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collections of pigment that are soft in consistency and not raised above the s
rounding tissues. On cut-surfaces, gross examination reveals rounded flecks of P
ment 2 to 3 mm. in .diameter, but a lens shows finer linear deposits in the in]
lobular septa and in the outer walls of the blood vessels. The entire lung ma,
colored by pigment as in the black lung of soft-coal miners, but no fibrosis is fo
unless there has been exposure to free silica. There may be small patches of &
physema in or adjacent to pigmented areas. Scars of healed infections differ
the usual scars by the presence of pigment.

Microscopic ezamination. If death occurs during exposure, dust particles
found free in the peripheral air spaces or ingested by alveolar phagocytes that I
found adherent to alveolar Walls and in loose areolar tissue about the blood vesse

. Classical nodular silicosis of moderately vrell-developed degree in sandstone wheel

nder. Only slight shortness of breath on exertion. Note large and dense root shadows.
lymphatic trunks. The bronchi show relatively little dust; when any is presén i

however, it is found in the connective t1ssues just beneath the epithelium. If th& é‘ly 6 mm., in diameter. The edges of the nodules are well defined, but & lens

pigmented strands radiating from their periphery. There is little confluence
ﬂt&where scars or infection are present. Gross emphysema may or may not be
but this condition may be apparent only with microscopic examination.

from the air spaces and deposited along the lymph trunks; in severe exposure a
amounts of dust-filled phagocytes ‘may remain in the alveoli. Nearly all

on in an appreciable amount. Some nodules may arise along the perrplreral

"gllﬁ s of the pulmonary arteries. The tracheobronchial lymph nodes are atifirst
#ed and firm, later smaller and extremely hard. Sections of these nodes reveal
leatherlike tlssue, which is sxlky in texture because of the decrease in

linear reaction is fibrous and caused by free silica, there is no altered susceptrb,
to tuberculosis. .

b. Discrete Nodular Silicosis: X-ray ezamination. This form of dust disea.
characterized in the x-ray film by enlarged and dense hilum shadows and st
discrete nodular shadows, uniformly distributed throughout all parts of both lunj
with the possible exception of small emphysematous. areas. in the oostophr“e"W
region. In the absence of infection, the nodules are of uniform size, usually
exceeding 4 mm. and seldom more than 6 mm. in diameter. The nodules are sha
with well-defined borders (see Figure 6).

Gross ezamination. The pleurae_are. studded with_slightly elevated,.gk
nodules 2 to:3"i iameter, and around these there may-be a flat- Zon|
black, gray, or browii'pigment. Pleural adhesions may or may not be present:
lungs are stiffer than normal but crepitus is present. There are palpable sh
nodules. The cut surfaces are seeded with black or gray nodules, 2 to 4 m

a)lm collagenous fibers thh nuclei so compressed as to b”e almost invisible at
Birics. The borders are clear cut, w1th no exudatlon. There may be pigment either

i d les -are-associated-with-branches-of-the:pulidtiary aiteries, as demonstrated
W das feconstruction of the arteries; they may form spherical or spindle-shaped
S‘é‘s around the arteries. Prgmentatlon oceurs about the lvmphatw trunk just

rentiation-from-perilymphatie-pigmentation-there-must be definite.pleural
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