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Abstract

The current study reports the case report of a 67-year-old gentleman who presented in our institute with complaints
of shortness of breath and cough for last 8 months. He was working in a steel industry with continuous exposure for
almost 40 years. On evaluation further, he was diagnosed to have occupational lung disease which was mimicking

sarcoidosis and lymphoma.
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Clinical History

A 67-year-old male, a retired plant worker from Jharkhand district
came to our institute with complaints of shortness of breath and cough
for 8 months on evaluation. Initial evaluation with the chest X-ray
showed inhomogeneous opacities with nodular calcific foci in the right
upper lobe. Bilateral hilar shadows also appears prominent.

Following this the contrast enhanced CT chest showed juxta pleural
based spiculated soft tissue density mass with specks of calcification in
the right upper lobe. Multiple calcified lymphnodes are also noted in
the bilateral hilar region. Based on the imaging features the possibilities
made were Sarcoidosis, TB and Lymphoma.

Other investigations that are done including culture showed absence
of AFB cells. EBUS guided transbronchial needle aspiration smears
from region of right interlobar lymphnode and subcarinal lymphnode
showed no lymphoid tissue. Cytology smears showed negative for
malignant cells. At this point of time no conclusive diagnosis was made
from diagnostic and other investigations. Based on the CT findings
ATT was started and after 2 months patient showed no improvement
in clinical symptoms.

Repeat CT chest was done following which the soft tissue density
lesion seen in the right upper lobe mass showed mild increase in size
as compared to the previous scan and right sided pleural effusion was
also the new finding. Increase in the size of hilar lymphnodes was also
noted (Figure 1).

Figure 1: Chest X-ray showing inhomogeneous opacities with nodular
calcific foci in the right upper lobe. Bilateral hilar shadows also appears
prominent with minimal right sided pleural effusion.

Transbronchial lung biopsy was done showing ill-defined histiocytic
aggregates, interstitial fibrosis and tiny foci of anthracosis. CT guided
biopsy from the right upper lobe lesion was done under aseptic
precautions. Biopsy showed granulomatous infiltrates and fibrosis with
collagenisation, crystalline silica and hemosiderin deposits. Based on
the correlation of the Trans bronchial findings and CT guided lung
biopsy findings finally diagnosis of silicosiderosis with concomitant
non caseating granulomatous infiltrates was made (Figures 2).

Discussion and Summary

Silicosiderosis is caused by the accumulation of silica and iron
oxide in macrophages within the lung. It is observed most commonly

e

Figures 2: (A-C) Showing juxtapleural based spiculated soft tissue density
mass with specks of calcification in the right upper lobe. Multiple calcified
lymph nodes are also noted in the bilateral hilar region; (D) Showing the biopsy
images from where the samples are obtained.
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in workers exposed to metal fumes during welding and thus is known
as arc welder pneumoconiosis (1%). Also, siliconsiderosis is also found
among tunnel highway construction workers who are digging through
geological formations with large amounts of silica. In the 30s to 40s
in the U.S. there was a huge epidemic of it in the Appalachians when
they were building highways. The disease in its exacerbated form is far
more debilitating and deadly than black lung disease. Silicosiderosis
usually manifest with respiratory symptoms such as cough and dyspnea
[1,2]. In general, siderosis is not associated with fibrosis or functional
impairment. However, when the iron inhaled is admixed with a
substantial quantity of silica, the result is silicosiderosis, which may be
associated with pulmonary fibrosis [3,4]. Typical radiographic findings
include small nodules, which are most prominent in the middle
third of the lungs, in perihilar regions. The nodules do not indicate
reactive fibrosis but, rather, radiopaque accumulations of iron particles
in macrophages aggregated along perivascular and peribronchial
lymphatic vessels [5,6]. In a thin-section CT-histopathologic study of 21
arc welders, Akira et al reported that CT scans showed small ill-defined
centrilobular nodules (71% of subjects) with or without fine branching
structures indicating the deposition of minute iron oxide particles along
perivascular and peribronchial lymphatic vessels; emphysematous
changes (33% of subjects) and honeycombing resembling that in usual
interstitial pneumonia (14%) [6-9]. Other findings included ground-
glass opacities, reticulation, pleural irregularity and conglomerate
masses with areas of high attenuation indicating organizing pneumonia
with siderosis. The Trans bronchial lung biopsy specimen obtained
with visible light shows intra-alveolar aggregation of pigmented
macrophages and scattered interstitial silica particles. The pathologic
changes are reversible, and complete resolution is possible after the
cessation of exposure [10]. Patient improved symptomatically after
treatment and is on regular follow up for last 2 years [7,8].

Conclusion

Silicosiderosis is listed as a “rare disease” by the Office of Rare
Diseases (ORD) of the National Institutes of Health (NIH). Good
clinical data and history of occupational exposure with radiological
findings correlation will be able to more quickly and definitely render
a diagnosis.
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