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endocrines that are functioning at normal or even sub­
normal levels. The close relationship between tumour
growth and hormonal balance has led to <the hypothesis
tOOt an endogenous a.bnormality of steroid hormone
metabolism may be responsible for initia,ting and/or main­
,taining growth of the tumour. The indications for hor­
monal control of breast cancer are: (a) for advanced
primary lesions beyond conventional methods of therapy;
(b) as Ml adjunct to other methods, especially when the
disease is widespread; and (c) as a secondary procedure
for treated, but recurrent or metastatic, cancer.

Oophorectomy has been practised, ,but no practical
means of selecting patients has been found. Bilateral
adrenlrlectomy has been carried out in some cases, since
it has been found that ,the adrenal glands can secrete
growth-promoting steroids that will maintain dependent
neoplasms. Hypophysectomy has also been performed,
and since objective remissions have been observed in
women with metasta.tic breast cancer, who had previously
undergone oophorectomy and a.drenalectomy, it woUJld
appear that some breast cancers may be dependent on
pituitary hormones for growth. H)'Ipophysectomy also in­
duces suppression of ,the ovaries and the adrenal glands
where ,these have not been removed.

Lt is not known how oestrogens induce remissions in
women with breast cancer; ,there may he slJ1ppression of

pituitary function or a direct action on the tumour. It
is well established that oestrogens can accelerate the growth
of ,the twnour. It is possible thaJt oestrogens may have dual
effects, one to stimulate and one to suppress, of which
either action may predomina:te. Progesterone a,drninistra­
,tion has proved disappointing, ar1though this steroid may
also in:illbit the pituitary gona.dotrophin and corticotrophin
and can act directly on the breast to intel1fere with the
action of oestrogen.

Androgens may induce remissions in patients with breast
cancer; the mechanism is unknown. Androgens may
acceleraJte the grOWilh of the tumour in some patients,
possiibiy because of conversion into oestrogenic hormone.
As with oestrogens it may be that 'androgens, in big doses,
depress pituitary function. Because of <their anabolic effects
androgens may cause patients to gain weight, feel stronger,
and show other !improvement, which, however, must not be
interpreted as ev,idence of regression of the tumour. Corti­
sone, hydrocortisone, and <their analogues have also been
used with some success. The original article on which ,this
annotation is based should 'be ,read for fuller deta.ils. Many
ref,erences are given to the fundamentall wor.k that has been
camied out in this yave and di.ff,jcult problem.'

L Dworin, M, (1961): S, Afr. Cancer Bull., 5. 192,

THE BENEVOLENT FUND

Lt was wil\ih the grealtest pleasure that we acknowledged,
in the Journal of 17 FebrtJalfy, a record number of dona­
trons, for anyone monltih, to the Benevolent Fund of the
Medical Association. During J'anuary, more ,than 300 mem­
bem sent don'Mlions, raIliging ,from Rl00 to Iess than one
mnd, wiltih their subscriptions for 1962. Together with .the
usual moIlJt:hly donaJtitons in <the fOffil of 'votive cards' and
'for services rendered', ,the tota:l received dwing Ja-nua.ry
was Rl,377.51.

This was a most encouraging response to the aJppeai
alJta.ohed to subsorription accounts by ,the Ohairnnan of the
MllJIlagemenJt Co1lUTl!i.ttee of ,the BenevolenJt Fund. Members
obviously rea!lize the importance of ,the work of 'the Fund,
which is ,in grea.t need of money to continue its benef~cenoe

among <the dependents of our less forrtunaJte co.lleagues. All

doOOltlions, however smaU, heLp materially to increase 'the
amoU!IlJt aV'a'ilable for distribution among fuose requiring
assistance.

We hope thart: alll membem wil\ih outstanding accounts
will foHow the example of .those \Wio so generously added
a sum !to fueir subscriptions in January. If every member
donated even one or <two mnds in this way, tlihe Fund
would benefit by many thousands of rands a year. Many
bra!Ilches undentake some speciall fund-raising eLfortt each
year, but the sums collected, lll!I<ge though they may be,
aTe not enough for the Fund to fuMil its obkigaJtions as
the Manaigement Committee would wiSh. A sustaJined in­
crease in ,indiV'iduad don:aJlJions would go far towaxds achiev­
ing this end.

