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Abstract  

Talcosis is a fibrotic lung disease that results from the 

inhalation of talc. It can occur in various 

occupational settings, such as mining and industrial 

work. In talcosis, the typical finding on high-

resolution computed tomography (HRCT) is diffuse 

centrilobular micronodules. A patient with no history 

of smoking who worked in the lamination department 

of an automotive glass factory presented with 

shortness of breath. The patient’s chest radiograph 

showed increased bilateral reticulonodular densities 

and large opacities in the upper zones of both lungs. 

Based on a comprehensive evaluation of the patient’s 

occupational history, clinical presentation, and 

imaging findings, talc pneumoconiosis was 

considered the most likely diagnosis. In progressive 

fibrotic occupational lung diseases such as this, for 

which there is generally no specific treatment, the 

usual approach is to control the factors that 

contribute to disease development. 

Keywords: Pneumoconiosis, Pulmonary Fibroses, 

Pulmonary talcosis, Progressive Massive Fibrosiss. 

 

 

 Öz  

Talkozis, talk mineralinin solunması ile meydana 

gelen fibrotik bir akciğer hastalığıdır. Madencilik ve 

sanayi gibi birçok iş kolunda meydana gelebilmekte-

dir. Talkoziste Yüksek Çözünürlüklü Bilgisayarlı To-

mografi’de beklenen bulgu, genellikle yaygın olarak 

dağılmış sentrilobüler mikronodüllerdir. Otocam 

sanayinde laminasyon bölümünde çalışan daha önce 

sigara içme öyküsü olmayan hasta, nefes darlığı 

yakınması ile başvurdu. Hastanın akciğer grafisinde 

bilateral retikülonodüler dansite artışı, her iki akciğer-

de üst zonlarda büyük opasiteler görüldü. Hasta 

klinik ve radyolojik bulgular ile birlikte ayrıntılı meslek 

öyküsü değerlendirildiğinde talk pnömokonyozu 

düşünüldü. Tedavisi genellikle olmayan ilerleyici 

fibrotik mesleki akciğer hastalıklarında genel yakla-

şım, hastalığın oluşumuna etki eden faktörlerin kont-

rol edilmesidir. 

Anahtar Kelimeler: Pnömokonyoz, Akciğer fibrozisleri, 

Pulmoner talkozis, Progresif Masif Fibrozis. 
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Talcosis is a lung disease caused by the inhalation of talc 

and is closely associated with a history of occupational 

exposure. Inhalational exposure to talc is a significant 

occupational and environmental risk that can occur in 

various industries, including mining, secondary industrial 

processes, and the production of consumer products. 

Workers in various sectors, including rubber, paper, tex-

tiles, ceramics, pharmaceuticals, and cosmetics, may be 

exposed during the production and processing of talc-

containing materials. Furthermore, the use of finished 

products, such as cosmetic talcum powder, has also been 

identified as a potential source of inhalational exposure 

(1). 

The causes of pulmonary talcosis can be categorized into 

different forms: pure talcosis, talc inhalation with silica 

(talcosilicosis), talc inhalation with asbestos fibers (tal-

coasbestosis), and intravenous talc injection, typically 

associated with substance use (1-4). Talc causes non-

necrotizing granulomatous inflammation, which leads to 

progressive fibrosis (2,3). Radiographic findings may 

show diffuse nodulation and reticulation, similar to those 

of asbestosis; however, the lung apices and costophrenic 

sinuses are generally spared. As with other forms of 

pneumoconiosis, the coalescence of nodules can lead to 

large opacities resembling progressive massive fibrosis. 

Some patients also develop hilar lymphadenopathy (2). 

On High-Resolution Computed Tomography, the most 

common finding is diffuse centrilobular micronodules. 

Additional findings may include septal and subpleural 

lines, ground-glass opacities, and large opacities with 

areas of high attenuation due to talc accumulation. Pa-

tients may also present with emphysematous changes, 

pleural plaques, and lymph node enlargement. The im-

aging findings of talcoasbestosis and talcosilicosis are 

generally similar to those of asbestosis and silicosis, re-

spectively (3,4). 

CASE  

A 50-year-old male patient presented to the outpatient 

clinic with shortness of breath. His occupational history 

revealed that he had worked in a glass factory for 6 years 

(2002–2008), where his duties included placing bus 

windows into a machine in an enclosed space, pouring 

talc into the machine, holding the glass while it was being 

coated with talc, and manually brushing the windows with 

talc powder. Substantial amounts of talcum powder were 

present in the work environment. The patient had no 

previous history of smoking and was found to have stridor 

and expiratory rhonchi on respiratory examination. He 

had no prior history of tuberculosis. 

