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Compensation for
Pneumoconiosis and
Byssinosis
Over the years a cumbersome edifice has been built of statu-
tory provisions relating to the assessment of disablement from
occupational lung diseases. Prominent in this legal labyrinth
is the definition given to pneumoconiosis as: "fibrosis of the
lungs due to silica dust, asbestos dust or other, dust, and
includes the condition of the lungs known as dust reticula-
tion." Greater understanding of the pneumoconioses has
revealed inevitable inadequacies in existing definitions and
practice, so that in 1968 the Minister of Social Security asked
the Industrial Injuries Advisory Council to consider whether
any change should be made in the definition of pneumo-
coniosis and whether in assessing disablement provision should
be made for other respiratory conditions found in the presence
of pneumoconiosis.
The Industrial Injuries Advisory Council has now issued a

report' on pneumoconiosis and byssinosis which attempts to
rationalize some of the present inconsistencies. The council
has concluded that a legal definition for pneumoconiosis will
still be necessary. Fibrosis, however, is a pathological term;
the condition cannot be diagnosed with certainty on radio-
logical or clinical findings alone, and, furthermore, some
tissue changes induced by inhaled dust may not be collagenous
at all. Dust reticulation has for long been a confusing term and
is wisely being dropped. No definition of dust has been
offered, but it was considered necessary to exclude vegetable
dusts. The definition proposed for pneumoconiosis has, there-
fore, become: "permanent alteration of lung structure due to
the inhalation of mineral dust and the tissue reactions of the
lung to its presence but does not include bronchitis and
emphysema." The report qualifies this very important
exclusion by adding that account should be taken of these
conditions under the rules for the assessment of disablement.
The exclusion of bronchitis and emphysema was considered
necessary because of the difficulty in attributing individual
cases to the nature of the employment.

Pleural abnormalities (such as diffuse thickening, plaques,
and calcification) which can be ascribed to exposure to
asbestos dust would be included within the definition of
pneumoconiosis, which would no longer require evidence of
parenchymal fibrosis. Furthermore, the report recommends
that all claims for benefit for diffuse mesothelioma should be
dealt with in the same way as pneumoconiosis. Abnormality,

according to a court ruling, need not necessarily entail dis-
ability, and the report recommends that a diagnosis ofpneumo-
coniosis should not in itself entitle to benefit. This means that
it will be necessary in cases where a radiological diagnosis of
pneumoconiosis has been made to show functional impairment
before the patient becomes eligible for benefit.
Though the number of newly diagnosed cases of coal

workers' pneumoconiosis has fallen considerably, the increase
in new cases of asbestosis and of diffuse mesothelioma has
meant a continuing high work-load for the medical panels.
Responsibility for examinations relating to poisoning by
nitrous fumes, beryllium, or cadmium and to lung cancer in
nickel workers should be transferred to these panels, says the
report, while the problem of the extension of cover to grade 2
byssinosis (chest tightness on a number of days in the working
week but without evidence of permanent incapacity) has been
referred for further investigation. No change has been recom-
mended in the requirement that a claimant for benefit must
have been employed for a minimum period of ten years in
processes involving exposure to raw cotton or to flax dust.
The controversies aroused by these issues in many quarters

have been exemplified by the Advisory Council itself, for four
of its 18 members dissented from the views expressed in the
report on the important question of whether the presence of
pneumoconiosis should itself be an entitlement to disability,
the exclusion of bronchitis and emphysema from prescription,
and on the ten year qualifying period for byssinosis. Very soon
after publication of the report, however, the Government
announced its intention of continuing with the present
arrangements for compensation for pneumoconiosis.

In the preparation of its report the Industrial Injuries
Advisory Council considered the prevention of the pneumo-
conioses outside its terms of reference. Fortunately the report
does show that pneumoconiosis medical panels are concerned
with preventive aspects by pointing to the importance of the
continuing surveillance of workers in occupations with a high
risk of developing pneumoconiosis. Again, the report correctly
emphasizes the extra risk to asbestos workers who smoke
cigarettes-but do medical panels point out this risk to the
men they are called upon to assess ?
The medical panels will need to be closely identified with

the mainstream of chest medicine and become closely con-
cerned with research if they are not to become isolated-for
they will remain outside the reorganized N.H.S. and the-
Employment Medical Advisory Service. The persistence of
the pneumoconioses and allied disorders represents an
important public health failure of the past, and the efforts of
all doctors in this field including those on the pneumoconiosis
medical panels should be closely integrated ifwe are to remedy
this failure in the future.

National Insurance (Industrial Injuries) Act. London, H.M.S.O., 1965.
Pneumoconiosis and Byssinosis. London, H.M.S.O.. 1973.

Insurance or Gamble?
Full-page advertisements for schemes providing a cash
benefit for each night spent in hospital have been appearing in
the national press for nearly three years. Apart from the news-
papers that accepted them, have these advertisements benefited
anyone ? Most of the schemes are sponsored by American, or
American-owned, companies; one is underwritten at Lloyds.
They are profit-making and in this respect can be distinguished
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from the one launched by the B.U.P.A. for both private and
health service patients in 1972. They should also be dis-
tinguished from the long-established contributory schemes
like that of the Hospital Saving Association which in addition
to cash payments to a contributor, or a spouse, in hospital
makes grants towards spectacles and false teeth, for a stay in a
convalescent home, for mental illness, for maternity (whether
delivery takes place at home or in hospital), and for some of
the cost of being ill at home.