A REVIEW OF SOME OF THE PROBLEMS FOUND IN THE 'PATHOLOGY OF THE

PNEUMOCONIOSES
IAN WEBSTER, Pathology Division, Pneumoconiosis Research Unit, South African Council for Scientific and

Industrial Research. Johannesburg

If all the dust were to be removed from the atmosphere
of a mine or a factory, pneumoconiosis, defined in South
Africa as permanent damage of the cardiorespiratory
organs from the inhalation of mineral dust, would' dis­
appear. This 'has not yet, been done and in 1962 the
pneumoconioses are scill a hazard of mining and industry.

Since 1556, when Agricola published De rea metallica,
the results of many investigations into the pathogenesis

and pathology of the pneumoconioses have been recorded,
but unsolved problems are still associated with this group
of diseases. How silica produces fibrosis is still not known,
nor is the pant it plays in coal workers' pneumoconiosis
and massive fibrosis. Increasing numbers of silicates, long
considered to be non-toxic, have been shown to produce
an interstitial fibrosis of the lungs. .

Mining operations produce, apart from silica, toxic
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substances such as rritrous and diesel oil fumes jn the
atmosphere, but the part played by these substances in in­
creasing or decreasing the toxic action of silica is not
known. Wet mining methods have reduced the dust hazard
considerably, but the hazard still exists even with the axial
feed drills. The amount and character of 'drilling dust'
will depend on the amount of energy expended during
drilling, and will vary according to the hardness of the
rock, the amount of pressure on the drill and the power
of the machine. ot only is the miner using a drill exposed
to a variable dust cloud, but different mining operations,
such as scraping, produce a dust cloud which may differ
considerably from drilling dust.

Although Vorwald1 has shown that silica particles, from
0-009 to 0-1 microns, produce a diffuse interstitial fibrosis
and emphysema in rabbits, there is no definite evidence
that sub-microscopic particles are toxic in man. Davies'
did not consider that these very fine particles contributed
to silicotic fibrosis in miners, because a rock drill will
not exert enough energy to produce sufficient of them.
Considerable numbers of such particles have been demon-
trated in the dust in South African gold mines by Talbot

and Kempis' and the possible toxic actions of these are
under investigation.

DUST IN THE LUNGS

Particles of dust above 10 microns in size will be trapped
in the nasal cavities and prevented from reaching the
lower respiratory tract, but the dust escapes this filtration
mechanism during mouth breathing. Hatch: in human
volunteers, and Davies,5 using models of the bronchial tree,
showed that dust partiicles below 5 microns only were
retained in the alveoli in significant numbers. The alveolar
retention curve, however, applies to a normal chest, and
the effect of any abnormality in the respiratory tract on
such retention has not been determined.· The presence
of fibrosed root glands and emphysema may cause the
retention curve to be altered, and particles above 5 microns
in size may then be retained and play a part in the pro­
duction of silicotic fibrosis.

This retention curve assumes that the diameter of a
dust particle is the parameter which is a measure of
fibrogenic activity. The surface area or the mass of
the dust in the lungs may be of greater importance.
Using the surface area of the particles as the common
denominator, Nagelschmidt et al.7 found, by intratracheal
inoculation, that particles of less than 5 microns in diame­
ter were fibrogenic and those in the range of 1 - 2 microns
were most toxic. Goldstein,s however, found that particles
in the 3-5 micron group produced more fibrous connective
tissue than those in the 0 - 2 micron range. In another
series of experiments, King' has confirmed the findings
of Nagelschmidt and his co-workers.

According to Heppleston,t° dust is taken up by the
alveolar phagocytes and carried to the second order of
respiratory bronchioles, where the dust-containing phago­
cytes enter the interstitial tissue. In the guinea-pig, Grossll

con.sidered that dust particles could penetrate the walls of
the alveoli, but both Heppleston1

' and Grossl3 indicated
that further investigation of the mechanism by which dust

enters the interstitial tissue is necessary. DuguidH con­
sidered that, in coal workers' pneumoconio is, foci of
fibrosis are produced by organization of those alveoli that
are packed with dust-laden phagocyt , and that the lesion
is not essentially in the inter titial ti ues. Although coal
dust is ea ily demonstrated in histological ections, the
relation of ilica particles to different parts of the respira­
tory system is difficult to determine, since these particles
can only be shown up with dark-field illumination or by
using polarized light.