Patient’s oxygen saturation was 96% on room air. Pulmo-

nary function tests (PFTs) showed a forced expiratory vol-

ume in 1 second (FEV1) of 18% predicted (0.61 L), a 

forced vital capacity (FVC) of 38% predicted (1.57 L), and 

an FEV1/FVC ratio of 39%. Despite the absence of a 

smoking history, the patient’s PFT results indicated a se-

vere mixed obstructive and restrictive defect. Although 

stridor was noted during physical examination and is not 

considered a typical manifestation of talcosis, compre-

hensive evaluation revealed no acute or chronic patho-

logic process causing bronchial airway obstruction. The 

patient’s chest radiograph showed bilateral reticulonodu-

lar infiltrates and large opacities in the upper zones of 

both lungs (Figure 1). 

 

Figure 1: Increased bilateral reticulonodular densities and large opaci-

ties in the upper zones of both lungs. 

A High-resolution computed tomography (HRCT) of the 

lungs was performed and revealed several key findings. 

The HRCT findings included enlarged and partially calci-

fied lymph nodes in the mediastinal and hilar regions. 

HRCT demonstrated emphysematous changes, with mi-

cronodules and reticular opacities showing upper lung 

predominance. Consolidated areas containing calcifica-

tions were identified in the right upper zone and the peri-

hilar area of the left mid-lung zone (Figure 2). 

 

Figure 2: HRCT showing consolidated areas containing calcifications in 

the right (A) and left (B) perihilar regions. 
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Based on clinical and radiologic evaluations, the patient 

was diagnosed with talcosis. Pneumoconiosis was report-

ed according to the International Labour Organization 

(ILO) classification, with a score of q/t 1/2 + C. The 

patient, who had no history of smoking, was considered 

to have occupational chronic obstructive pulmonary dis-

ease (COPD). The CT findings of talc pneumoconiosis 

are nonspecific and can also be seen in asbestosis and 

silicosis. Although this combination of findings may be 

seen in patients with mixed dust exposure, talc pneumo-

coniosis should be considered in patients with a history of 

occupational exposure who present with diffuse centri-

lobular nodules, large dense opacities, dense lymph 

nodes, and pleural plaques. 

DISCUSSION 

Talc is used in many sectors as a raw material in the 

manufacture of products such as paints, paper, textiles, 

and ceramic tiles (2). Talcosis, which develops after ex-

cessive inhalation of talc, is usually asymptomatic. When 

symptomatic, it presents with nonspecific symptoms such 

as progressive shortness of breath and cough. Late com-

plications include chronic respiratory failure, emphysema, 

pulmonary arterial hypertension, and cor pulmonale (1). 

High-resolution computed tomography provides superior 

diagnostic efficacy in differentiating talc-induced lesions 

from other interstitial lung diseases. Exposure to talc leads 

to pulmonary parenchymal fibrosis, and progressive mas-

sive fibrosis may develop depending on the extent of 

fibrosis (1,4). 

Rather than being based solely on clinical evaluation, the 

diagnosis of pneumoconiosis requires a thorough occu-

pational exposure assessment, including a detailed occu-

pational history and an evaluation of workplace hygiene 

and engineering controls (5). In several occupational lung 

diseases, histopathologic confirmation is not mandatory 

when a consistent occupational history is accompanied by 

typical chest imaging findings (6). 

The severe mixed obstructive and restrictive pattern on the 

patient’s pulmonary function tests was attributed to 

pneumoconiosis. Both small and large airway obstruction 

are expected findings in patients with pneumoconiosis 

and progressive massive fibrosis (PMF), with a higher 

prevalence among those with PMF (7,8). In a study eval-

uating patients with pneumoconiosis, Sarı et al. (9) found 

that FEV1 and FVC values were significantly lower in the 

group with PMF than in the group without PMF. Addition-

ally, COPD was more frequent in the PMF group. Fur-

thermore, a study by Pınar et al. (10) evaluating the prev-

alence of COPD in patients with pneumoconiosis report-

ed that the frequency of COPD was correlated with the 

size of PMF. The loss of respiratory function in our patient 

with inorganic dust exposure and PMF, together with 

category C opacities on radiography, was consistent with 

the literature. Recent studies suggest that exposure to 

inorganic dust may lead to chronic obstructive pulmonary 

disease (11). 

CONCLUSION 

Although talc is known to cause pneumoconiosis, reports 

on this condition remain limited in the literature. Further-

more, in the automotive industry, where talc use is not 

widespread, a history of occupational talc exposure and a 

compatible imaging pattern should prompt consideration 

of talcosis. A detailed occupational exposure history and 

clinical awareness of occupational diseases are crucial 

for the diagnosis of pneumoconiosis. This case illustrates 

a rare presentation of talcosis manifesting as PMF and 

emphasizes the importance of recognizing occupational 

exposure as a key contributing factor. Due to the irre-

versible decline in lung function, the patient was referred 

to a lung transplantation center. Unfortunately, recent 

literature indicates that no clinically validated effective 

treatments are available to prevent PMF (12,13). The 

general approach to occupational diseases is to control 

the factors that contribute to disease development. 
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