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Good Morning. 
Thank you for allowing me to testify before your panel today.  My name is Peter Orris, I am a physician specializing in Environmental and Occupational Medicine.  I practice at Stroger Cook County Hospital where I am proud to be the immediate Past President of the Medical Staff.  I also serve as a Professor on the Faculties of University of Illinois, Rush, and Northwestern.  

I must say it amazes me to be here before you today on this topic that, I thought in my naiveté, had been well resolved scientifically and with respect to policy in the late 90’s.  In the development of that consensus, torrents of words were expressed and mountains of written materials developed.  I will not add substantially to that work product today.

I appear before you to restate the plea contained in a letter sent on December 5, 2005 to Administrator Johnson from myself and scores of my colleagues from throughout the country.  We asked him to
 “act on the recommendations of your staff and the Clean Air Scientific Advisory Committee to revise both the annual and the 24-hour average National Ambient Air Quality Standards (NAAQS) for fine particulate matter (PM2.5) significantly downward to protect public health, and to establish a stringent new 24-hour standard for coarse particulate matter (PM10-2.5). Specifically, we believe that the standards should be set at – or below – the low end of the ranges recommended in the final EPA Staff Paper. Ample scientific evidence supports adopting lower standards in order to protect the health of people who are most susceptible to the serious health effects of these pollutants.”  

Specifically we urged him
 “to set the following health-based NAAQS for particulate matter: 

 Annual average PM2.5 standard of 12 μg/m3


 24-hour average PM2.5 standard of 25 μg/m3 (99th percentile)


 A stringent 24-hour average PM10-2.5 standard, applied equally to all areas of


the country.”
Further, we opposed allowance of “spatial averaging among air monitors, as such an 
approach would allow some communities to become pollution hot-spots without any

requirement to mitigate local air quality problems.”
As you are aware the 2004 EPA Criteria Document reviewed and confirmed the earlier epidemiologic work that identified serious morbidity and mortality associated with fine particulate exposure.  In fact, the newer studies that emerged since the mid nineties identified adverse effects at lower levels of exposure than the earlier work.  These studies and the prior work take us a long way to identifying PM2.5’s as causing a large variety of adverse effects in people. These include decreased functioning of the lungs, cough, wheeze, missed school days due to respiratory symptoms, increased use of asthma medications, cardiac arrhythmias, strokes, emergency room visits, hospital admissions, lung cancer, and premature death.  We now know that short term exposure effects are significant as well and as usual infants, the elderly, and people with 
heart and lung disease are particularly vulnerable.   
Those of us working in large public hospitals see that particular vulnerability every day and the disproportionate impact of this type of pollution on the poor and minority communities. I invite this panel to tour our Pediatric Emergency Room at Stroger Hospital and discuss with the staff the effects of both acute and chronic exposure to these particulates on our patients and their families.  This is not an abstract issue to us but rather one played out daily on the most innocent and defenseless of our patients.
I implore the Administrator to listen to the EPA’s own Clean Air Scientific Advisory Committee (CASAC), the staff of the Office Air Quality Planning and Standards, the Children's Health Protection Advisory committee (CHPAC) as well as the hundreds of academic and community physicians and other health care professionals.  

I urge him to reject the new “tobacco is good for you” public relations campaign that has been launched by industry and their paid consultants placing their desire for windfall profits above the health of my patients and their communities. 

I call upon him to carry out the mission of the Environmental Protection Agency so succinctly put on the EPA web site



“to protect human health and the environment”.
Thank you.
PAGE  
1

