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of -the limb should be cooled until the operation takes place.
The more cleanly severed the amputation the better the
chance of success. Thus, crushing wounds and severe con-
tamination are contraindications at present. Two surgical
teams are necessary to prepare both sides with prompt
efficiency to minimize the risk of infection. Limb shortening
is necessary to ensure accurate repair of vessels and nerves
and adequate fixation of skeletal structures.
Magee and Parker point out that lower limb replantation

carries with it a complication which is not troublesome in
upper limb replants. Mobilization of the patient with re-
sultant dependency of the repaired leg is accompanied by
venous stasis and oedema, and therefore prolonged recum-
bency is necessary. In their patient residual oedema was still
present five months after operation. The adequacy of the
circulation in this case can be judged by the fact that the
hallux became gangrenous and was amputated at the end of
the thirteenth week. The most important criterion of success
(which is the same as in the upper limb) is the degree of
recovery in the peripheral nerves. In Magee and Parker's
patient some skin sensitivity was recovered as far forward
as the metatarsal heads, the toes remaining anaesthetic and
immobile. This meant that driving a car with foot pedals
was possible.

Whether replantation of a lower limb is justifiable remains
debatable at present. The surgical team must consider the
patient as an individual, including his psychological make-
up and his way of life as well as his physical state. A labourer
subjecting his feet to hard wear and severe climatic con-
ditions would probably fare better with an artificial limb.
A sedentary worker with some disability in the other leg
might be enthusiastic about the possibility of a fair result
from replantation.
Modern developments in vascular repair with the help

of anticoagulant and antibiotic therapy should lead to
better results. There will be at least a few suitable oppor-
tunities for this procedure during the lifetime of surgeons
engaged in accident surgery. Successful results are more
probable if surgeons are aware of the possibilities and work
out advance plans with their colleagues to make the best of
an opportunity when it comes, as it may, unexpectedly.
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Pneumoconiosis Redefined
In 1950 the Third International Conference of Experts on
Pneumoconiosis, held in Sydney by the International Labour
Office (I.L.O.), defined pneumoconiosis as "a diagnosable
disease of the lungs produced by the inhalation of dust, the
term dust being understood to refer to particulate matter in
the solid phase but excluding living organisms."' A classi-
fication of radiographs based on the distinction between dis-
crete opacities and coalescent shadows was made to promote
mutual understanding between scientists rather than as a
legal basis for compensation.
The Fourth International Conference met last year in

Bucharest, and the Working Group convened there for the
purpose by I.L.O. redefined pneumoconiosis as "the
accumulation of dust in the lungs and the tissue reactions

to its presence."2 Dust was now taken to mean "an aerosol
composed of solid inanimate particles."
The Working Group considered that the tissue reactions

concerned fall into two categories. Firstly, there is non-
collagenous pneumoconiosis, in which the stromal reaction
is minimal and consists mainly of reticulin fibres; the alveolar
architecture remains intact, and the lesions are potentially
reversible. Non-fibrogenic dusts such as those of tin oxide
and barium sulphate arouse this type of response. Secondly,
collagenous pneumoconiosis with permanent scarring may
be caused by fibrogenic dust such as silica or asbestos, or by
an altered tissue response to a non-fibrogenic dust. Com-
plicated coalworker's pneumoconiosis or progressive massive
fibrosis is an example of such an altered response.
The definition has therefore become one of morbid

anatomy. This implies that, as in the case of emphysema,
though clinical, radiological, and physiological techniques
contribute, the diagnosis is not complete until the lungs
have been obtained for morbid anatomical examination.
The Working Group also mentioned the recognition since

1950 of occupational chronic pulmonary diseases which,
though they develop from the inhalation of dust, are ex-
cluded from the pneumoconioses because particles are not
known to accumulate in the lungs. These include byssinosis,
berylliosis, and the many varieties of extrinsic allergic
alveolitis, of which farmer's lung is the archetype. The
tissue reaction is characterized by granulomata, and if the
bronchial tissue responds there is apt to be bronchial con-
striction.
The 1950 classification of radiographs was replaced in

1958 by the "Geneva classification,"3 whch was itself re-
vised in 1968.4 The new classification was needed to accom-
modate the new pneumoconioses which were added to those
of silica and coal. It includes a simple scheme suitable for
assessing individual cases and an expanded one for surveys.
The standard set of x-rays is essential and is available for 30
U.S. dollars.5 The place of pulmonary function tests in
pneumoconiosis was reviewed by the I.L.O. in 1966.6

Deaths from pneumoconiosis in Great Britain remain at
about 900 per year,7 but approximately 10,000 of the
280,000 coal miners receive benefit for respiratory disability
attributed to their work by the Pneumoconiosis Medical
Panels. However, the proportion of claimants who are not
coal miners is rising and has now reached 10%. The situa-
tion in Britain with regard to protection, detection, and com-
pensation is probably better than in many of the countries
we shall be joining in the European Economic Community,
though comparable data are not available. The Interna-
tional Labour Office in Geneva occupies an ideal position
from which to stimulate further study of biological re-
sponses to inhaled material in the enlarged Community so
that detection and treatment may be improved and sensible
and effective protective measures properly tested and
universally applied, for each new case of pneumoconiosis
represents an avoidable individual tragedy.
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