During the la t few year, Hepple ton" and Gross"
have shown that the deposits of dust in the lung are by
no means static, and that dust can move from one part
of the lung to another. Hepplestonl5 has demonstrated
that inhaled iron particles can enter an existing focus of
collagenization. Gough17 has shown that coal dust is re­
moved from bronchiectatic areas of lung tissue.

Not all dust which is inhaled is retained, and the effec­
tiveness of the dust-clearing mechani m varies from one
individual to another. Such variation has been well demon­
strated in monkey, where a silica suspension was intro­
duced into the right lower lobe through a bronchoscope.
After 6 months, 2 of 18 monkeys did not show any
evidence of dust deposition or of a tissue reaction to
dust.5

' Cartwright and Nagelschrnide· suggested that dust
clearance depends on particle size; the smaller the parti­
cles the higher is their chance of being retained. In an
examination of the dust in lung residues of coal miners
with pneumoconiosis, the mean mass ize distribution,
converted to Stokes diameters, had a maximum in the 2·3
micron range and ended at about 5 microns.

Using the amount of dust in the regional lymph nodes,
Policard and his co-workers'" showed that a non-toxic
dust (titanium oxide) was cleared more slowly from the
lung than was quartz. Le Bouffant:o however, considered
elimination of dust via the lymphatic system to be negligi­
ble, and did not find any significant difference between
the clearance of a toxic and non-toxic dust.

THE PNEUMOCONIOSE

Pathogenesis of Silicosis

It is well known that silica possesses a specific fibrogenic
action. Many theories have been developed to account for
this, but at the present time none is generally accepted.
For over 25 years it was considered that silicic acid, which
is produced when silica is in a fluid medium, was the
fibrogenic agent, but in 1953 King et al." and in 1956
Zaidi et al." showed that, although different forms of
quartz produced the same amount of ilicic acid in solu­
tion, the amount of fibrosis found in animals injected with
tridymite was far greater than in animals inoculated with
fused quartz. Curran and Rowsell" showed that, when
silica was enclosed in a membrane which would not allow
the particles to come into contact with peritoneal tissue,
fibrous tissue was not laid down even though any silicic
acid produced could leave the membrane.

The extended solubility theory" does not explain why
different forms of quartz produce varying amounts of con­
nective tissue, but postulates that the cytoplasm of quartz­
containing phagocytes has in it a collagen precur or and
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that the polymerized form of silicic acid (polysilicic acid)
changes pro-collagen to collagen. This suggests that early
collagen fibrils might be rf{)und in ilie cytoplasm of the
phagocyte, but Policard and his co-workers" have demon­
strated in electron microscopical studies that the early
fibres are extracellular in distribution.

Much work has been done in different countries on a
possible immunological factor in the production of silicotic
fibrosis. It is considered that silica alters the basic com­
ponents of tissue sufficiently for iliem to become antigenic.
This may occur in the phagocytes'· or in the interstitial
tissue!7 As yet there is no definite proof iliat silicotic
fibrosis is produced by an antigen/antibody interaction or
as a type of auto-immune disease, but iliere are indications
iliat silica affects certain immunological reactions. The
properdin level in the serum of animals, exposed to a
silica-dust cloud, drops during the first few weeks of
exposure. 27 Vigliani and Pernis'· have shown iliat there is
an increased amount of beta and gamma globulins in the
fully formed silicotic islet, and Pernis" has demonstrated
iliat, when a phagocyte containing silica dies, the cytologi­
cal features are similar to phagocytes exposed to a serum
containing high amounts of gamma globulin. The sera of
miners aHending ilie South Mrican Pneumoconiosis
Bureau partiaIly inhibit the haemolysis produced by silicic
acid in ilie presence of complement!7 Recently, Vigliani
and Pernis" suggested that ilie action of silica is that of
an adjuvant to oilier immunological processes, and iliat
there is no specific antigen formed or antibody produced.

