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The Clinical Picture
An intravenous drug user 
with persistent dyspnea and lung infiltrates

A 58-year-old man with a history of intravenous 
drug abuse, chronic hepatitis C, and anxiety pre-

sented to our emergency department twice in 4 weeks 
with progressive dyspnea and night sweats. He was a 
nonsmoker and had been an electrician for 15 years. 
 The first time he came in, chest radiography re-
vealed bilateral reticulonodular infiltrates in the lung 
bases. He was treated with intravenous ceftriaxone 
(Rocephin) and azithromycin (Zithromax) for pre-
sumed community-acquired pneumonia and was then 
sent home on a 10-day course of oral amoxicillin-cla-
vulanate (Augmentin). The antibiotics did not im-
prove his symptoms, and 3 weeks later he presented 
again to the emergency department.
 On his second presentation, he was in respirato-
ry distress (oxygen saturation 78% on room air) and 
was afebrile and tachypneic. Physical examination 
revealed numerous injection marks or “tracks” on the 
skin of both arms, and auscultation revealed dimin-
ished intensity of breath sounds in both lung bases. 
 Repeat chest radiography demonstrated that the infil-
trates were still there. Computed tomography was ordered 
and showed mild centrilobular emphysematous changes 
in both lungs, bibasilar opacifications, and a mass-like le-
sion (3.3 × 1.9 cm) in the right lower lobe (FIGURE 1).
 He subsequently underwent bronchoscopy, which 
showed no endobronchial abnormalities. Transbron-
chial lung biopsy was performed, and histopathologic 
analysis of the specimen (FIGURE 2) revealed rodlike, bi-
refringent crystals under polarized light, with an exten-
sive foreign-body giant-cell reaction outside pulmonary 
capillaries, suggestive of intravascular pulmonary talco-
sis. Blood and sputum cultures were negative for patho-
logic organisms. Bronchoalveolar lavage samples were 
negative for pathologic organisms and malignant cells.
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 On further questioning, the patient revealed that 
he intravenously injected various drugs intended for 
oral use, such as crushed meperidine (Demerol), meth-
ylphenidate (Ritalin), and methadone tablets. 
 Pulmonary function tests indicated a severe ob-
structive pattern. The predicted forced expiratory vol-
ume in the first second of expiration (FEV1) was 25%, 
and the ratio of FEV1 to forced vital capacity was 27%. 
 Transthoracic echocardiography revealed mild pul-
monary hypertension with a right ventricular systolic 
pressure of 28 mm Hg at rest.
 Based on the results of the histologic examina-
tion, a diagnosis of intravascular pulmonary talcosis 
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FIGURE 1. Computed tomography without contrast 
shows posterior focal opacification in the basilar 
segments of the right lower lobe (arrows). It has a 
mass-like appearance, with spiculated margins, and 
measures 3.3 × 1.9 cm. Focal opacification of the 
posterior medial basilar segments of the left lower 
lobe is also seen (red arrowheads). Both lungs show 
mild centrilobular emphysematous changes as well.

 on July 17, 2025. For personal use only. All other uses require permission.www.ccjm.orgDownloaded from 

http://www.ccjm.org/


224 CLEVELAND CLINIC JOURNAL OF MEDICINE  VOLUME 81  • NUMBER 4  APRIL 2014

LUNG LESIONS IN AN INTRAVENOUS DRUG USER

was made. Antibiotics were discontinued, and 
treatment with albuterol and ipratropium bro-
mide (Combivent) inhalers was started. The 
patient remained oxygen-dependent at the 
time of hospital discharge.

■ INTRAVASCULAR PULMONARY TALCOSIS
Intravascular pulmonary talcosis is seen 
predominantly in those who chronically 
inject intravenous drugs intended for oral 
use.1,2 

 Many oral medications contain talc as a 
filler and lubricant to prevent the tablet from 
sticking to equipment during the manufactur-
ing process. When oral medications contain-
ing talc are crushed, dissolved in water, and 
injected intravenously, the talc crystals and 
other particles lodge in the pulmonary vascu-
lar bed, resulting in microscopic pulmonary 
embolizations. 
 Over time, these particles migrate to the 
pulmonary interstitium and incite a foreign-
body granulomatous reaction, which may be 
associated with progressive pulmonary fibrosis. 
The severity of this immune reaction and fi-
brosis may vary; hence, some patients remain 
asymptomatic, whereas some present with 
dyspnea from extensive fibrosis and pulmo-
nary hypertension.
 Persistent dyspnea along with persistent 
infiltrates on chest imaging in an intravenous 
drug abuser should prompt suspicion for intra-
vascular pulmonary talcosis as well as consid-
eration of other diagnoses, such as pneumonia, 
malignancy, and septic pulmonary emboli.
 There is no established treatment for intra-
vascular pulmonary talcosis; treatment is often 
supportive. A few studies and case reports have 
indicated varied success with systemic and in-
haled corticosteroids.3–5 In extreme cases, lung 
transplantation may be necessary; however, 
this would require a comprehensive psychiat-
ric assessment to minimize the risk of addiction 
relapse after transplantation. ■
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FIGURE 2. Movat pentachrome immunohistochemical stain-
ing (magnification × 200) shows an extensive foreign-body 
giant-cell reaction to polarizable material (arrows) outside 
the pulmonary capillaries (arrowheads).
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