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ABSTRACT
This paper reviews the literature relating to the potential
hazards of nail dust created during routine treatment by
podiatrists.  Organic dust particles produced by the process
of reducing pathological nails in the podiatric setting have
been tenuously associated with health complaints of the
practitioner. This is despite documented cases of health
problems associated with exposure to organic dust in a
variety of occupations. This review outlines: the nature of the
nail dust exposure; the prevalence of onychomycosis; the
associated adverse medical events; and the possible flow-on
effects of nail dust throughout the occupational setting.
Recognition of the extent of the problem may lead to
improved guidelines in workplace health and safety.

INTRODUCTION
Reduction of onychauxic, onychomycotic, or onychogryphotic
nails and routine nail treatments by podiatrists invariably
require the use of a nail drill which creates large quantities of
uncontrolled nail dust aerosols. Due to the small size of these
particles they are able to be inhaled into the upper respiratory
tract and may deposit deeper into the bronchioles and alveoli.
This nail dust aerosol has been found to cause problems
ranging from mild wheezing and rhinitis, to lung diseases such
as hypersensitivity pneumonitis and occupational asthma, and
may exacerbate chronic respiratory conditions. In addition,
skin and eye disorders may be related to podiatric exposure to
organic dust. Organic dust in itself has long been recognized as
an occupational hazard across a wide range of professions.
Many podiatric practitioners are unaware of the potential health
hazards the nail dust particles may present despite taking
standard precautions.  

Nail dust
Organic dust may be defined as solid particles of 0.1 to 50
microns (µm) diameter or larger produced by a mechanical
process such as crushing, grinding, abrading, or blasting and
suspended in air.1 The epitome of organic dust is the nail dust
cloud produced when filing or drilling nails which is composed
of keratin, keratin hydrosylates, fungi, fungal arthrospores and
filaments, and other microbial debris.2 According to Donaldson
et al particles that can be inhaled into the respiratory tract can
be categorised into three types dependent on size.3 Firstly,
inhaled particles larger than 20µm diameter that deposit in the
mouth, larynx, and pharynx; secondly, those particles between
5-20µm diameter that deposit beyond the larynx but above the
airways; and lastly, respirable particles that are 5µm diameter
or less that deposit in the bronchioles and alveolar ducts.  An
electron microscopy study found that the size range of particles
taken from dust extractors ranged from 0.1 to 100µm in
diameter.2 Approximately 86% of these particles were less than
5µm and therefore capable of depositing in the lung and it was
expected that 16% of particles in the 0.8 – 1.6µm size range were
capable of being deposited in the alveoli and bronchioles in a
single breath. This study also analysed the fungal content of the
nail dust and found that it was composed of: dermatophytes,
including Trichophyton rubrum(38%); Aspergillus sp (13%);
Trichophyton mentagrophytes (12%); and, in order of lesser
percentages, Scopulariopsis sp, Cephalosporium sp, Candida
sp, and a variety of minor yeasts, moulds and bacteria. Most of
these organisms are capable of causing mycosis and are
therefore agents which may enter the respiratory tract as
infectors or allergens.2,4 In addition, fungal spores deposit in all
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