Many other theories have been suggested to explain the
fibrogenic action of silica; according to agelschmidt'°
iliese 'range from ilie reasonable to ilie bizarre'. It is only
since 1956 when Zaidi et al." showed that the solubility
theory of silicosis (as postulated) was no longer tenable,
that intensive work into ilie action of silica started. It is
known iliat ilie surface of ilie silica particles possesses
well-marked oxidative properties and iliat amino acids can
be altered by shaking them well with silica."' This finding
defines more accurately ilian before the nature of ilie
activity of the silica particle and may lead to a better
understanding of ilie fibrogenic action of quar,tz.

Pathology of Silicosis

The lesions of silicosis found in South African gold
miners were fully described by Watt et al.:t2 in 1916, by
Strachan and Simson33 in 1930 and by Strachan34 in 1946.
Simson and Strachan did not find the diffuse thickening of
the alveolar walls described in 1916, but it is probable that
ilie improvements in mining meiliods may have reduced
ilie type of dust causing this lesion. In 1930 Simson and
Strachan33 examined ilie lungs of miners who worked
before 1928, when it was probable iliat ilie major improve­
ments in ventilation and methods of drilling were com­
plete. A CDmparison of the pathology described by iliese
2 authors with that found in miners who had worked
wholly in improved mining conditions was reported by
Webster35 in 1959, when it was noted iliat the distribution
of the silicotic lesion was different. The lesion is now
mainly a perivascular one, instead of being primarily
peribronchiolar. The perivascular lesion was also noted by
Riittner and Grassman3• in German industrial workers.

The nature of ilie lesion may depend on the type of
dust inhaled. Vorwald' has already demonstrated iliat the
sub-microscopic particles produce a diffuse fibrosis, and
it is possible iliat ilie size of the dust particle may deter­
mine wheilier ilie lesion is peribronchiolar or perivascular.
As will be shown, some of ilie combined forms of silica
(silicates) produce a diffuse fibrosis. Sericite and other
silicates are found in the atmosphere of the gold mines
and, indeed, Jones37 maintained iliat the fibrous forms of
sericite were the causative factor in silicosis. Not only
particle size, but also ilie nature of the dust, therefore,
may determine ilie type of lesion produced.

From animal experiments it is known that guinea pi~s

exposed to a silica-dust cloud, in which ilie average air­
borne particle is I micron, show a diffuse thickening of
the alveolar walls, whereas in monkeys exposed to a
similar dust cloud the lesions are nodular and resemble
those found in man.59

As yet no satisfactory explanation has been found to
account for the symptoms of disability of which some of
ilie miners complain. It has been demonstrated that expo­
sure to a silica-dust cloud will affect certain enzyme
systems in lung tissue:· and Pernis" has suggested that
the toxic action of silica in macrophages may be from
ilie interference of the esterase group of enzymes. The
lipid content of ilie lung also increases when animals are
exposed to silica," but these changes are only now being
assessed as possible factors in the pulmonary disability of
gold mineTs.

Mixed-dust Pneumoconioses

McLaughlin'· found iliat the pneumoconiotic lesions in
foundry workers differed from those of classical silicosis
in that iliey were less discrete and the f'ibrosis extended
into the adjacent alveolar walls in a stellate arrangement.
These lesions were produced by a dust containing a mix­
ture of iron and silica, and the histological features of
the lesion varied according to the amount of silica present.
With a high percentage of quartz there is concentric
fibrosis in ilie centre of the lesion.

Lesions of the mixed-dust type have been found in
South African gold miners, but ilie amount of 'inert'
minerals in mine dust is not sufficient to produce this
type of lesion. During discussions with McLaughlin," it
was suggested that the less active combined forms of silica
(silicates) could act in the place of iron, and iliat the
findings of mixed-dust lesions on histological examination
were compatible with service in gold mines. It is possible
that the lesions found in miners from other South African
mines are basically of the mixed-dust type, where iron has
been replaced by one of the other more inert minerals.

Some of the lesions, previously described as tuberculo­
siliCDtic, have features which are very similar to the mixed­
dust lesion, and ilie criteria for: such a diagnosis should
be reviewed.