Other than the promoters three sets of people are potentially
affected by the cash-in-hospital schemes-the patient-
beneficiaries, their doctors, and hospital staffs and admini-
strators. The benefits for patients are largely illusory. At £3
or £5 a night they go nowhere near paying for the cost of
private treatment in hospital; nor, since they cease on a
patient's discharge, do they compensate him for loss of earn-
ings during illness, the length of which is unlikely to coincide
with the length of a hospital stay. For these reasons hospital
cash insurance was given short shrift' in Money Which? last
year. Now the schemes have been criticised on actuarial
grounds by C. E. B. Frost and Audrey W. M. Ward of the
Department of Community Medicine of the University of
Sheffield.2
Using the hospital inpatient inquiry for 1970, the mental

health inquiry, and the Registrar-General's review to deter-
mine the risk of being admitted to hospital in the population
as a whole, these authors calculated that all six commercial
schemes analysed showed a considerable surplus of premiums
received over benefit liabilities on subscribers aged under 35
on entry. Most of them showed a surplus on older subscribers
too. The surplus tended to fall with an increase in age, but the
authors commented that this cross-subsidisation among age-
groups was reduced by practices that discriminated against
the elderly. For instance, two schemes excluded people
admitted to geriatric wards, all disallowed pre-existing ill-
nesses until at least a year had elapsed, and all but two set a
limit, in cash or time, to the total benefit payable. The benefit
liabilities ofthe schemes were further reduced by the exclusion
of mental illness as a cause for admission to hospital (another
discrimination against the elderly), along with alcoholism,
addiction, acts of war, and usually pregnancy and childbirth.

Elderly people admitted to hospital do not usually have the
financial responsibilities of a man ofworking age, and any cash
payments for which they do manage to become eligible will
not be compensating them for loss of earnings but will be
additions to their pensions. As Frost and Ward shrewdly point
out, for pensioners the schemes "cannot be considered as pro-
viding insurance against a quantifiable loss but rather as a
means of gambling for the elderly."
The B.M.A. has taken a deliberate decision3 4not to sponsor

or support hospital cash insurance schemes (one of which had
offered special terms to the Association's members). The
decision was taken in the knowledge that in the U.S.A.
patients had put pressure on doctors to admit them to hospital,
or to prolong their stay, so that they could derive maximum
benefit from their policies. Frost and Ward point out a possible
pitfall for the doctor in addition to this unwelcome pressure.
If a scheme offers additional benefits to someone admitted to
hospital because of cancer, as at least one does, is the doctor
legally obliged to tell him of his condition so that he can claim
his extra cash? It is sometimes argued that doctors are too
reluctant to tell patients the truth about their illnesses; but it
would be unfortunate if they were constrained to do so against
their judgement in a particular case because of hospital cash
insurance.

Lastly, there are the implications ofthis insurance for health
service administration. The aim is a quick turnover of patients,
with a reduced length of stay and an increasing number of
conditions treated by day surgery; indeed, the "best buy"
hospitals at Bury St. Edmunds and Frimley were planned on
the basis that they would provide intensive hospital treatment
backed up by full community care. There is a clear conflict
between this policy and insurance schemes that pay benefits
only for nights in hospital. Such a conflict does not yet appear
to have become overt, perhaps because most subscribers are
in the age-groups unlikely to be admitted to hospital and per-
haps because in any case the schemes are not proving very
popular. The non-profit-making B.U.P.A. scheme claims just
under 10,000 subscribers. The commercial schemes, being
competitive, are not so frank, but it would be surprising if
between them they could claim 100,000, despite their aggres-
sive advertising. By comparison, contributors to the standard
plan of the Hospital Saving Association number 800,000 and
to its Crown plan 50,000.
1 Money Which?, September, 1973.
2 Frost, C. E. B., and Ward, A. W. M., British J'ournal of Preventive and

.Soc'ial Medicine, 1973, 27, 197.
4British Medical_Journal Supplement, 1973, 1, 120.
4 British Mediral_Journal Supplement, 1973, 2, 154.

Coping with Nose-bleeds
Epistaxis is a common problem among children, adolescents,
and young adults and is rather more frequent in the summer
months than at other times. The nasal blood vessels are always
in a state of activity, contracting and expanding with changes
in temperature and humidity, and this activity is perhaps more
vigorous in the earlier years of life. Even so, the reasons why
dilated blood vessels sometimes bleed or why the bleeding so
often comes from Little's area on the septum are still unknown.

In cases of hypertension and of arteriosclerosis, usually
later in life, it is easy to understand that a brittle blood vessel
could break down when dilated with blood. This may occur in
Little's area or where the mucosa is stretched over a bony
spur. Such bleeding may be beneficial, acting as a safety valve
to prevent blood vessels in more important areas from breaking.
These two categories account for probably 99% of all cases

ofnose bleeding (excluding trauma), but it can be due to other
lesions such as tumours, blood dyscrasias, hereditary familial
telangiectasia, and during anticoagulant therapy. In none of
these conditions is fibrin formation inhibited, except to a slight
degree by some of the anticoagulants, and there is no specific
effect on formed fibrin. A recent suggestion' that inhibition of
fibrinolysis might be useful in the management of epistaxis
seems, therefore, to have little theoretical justification.

In the average case of juvenile bleeding pinching the front
of the nose for a few minutes while the patient is recumbent
and supine will usually stop or at any rate slow the bleeding
and enable precise identification to be made of the site of the
broken vessel. Arteriosclerotic bleeding is often from poster-
iorly placed vessels and is sometimes concealed by the anato-
mical structure. Identifying the site of bleeding can be a
difficult matter, but it is facilitated by careful examination
with a good headlight or headlamp, using a local (topical)
anaesthetic, a vasoconstrictor, and suction. When a blood
vessel breaks behind an obstructing septal spur and cannot be
seen its presence can often be inferred with some certainty.
Wherever a bleeding point is seen it should be sealed with the
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