100 200km

I High-Low Outlier
Il Low-High Qutlier
Low-Low Cluster

(a)

pomorskie
warminsko-mazurskie
zachodniopomorskie
podlaskie
kujawsko-pomorskie

lubuskie Wielkopolskie mazowieckie
tédzkie
dolnoslgskie lubelskie
opolskie swietokrzyskie
slaskie
matopolskie podkarpackie

Cases M
Province
Not Significant
High-High Cluster 0 50 100
I High-Low Outlier
I | ow-High Outlier
Low-Low Cluster

200km

(b)

pomorskie
warminsko-mazurskie
zachodniopomorskie
podlaskie
kujawsko-pomorskie

mazowieckie

lubuskie wielkopolskie

todzkie
dolnoslgskie lubelskie
swietokrzyskie

opolskie
slaskie

matopolskie

podkarpackie

Cases W
Province
Not Significant
High-High Cluster
Il High-Low Qutlier
I Low-High Outlier
Low-Low Cluster

200km

0 50 100

(c)





media/file9.jpg





media/file0.png





media/file14.png
UK
ltaly

Belgium
Finland
Germany B women
Denmark
B men
France
Sweden

Poland

0 20 40 60 80
MM mortality rate [per 100,000]






media/file8.png
pomorsk:ie

.

kujawsko-|
r 9 v
I ol '

¥

3 1 TN r
x 2 \ ek,
lubuskie Wielkopolskie <

todzkie

okrzyskie:
[ ]

C? podkarpackie
Cases matopolskie

a Asbestos-cement plants
* Other asbestos plants
1~ _) Buffer 50km
Province 0 50 100 200km
MM raw morbidity rate e E——
3,17-4.21
4,22 -561
[ 562-667
[16,68-11,39
[ 11,40 - 15,13

(a)

warminsko-mazurskie
zachodniopomorskie

~ ydoInoslgskie:

-

opcdkarp:ackie

Cases M

© Asbestos-cement plants
'* Other asbestos plants
i-_ . Buffer 50km
Province 0 50 100 200km
MM raw morbidity rate ——Te—
3,88-4,80
4,81-6,80
1.6,81-8,52
[ 8,53-14,11
14,12 - 19,99

(b)

warminsko-mazurskie

N e -
lubuskie melkopc\olfkle",'

oo

‘_.,L%i)exnoslagmg;.. f#—

- @ opodkarpackie
P— matopolskie
a Asbestos-cement plants
* Other asbestos plants
¢ - .Buffer 50km
FTDvmCe 0 50 100 200km
MM raw morbidity rate —— E—
2,42-3,05
3,06 - 3,83
113,84-476
4,77 -7,70
mm7.71-10,56

()





media/file11.jpg





media/file6.png
¢
\

\

warminsko-mazurskie I
podlaskie
o ¥ °
2 ieckie
4 .
i o
nosia Rl ) [ Beise
éWiQt KIZ) e

i
OpolskKie o
s.as!‘ a o

Concentretion of asbestos fibres

in the air [fibre/m3]

IProvince 0 50 100 200km
[ —

0 Asbestos-cement plants

* Other asbestos plants

|1000






media/file15.jpg
05 w0s 2 208 209 20 2m am

——Bolgum  —s—Denmark 4 Finland  —e—France  —w—Germany.

—e—rolnd  ——Sweden  —— Great Britain — laly