Coal Workers' Pneumoconiosis

The nodular lesions of CDal workers' pneumoconiosis
are of the mixed-dust type, but there is no uniformity of
opinion on the pailiogenesis. In Germany" it is considered
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that the fibrosis is caused mainly by the presence of
silica in the coal dust, but in Great Britain an infection,
probably, but not necessarily, tuberculous, is considered to
be the cause of the :fibrosis."

Massive fibrosis can occur in any of the pneumoconio­
ses, but most of the work done on its aetiology has been
related to coal workers. In Gennany," although it is
admitted that a few cases are caused by tuberculosis, in
many there is no evidence of this disease and silica is
thought to be the causative factor. In Great Britain,
Gough" and Hinsonu are of the opinion that most of the
massive fibrous lesions are tuberculous in origin.
Cochrane,'5 in 1960, reported on a large-scale survey of
the incidence of tuberculosis and massive fibrosis, and
showed that there was little difference in the attack rate
of massive fibrosis in one valley which had been inten­
sively 'combed' for tuberculosis. He summarized the 4
current theories of the aetiology of massive fibrosis, and
indicated that there had been some tendency to under­
estimate the importance of dust itself as a factor.

Emphysema may be marked in the pneumoconioses and
appears to be a feature in coal workers' pneumoconiosis.
Although the dust deposits are associated with areas of
centrilobular emphysema, the exact parts played by aging
and by dust have not been established. Does inhalation of
mineral dust, especially silica, cause a more rapid aging of
lung tissue?

Silicatosis

For many years it was considered that silicates were
not fibrogenic, and in 1960 Nagelschmidt'° expressed the
view that silicates do not produce fibrosis. One of the
possible reasons for disregarding dusts containing silicates
as an industrial hazard was that, with the exception of
asbestos, they do not produce silicic acid. Now that the
chemical or solubility theory has been shown to be unten­
able, this property of a dust cannot be regarded as evidence
of toxicity.

It has been shown, however, that after long exposure
a diffuse fibrosis of the lungs occurs in kaolin and talc
workers. This was ascribed to the small amounts of free
silica present, but the lesions do not have the features of
a mixed-dust lesion. In 1960 Barrie and Gosselin'·
described a pneumoconiosis in a nepheline-ore worker;
nepheline consists of silicates, but no free silica.

It is considered that the silicates can no longer be
regarded as non-fibrogenic dusts, and that exposure to
dust containing silicates may constitute an industrial
hazard, but further cases will have to be examined.

Asbestosis

The pathogenesis of asbestosis is obscure and much
attention has been paid to the asbestos fibre and to the
asbestos body. It is still considered by some that the
fibrosis of asbestosis results from mechanical trauma
from the asbestos fibre.

Recently, Bea'ttie" has shown that the 'asbestos body'
consists of a protein coaoting of the fibre, and that tth.is
coaJting is gradually impregnated with iron salts whioh

are responsible for the yellow and brown stammg. After
a number of years the 'asbestosis body' undergoes seg­
mentation and eventually particles of the body are en­
gulfed by phagocytes. The fibrosis of a bestosis occurs at
this time. Disruption of the fibre is accelerated by pul­
monary infection and chronic cardiac failure.

Experimental work in South Africa4S does not support
the findings of Beattie, since the fibro is produced in
animals exposed to an asbestos-dust cloud i not related
to segmentation of the bodies nor is there a long latent
period before it occurs.

The presence of the bodies, more correctly known as
asbestosis bodies, does not appear to be directly related
to the presence or degree of fibrosis, and it is considered
that more attention should be paid to the silicate nature
of asbestos and that asbestosis may be another example of
the silicatoses.

The incidence of asbestosis is far greater than has
been thought, and it is apparent that only short exposure
to the dust may produce the disease. The wide use of
asbestos in industry and the methods which are necessary
to prepare the fibre as a commercial product indicate that
many people are exposed to this hazard.

The fibrosis in asbestosis is diffuse and not nodular,
and it is to be expected that those suffering from it will
complain of more severe dyspnoea than those with sili­
cosis. The incidence of cor pulmonale should be higher
than in the other pneumoconioses, but no exact figures
are available.

