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ACTION ON ASBESTOS

AsBesTos workers are unintentional victims of
industrial progress. They are at risk of pulmonary
fibrosis, pleural calcification, mesotheliomas and lung
cancer. Asbestos exposure is now widespread,
involving not only air but also drinking water,
wine and beer.'! Fibers have been found in the
lungs of people without industrial asbestos ex-
posure. Whatever the exact nature of asbestos or
ferruginous bodies may be, there is no doubt that
electron microscopy of the lungs of urban dwellers
has shown the presence of chrysotile asbestos.z Al-
though there is no evidence of asbestos-linked dis-
ease in the general population at this time, the
presence of asbestos in their lungs is disturbing.
Asbestos is relatively resistant to destruction by
most chemical and physical means and can float
freely in the atmosphere for prolonged periods.
Asbestos diseases have a long latent period, 20
years or more. We therefore believe that more
sweeping decisions on the control of asbestos must
be made now, on the basis of “reasonable probabili-
ty” rather than after a delay for a precise definition
of dose-response relations. y

These thoughts are reinforced by the work of
Murphy and associates in this issue of the Journal
{p 1271). Their studies of pipe coverers involved in
new ship construction include better than usual
exposure data and indicate a high incidence of as-
bestosis (38 per cent after 20 years) at what have
been previously regarded as “safe” dust concentra-
tions. A second study of Murphy et al.? reports two
cases of pleural disease (one mesothelioma) in
workers who sanded asbestos floor tiles. Since the
degree of asbestos exposure was unknown, the au-
thors simulated the working conditions and found
concentrations of 1.3 fibers per milliliter of room
air. This concentration is less than 1/5 of currently
used threshold limit values. A fiber per milliliter of
room air means that a worker breathing 15 liters per
minute for eight hours inhales some 107 fibers every
work day. Although only a fraction of the inhaled
fibers remains in the lung, these figures suggest that
an alarming number will still accumulate over a 10-

. year period.

A recent Committee report prepared by a Nation-
al Academy of Sciences panel* has called for control
of asbestos emissions at the source and for protec-
tion of those who are exposed in their occupations.
The report also calls for further research on the
biologic effects and the physical characteristics of
asbestos fibers; such data are urgently needed “if a
range of safe exposure is to be established with
confidence.” Although we endorse these recommen-
dations, we want to underline the urgent need for
technical controls based on existing knowledge.
Epidemiologic monitoring, physical studies of as-
bestos and other fibers and analysis of their effects
on cells and tissues are important and must be con-
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tinued. But there is now a clear need for more deci-
sive action on control measures and the Occupation-
al Safets and Health Az of 1970 sets the stage for
such action.

Application of the technics of industrial hygiene-

must be accelerated. The present threshold limit
value for asbestos should be lowered far below
some recent proposals. National administrative
mechanisms to initiate and implement action are
available — the recently established National Insti-
tute for Occupational Safety and Health and the
National Advisory Committee on Occupational Safe-
tv and Health foremost among them. The Secretary
of Labor, under the aforementioned Act, is charged
with the setting of standards and has the right of
entry into and inspection of places of employment.
Thus, enforcement and regulators’ mechanisms as
well as advisory bodies have been established by
law. Among the many problems that they face, as-
bestos should have high prioritv. Technologic de-
velopments are needed in many areas: sophisticated
dust control; better and harmless asbestos substi-
tutes; and improved monitoring of both the workers
and their environment. Adequately devised tax poli-
cies could provide incentives for industry to clean
the air and protect the workers. Such policies, by
generating action in each plant where a risk exists,
can rapidly and considerably amplify efforts on the
national scale.
BerNARD GEE, M.D.
AREND BouHuys, M.D., Pu.D.
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ONE PRICE OF ACROPHILIA

Max’s view of mountains has variedover the centu-
ries. To the ancient Greeks and mfany Asiatics, high
mountains ‘were the inviolabl¢ abode of the gods;
Renaissance

sought peace in walks and
he current fevered century
llenges to be overcome,

surprising that so many ¢k A
¢ their peaks. Not only are their acrobatics
more incredible, but the speed with which ever
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titudes are reached is quickening. Whereas
Victoridns experienced the same symptoms of

narv edema.™?

This “physiologic disease” is directly caused by
hypoxia, and probably by hypoxia alone. The clini-
cal and radiologic picture is cldssic and similar to
edema of other causes. High pylmonan-artery pres-
sures have, been demonstrated' in individuals
brought to hospital shortly aftef onset of sexere high-
altitude pultnonany edema (HAPE), developing as
low as 11, feet. But why do not equally high
pressures cause edema in gther persons resident at
altitude,® or ih some patiefits with chronic heart or
lung disease?\Pulmonary hypertension is obviously
not the sole cduse. No cfemical abnormalities have
been identified Hypovglemia and tissue dehydra-
tion contrast shg
lungs: is the
blood from pen
perhaps resultin
Cardiac output
and pulmonary
low.¢ It is post

educed or normal, left atrial
fdge pressures are generally
ted that precapillary arteriolar

considerable —
Hypoxia is knoywn to\increase capillany permeabili-
tv, as may be shanifest by the occurrence of retinal
hemorrhage dyring hypoxia from any cause,” but the
definitive studies remaik to be done.

is, the condition has

. In the next few days
heavy pack — faster
, and trouble begins.
roductive — often of
mpanions hear his

Unless
kely to die.
-oughing climber

ergetically treated early, he is
Of course, not everv dyspneic,

s not pre-
ber who

dent. Although physical conditioning do
vent, a leisurely ascent does. The cli




