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chemotherapy be improved by different schedules and doses of
administration of varying drug combinations; and can the
results ofradiotherapy be improved by more refined methods of
administration ? Prospective controlled trials now in progress
may answer some of these questions. For the moment, the
encouraging results obtained must be kept in perspective, and
the slender therapeutic gain must be balanced against any
erosion of the quality of remaining life. Despite the ready
availability of chemotherapy and radiotherapy we have not
yet reached a position where one or both of these modalities
ought to be employed routinely in the treatment of pancreatic
cancer.
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Can society live with
asbestos?
Asbestos is one of the few proved carcinogens for man, and
controversy about its use remains both heated and, at times,
emotional. So a plea for a return to ethical standards in
scientific argument was not so extraordinary a way to begin the
World Symposium on Asbestos in Montreal, sponsored by the
Governments of Canada and Quebec and the Commission of
the European Communities. As Dr Gordon Atherley said in
his opening address, scientific research has not shown beyond
doubt whether asbestos can be used with complete safety, and
economic and political influences remain important in
determining attitudes.

Since the BMJ looked at the subject of asbestos last year' 2
there have been few advances; the central question remains
whether there is a threshold for carcinogenicity. Can slight
exposures to the fibre ever be free of hazard ? This question
is not answered by the mass of data from studies on persons
who worked (or lived) in deplorable conditions in the past.
Profe.ssor J C McDonald, for example, showed dose-response
curves for lung cancer in workers exposed to the safest and
most widespread fibre, chrysotile, that were compatible with a
linear relationship between fibre dose and cancer incidence
and with no threshold of risk-though the risk would become

very small, and he agreed that the data could be interpreted
in other ways. Moreover, we lack the knowledge of the
carcinogenic mechanisms that might put a brake on speculation.

Nevertheless, there are many certainties about the dangers
of asbestos, especially crocidolite; and several speakers drew
attention to the shameful neglect of the messages of the 1964
New York conference on the biological effects of asbestos. The
same controversies were being repeated. On the other hand
while the 1964 conference had naively looked only for good
science the Montreal symposium was at least more realistic in
giving time to the industrial, socioeconomic, and political
issues. Indeed, Mr Julian Peto's appeal for points of scientific
controversy to be debated in depth until differences were
resolved seemed doomed to fail; for despite the many excellent
scientific reviews and the time given to discussion no consensus
ever seemed likely to emerge.

Attended by nearly 700 participants from 49 countries, with
a large international press contingent, the symposium was said
to be the first of its kind on the subject of asbestos, covering
a wide span of interests and experience and including repre-
sentatives of government, industry, and labour as well as
virtually all the key scientists. One recurring theme was
"Asbestos can be used safely"-with a profound split in
attitudes, from the industrialist who said, "We must stop
talking about the results of the bad practices of 30 years ago
now that asbestos is used responsibly and safely, and often in
modified forms" to the American trade unionist who took the
view that things were now worse than ever since more asbestos
was in use, that controls were so far useless since there were
no means of enforcing them, and that there should be a
moratorium on asbestos use until safe working practices could
be implemented. A meeting of this size, however, can achieve
little true dialogue between those with opposing views; while
as for working out guidelines for governments, such a
gathering could add little to the various exhaustive reports of
recent years, such as the British3 and the EEC` documents.
Some messages, however, came out of the meeting. Firstly,

the general view was that with current standards rigorously
enforced there should be virtually no health effects, and that
the need was for proper enforcement wherever asbestos was
used. As Dr Irving Selikoff said, producers and manufacturers
deserved credit for the great improvements brought about by
technology; the greater problem was to bring under control
the more incidental uses and exposures. He had recently seen,
for example, men engaged in repairs to asbestos-containing
structures who had no masks or respirators and no instructions
about safe practice. Secondly, Dr Selikoff emphasised the
importance of keeping past workers under surveillance (a
difficult task, seldom accomplished) and of urging them not to
smoke, a measure that could substantially reduce the number
of deaths since smoking multiplies the risk of lung cancer in
those exposed. Thirdly, some countries, including developing
nations, had much lower standards than those taken for
granted in the West.
The political and economic aspects of asbestos are far