Gloyne" showed that the incidence of bronchogenic
carcinoma in patients with asbestosis is much higher than
that expected in the general population, and KeaI"° has
described abdominal tumours in women working with
a;bestos. In South Africa, lI. relatively large number of
tumours of the pleura (mesotheliomata) has been found.51

All except- 7 of the patients quoted had some association
with the north-western region of the Cape Province. Of the
7 patients, 5 had definite industrial exposure 10 asbestos
mined in that area. Cases of mesothelioma have been re­
ported in other countries in people who have been exposed
to asbestos.43.«.52.51

Other Pneumoconioses

The increased interest in industrial medicine has resulted
in the correlation of cases of pulmonary fibrosis with the
inhalation of toxic substances in the atmosphere of the
workring place. The concept of a mixed-dust lesion has
enlarged the pathological criteria upon which a diagnosis
of pneumoconiosis was made, and has resulted in a num­
ber of cases previously considered as not typical of a
pneumoconiosis being classified as such.

Other diagno tic criteria are being revised and it is now
suggested that the characteristic granuloma of beryllium
disease is not a specific histological feature. Indeed, the
cellular infiltrat~on of the alveolar walls is considered
to be more important in rthis pneumoconiosis than the
granuloma. It is possible that some other factor besides
beryllium is required before beryllium disease can occur.55
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ANIMAL EXPERIMENTS

Most of the work on which our knowledge of the patho­
genesis of the pneumoconioses is based has been carried
out in animals. There are different methods of introduc­
ing dust into an animal and, since no one method is
widely used, it is apparent that difficulties have been
encountered in the use of each method.

The intratracheal inoculation of a dust suspension,
developed and used extensively by King and his co­
workers, was the method which should have given con­
sistent and reasonably quick results. Many workers, how­
ever, are unhappy about this technique. There may be
unequal retention of the suspension and also difficulty in
the correlation of histological findings and collagen con­
tent. Although this method is of great value in a qualita­
tive study of fibrogenicity of dusts, relatively large num­
bers of animals are required to obtain reproducible
quantitative results.

The subcutaneous inoculation of dust suspension is
criticized because the tissue into which the inoculum is
injected is not the same as that in which a pneumoconiosis
occurs. In addition, the factors of stress and change in
temperature will affect the development of any sub­
cutaneous dust granuloma, as they do in other experiments
of a similar nature"· Although a number of suspensions
can be injected into one animal, the reaction to the inocu­
lum will depend on the blood supply at the site of injec­
tion. odules produced in the subcutaneous tissue of the
lower abdomen cannot be compared with those in the
upper abdomen or back.

The intravenous injection of the dust suspension is used,
but because the dust is not retained in one organ, the
amount of fibrous tissue in the liver is correlated with the
amount of dust found there. This method of estimating
the fibrogenic effect of a dust is criticized because it is not
known whether the dust found in the liver is the only
part of the suspension which has caused a reaction in the
tissue. It is possible that some of the sample may have
been removed by the defence mechanisms of the liver.

The most acceptable method is the exposure of animals
to a cloud of dust, since this is the method by which dust
enters the lungs. Using this method, lesions take a rela­
tively long time to develop, and intercurrent infections
may affect the experiments. As has been shown, the pro­
perdin levels of the serum drop considerably. when the
animals are first exposed. As properdin is associated with
the natural defence mechanisms of the body, an infection
at this tage wiII spread widely. With adequate care of the
animals, however, this method is of great value. In South
Africa lesions, very similar to those described as acute
silicosis in man, have been produced in monkeys after 16
months' exposure to a silica-dust cloud.

The optimum dust concentration in such a dust cloud
is not known, and although in South Africa the concentra­
tion is maintained between 25,000 and 30,000 particles per
c.mm., this is considered by ageIschmidt57 to be too
high. Much discussion has centred on whether the animals
should be exposed to the dust cloud continuously or inter­
mittently. Vorwald,' exposing animals to high concentra-

tions for 15 - 30 minutes every 7 - 10 days, has produced
lesions ~n guinea pigs in a reasonably short time.

