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it disregards different uses of different types of asbestos.
Therefore any figures obtained by such methods cannot
be applied to another country with different uses of as-
bestos in the past. The same is true for a certain per-
centage of mesotheliomas due to occupational asbestos
exposure. The mass media tend to apply the highest
percentages reported [9, 10, 14, 40] or attribute “almost
all” cases to past asbestos exposure. They disregard
that in a country without occupational use of asbestos
this rate has to be 0%. Even in a country with extensive
use of asbestos the rate cannot reach 100% because of
the so-called spontaneous cases [9, 22]. In most countries
the rates will be in between these two extremes. Even in
Australia which has the world’s highest incidence rate
[41] a rate of 90% has be given for males and 61% for
females [18]. From asbestos contents of lungs unrecog-
nized exposures were suspected, but also unrecognized
occupational, para-occupational or environmental
exposures have to be expected more frequently in areas
like Western Australia with many and common uses of
amphibole asbestos in the past.

Uncritical extrapolation of results from countries
with a high incidence of asbestos-induced mesothelioma
to countries with a low incidence could be harmful,
because in countries with a low incidence other risk
factors of mesothelioma [6, 11, 12, 19, 20, 23, 33, 34] of
possible higher future importance could be investigated
only if self-fulfilling prophecies do not disturb the
investigations. Also, countries with a high incidence of
asbestos-induced mesothelioma could profit by such
investigations and contribute by studying combined
effects, in particular of asbestos and artificial fibers,
which have been used as mixtures in insulating, etc. [38].
Animal experiments suggest that artificial fibers with
high durability could be a carcinogenic risk similar to or
higher than asbestos [1]. If, on the one hand, any hint of
past asbestos exposure is accepted as sufficient causal
proof and if, on the other hand, the diagnosis of mes-
othelioma is influenced by the knowledge of asbestos
exposure, then mesothelioma from asbestos becomes a
fashionable diagnosis, decreasing the chance of discov-
ering any additional risk factor [27].

Of course, we also have to consider alternative ex-
planations for the low incidence of asbestos-induced
diseases in Austria, for example, that these diseases were
less known among Austrian physicians. To clarify this
question we have to look at the history of diagnosing
asbestos-related diseases in Austria. The first description
of asbestosis was reported to have been given in 1907
after an autopsy performed by Murray in 1900 in
England [25], however, the disease must have been
known to Austrian pathologists 20 years before Murray
reported his first case [3], because documents of 1888, on
the occasion of the visit of the new “Burgtheater” in
Vienna by the German Emperor, Wilhelm 2nd, invited by
the Austrian Emperor, Franz Josef, is proof that asbestos
was not used any more “because of its dust generation
harmful to the lung”, and that, as a substitute, impreg-
nated fabrics were used on stage, which is all the more

amazing, because in 1881 about 500 persons had died
when the old theatre burned down. As a hangover from a
law dating back to Emperor Joseph 2nd autopsy rates in
Austria were the highest worldwide, and in the 1970s still
exceeded 40% [8]. With the improvement of intra vitam
diagnoses, post-mortems gradually decreased, but still
exceeded 30% in the 1980s, and in 1991 Austria still had
the highest autopsy rates, together with the North Eu-
ropean countries, while the rates in the West European
countries, the US and Japan had always been much
lower. Most countries from which data were used for the
reviews on mesothelioma mortality [5, 13, 18, 36] had
autopsy rates <10%. Nevertheless, Austrian general
practitioners at the beginning of the observation period
might still have had to learn about the importance of
mesothelioma as a marker tumor for diseases from
asbestos. In the 1970s and 1980s, however, reports from
the US [39] had wide media coverage in Austria. During
the population-based study [26], when every third death
certificate in a 6-year period was controlled by an autopsy
diagnosis, all heads of pathology institutes and many
clinicians (all major thoracic surgeons) were involved,
and results were presented repeatedly in the Austrian
Lung Society and in meetings for general practitioners.
Unfortunately, cancer registration was not complete in
the beginning, but improved after 1969. During the past
decade the cancer register reached 97% completion,
which is exceeded only by Finland. In Austria nearly all
cancer patients visit a hospital because of the health
insurance system, and all hospitals are obliged to notify
the cancer registry of all cancer cases that come to their
attention. The diagnosis of mesothelioma is more reliable
from the cancer register because of the histological con-
firmation in most cases. In countries where only death
certificates are used for mesothelioma registration [35],
the miscoding of the more common secondary cancers of
the pleura as “primary” has to be considered, and trends
from such statistics are more likely to be influenced by
so-called fashionable diagnoses. Mesothelioma panels
cannot improve this situation if applied selectively.

In their analysis on “the European mesothelioma
epidemic” [36] the authors did not comply with their
own selection criteria but omitted to mention results
available from countries such as Austria or the Czech
and Slovak Republic [16, 32] in order to justify the ex-
trapolation of calculations for the UK and six other
countries, to all of Europe. They attempted to mitigate
the exaggeration of their projection of future mortality
based on past trends due to increasing diagnostic
awareness of mesothelioma over the past 20 years by
excluding their most recent (1990-1994) data, but still
arrived at the conclusion that the number of men who
will die from mesothelioma in Western Europe each year
will almost double over the next 20 years, and that one
in 150 men born between 1945 and 1950 will die of
mesothelioma. The calculations made use of some
questionable indicators for under- and overdiagnosis
and of ratios such as excess lung cancer to mesothelioma
in historical cohort studies which, in fact, differed largely
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