more complex than is sometimes assumed: to think in
terms of a ruthless industry versus an exploited workforce
would be a considerable distortion. In Quebec, for example,
the chrysotile mines and mills make a substantial
contribution to the economy and provide much-needed
employment. Developing nations rely on asbestos cement and
pipes for cheap and durable building materials and would
suffer considerably if they had to use more expensive sub-
stitutes. Thus many interests coincide in promoting the safe
use of asbestos-if, indeed, that is possible.
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Finally, the symposium included discussion of substitutes
for asbestos and recent work on man-made fibres (the subject
of a recent conference in Copenhagen). Opinions ranged from
the assertion that asbestos was highly dangerous and must be
replaced by other materials as soon as possible to the equally
confident claim that asbestos was a valuable and often
irreplaceable material and substitutes had not been so
thoroughly evaluated for their safety. Dr J C Wagner discussed
the recent experimental work and mortality and morbidity
studies on 32 man-made mineral fibre factories in Europe and
the United States, which showed little if any evidence of
health risks. In view of the evidence that fibre structure is
more important than composition-long, fine fibres being the
most dangerous5-it should be possible to have safe man-made
mineral fibres. But clearly there is a long way to go and the
general view was that though these and other substitulte
materials should eventually replace asbestos they must first be
proved safe. Not one of a panel of speakers, including an anti-
asbestos trade unionist, foresaw such replacement in the next
10 years.
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A happier old age in
Denmark?
As we in Britain struggle to maintain an equilibrium between
the rising numbers of very frail elderly people and the
restrictions in public spending on services for them we can
usefully look at the strategies of other European countries
facing the same changes. Superficial comparisons may be
misleading because of demographic differences or variations
in nomenclature and the subdivisions of services. Particularly
illuminating, therefore, is the March 1982 issue of the Danish
Medical Bulletin,' which comprises a series of commissioned
articles (all in English) describing the whole range of services
for the elderly in Denmark, their evolution, and the financial,
administrative, and demographic background against which
they operate. This volume is apparently available "free of
charge to medical institutions on request" from the Danish
Medical Association (Trondjhemsgade 9, DK-2100, Copen-
hagen 0), though I hope that any medical readers in Britain
will pass their copies on to their local directors of social services
and district health administration chairmen.
How do the Danes differ from us ? Firstly, they have shown

a much clearer political commitment to the dignity and rights
of older people. Linking with this they view the care of the
chronically handicapped as a social rather than a medical
responsibility. Eschewing the use of their old hospitals as long-
stay repositories for geriatric patients, they have required their
social service departments to widen the scope of their resi-
dential care to cater for the whole range of disabilities of our

part III and geriatric long-stay clientele. Abandoning the
conventional old people's homes, they used the affluence of the
1960s and early 1970s to purpose-build large numbers of
nursing homes offering this wider range of care under one roof.
I have described elsewhere2 the excellence of these homes, of
which I saw several on a visit sponsored by the King's Fund.
Each resident is allowed to treat his own room as his home,
surrounding himself with his own furniture and joining
communal activities or not as he wishes. The staffing levels and
facilities are such as to maintain him there (apart from acute
spells of hospital care) for the rest of his life. Mandatory
preadmission assessment by a geriatrician screens out those not
yet needing such care, but, apart from the dying, no one would
be rejected as too frail.
With six to seven places per 100 elderly the Danish nursing

homes have well over twice the combined capacity of our part
III and long-stay hospital sectors, though it is we rather than
they who are out of line with other Northern European
countries. Nevertheless, demand still exceeds supply, particu-
larly in Copenhagen with its high (22%) proportion of elderly;
but, with sheltered housing and extensive and versatile day
care and home help services also under its umbrella, the
Danish Social Services Department can shift priorities in a
way that would be quite impossible with the boundaries of our
own system.

Despite its plentiful social services Denmark is relatively
extravagant in hospital care. This is seen at its extreme in
Copenhagen,3 whose half-million population is served by
5000 general hospital beds-of which over 2000 are medical,
200 geriatric, and 600 designated simply for people waiting for
vacancies in nursing homes. With the acute specialties obliged
to comply with any admission requested by a general practi-
tioner and with domiciliary visiting rare, Danish geriatricians
play little part in the community or in acute care, though their
departments practise a high level of rehabilitation. I have little
doubt that expansion of these departments and greater front-
line activity could appreciably reduce the demand for beds-
in the same way as that achieved by the better geriatric and
psychogeriatric units in Britain.
These units are, indeed, the one aspect of the care of the

elderly in which Britain may have a lead on Denmark, and if
we are to avoid our district general hospitals grinding to a halt
in the next 20 years we must invest in and not continue to
dismantle these specialties. Our other main strength is in the
burden of care of the elderly carried by families, though in
many ways our actual services in the community compare
unfavourably with Denmark's. We must give priority to
increasing the support to such families through granny-
sitting schemes and more systematic day-care and relief
admissions. For those without such support we must be
prepared to take much more notice of the accumulating
evidence of the extension of the range of warden-supervised
care that can be achieved by adopting realistic staffing levels.4-6
Denmark's most direct lesson for us is in institutional care,

setting standards of quality and homeliness that we just cannot
ignore. The scope of the nursing home underlines the
anachronism of our two-tier part III and hospital system, in
which the part III units are having increasing difficulty in
coping with the high levels of frailty and confusion of their new
residents of today. The Department of Health and Social
Security is flirting with the nursing-home concept but only
within the framework of the National Health Service. Surely
it must help social services departments through new guide-
lines on staffing, building, and joint funding to develop their
newer homes along Danish lines. The Department of Health
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