Other methods of inoculation, such as intra-ocular, are
used in specific experiments, but it is often difficult to
prevent infection of the eye. The phagocyte-culture tech­
nique developed by Marks'· is used to assess the
effect of dust in macrophages, but the peritoneal macro­
phage differs from the alveolar phagocyte, and studies
on the histochemistry of dust-containing phagocytes have
to be carried out on cultures of the defence cells of the
lung.

CONCLUSION

This review indicates that there are still many problems
associated with the pathogenesis and pathology of the
pneumoconioses and that the particular property of a dust
to produce fibrosis is obscure.

The discussions reported were made possible through a
grant from the Pneumoconiosis Research Unit. I would like
to express my appreciation to Dr. H. S. Gear, former Director
of the Unit, for these facilities.
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When dealing with tumours and cysts of the jaws, 2 groups
must be considered:

1. Those peculiar to jaws and which arise from the
odontogenic tissues.

2. Those which may occur anywhere in the skeleton.
For the purpose of this discussion a detailed classifi­

cation of tumours, cysts and dystrophies of bones is not
indicated. Such a classification may be readily obtained
from text-books on various subjects related to pathology
and surgery of the jaws. The steps in the diagnosis of any
lesion, including cysts and tumours, consist of the follow­
ing:

1. History.
2. Examination, including (a) inspection, (b) palpation,

Cc) percussion, and (d) sometimes auscultation.
3. Special methods, including (a) X-rays, (b) blood

analysis and blood counts, and (c) urine analysis.
In dealing with jaw lesions it is also extremely important

to determine the condition of the teeth, especially as far
as ,their vitality is concerned, and whether caries is
present.

HISTORY

Usually patients with jaw tumours give a history of long
duration. These lesions produce slight pain, and there may
be periods of remission. Patients may complain of attacks
of toothache. As the lesion becomes apparent, the patient
may notice deformity of the jaw and of the occlusion of
the teeth.

It is important to find out whether there is a history of
trauma to, or of previous carious involvement of, the
teeth, since this may indicate the nature of the lesion.

Furthermore, it should be ascertained if any previous
treatment was performed, since this can completely alter
Ihe whole clinical picture. Commonly, a tooth has been
extracted or the lesion has been incised. Teeth may be
extracted as a result of toothache or displacement which
may be unrelated to the condition. Superadded infection
may occur and this can completely confuse the issue.

Restricted jaw movement is uncommon with most be­
nign tumours, but does occur with malignant tumours. It
is important to establish in the history whether other bones
of the skeleton are also involved.

CLINICAL FEATURES

During their early development tumours of the jaws are
nQt clinically obvious, but may be discovered on routine
radiological examinalion. When the lesion becomes of some
size deformity of the part is apparent.

The majority of soft and CySTic lesions are endosteal
in origin, and thus expand the bone as they increase in
size. Earlier, new periosteal bone formation is coincident
with endosteal destruction, and thus a bony expansion is
found. In the later stages the tumour breaks through its
bony shell and then has an easy passage through the soft
tissues.

Calcified lesions, whether endosteal or periosteal in
origin, are felt as bony masses or expansions. Thus, soft
lesions which are still enclosed in the bone are clinically
indistinguishable from the calcified lesions, but when they
break through the bone their true texture manifests itself.

Maxillary Tumours
The maxillary deformities produced depend on the site

of the lesion. In the antrum, tumours may grow outwards
and produce a swelling of the side of the face, or they
may grow upwards and disturb the normal anatomy of
the eye. They may grow inwards and obstruct Ihe nasal
passages or they may enlarge downwards and produce a
swelling of the palate.

Tumours in the anterior part of the maxilla may enlarge
in 3 directions. They may lift the floor of the nose, or
produce a swelling of the palate, or project forwards into
the vestibule of the mouth pushing the nostrils and upper
lip forwards and upwards.

Large nasopalatine, globumaxillary or dental cysts,
which have beaten the expansion rate of the bone, cross­
fluctuate from the vestibule of the mouth to the palate.
Furthermore, with these large cysts it is remarkable how
rarely the articulation of the incisor teeth is disturbed, even
though extensive resorption of the roots of these teelh takes
place.

Mandibular Tumours

In the mandible the lesion may be confined to Ihe tooth­
bearing portion, or exclusively to the ascending ramus.
Very extensive lesions involve both parts. Here again the




