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INTRODUCTION Protein=77.8 (increased)

Patients with deficiencies in cell mediated immunity are at high risk of
infection with opportunistic pathogens such as Nocardia'. Tt is
challenging to diagnose and can have multisystem manifestations.
Failure to diagnose and appropriately treat can result in significant
mortality™’. Nocardiosis is known as an opportunistic infection in
immunocompromised hosts, but occasionally it has been reported in
immunocompetent patient’. Nocardia infects the lungs, skin, central
nervous system (CNS) or other organs presenting as localized or
disseminated infections. Pulmonary nocardiosis is the main type of
nocardiosis. Nocardiosis involves the lung in 60-70% of cases’. The
data about worldwide incidence of Nocardia infection is limited and
unclear. In An American study, Annual incidence of nocardiosis in
United State is about 500-1000 cases per year’Patients with the
greatest susceptibility to this include those with solid organ transplant,
hematopoietic stem cell transplant recipients, human
immunodeficiency virus (HIV) infected patients, patients taking
corticosteroids for a long time or patients with ongoing malignant
processes’.

CASE HISTORY

A case of a 45-year-old male patient with complaint of severe
generalised weakness, bilateral pedal edema, weight loss, anorexia for
1 month and cough with excitation- whitish yellow for 10 days. X Ray
and HRCT were suggestive of cavities. Bronchoscopy was done to rule
out malignancy which was negative. BAL was positive for Nocardia
(ZN stain + culture). Patient gradually developed an inability to move
all four limbs, NCV was done on neuro advice — Guillain Barre
Syndrome was diagnosed.

Patient was intubated and mechanically ventilated. Patient developed
septic shock and expired.

PAST HISTORY

K/C/O severe ulcerative colitis since November 2022- (Colonoscopy —
biopsy confirmed)- Injectable steroids, Tab Prednisolone 50 mg and
Mesalazine.

No p/h/o Tuberculosis, Covid, CVA, IHD, Thyroid disease

On examination patient had tachycardia, hypotension and mild
hypoxiaspo2=92% onRA

Investigations
HB-9.1, WBC-11.9,RBC-3.55, Neutrophil - 90, Lymphocyte - 8§
ESR-71, Xray chest- 16/2/23

Patchy air space opacity noted in right upper and mid zone with
internal cavitation, possibility of infective aetiology -lung abscess
HRCT 16/2/23.

Impression - active infective aetiology in form of cavitary lesion with
internal air fluid levels - lung abscess.

BAL Routine Microscopy (RM): ---- blood +, cobweb absent, TC: 250,
polymorph: 40, lymphocyte: 60, RBC many

Modified ZN stain =Nocardia
CSF: RM - total counts - 0
TC=nil

ADA=2.9normal

Sugar=37 (decreased)

MRI Brain Contrast
Impression - well defined altered signal intensity lesion with
perilesional edema in left parasagittal occipital lobe —- brain abscess

Management

Patient diagnosed with Disseminated (CNS + pulmonary) nocardiosis
patient was treated with multiple antibiotic regimen - Trimethoprim +
Sulfamethoxazole given for 10 days , Imipenem, and Amikacin and
VCV mode of mechanical ventilation.

DISCUSSION

Patient presented with severe generalised weakness, anorexia, cough
with expectoration , breathlessness , tachycardia , hypoxia with
cavitary lesion in lung and ring enhancing type lesion on MRI brain
contrast all of which points towards Nocardiosis in this setting.

No Cardiosis Symptoms Include:
Fever
Weight Loss
Night Sweats
Cough
ChestPain
Pneumonia
Headache
Weakness
Confusion
Seizures

IV antibiotics trimethoprim + sulfamethoxazole + imipenem +
amikacin is used as multiple drug therapy for treatment of CNS +
pulmonary nocardiosis

Susceptibility differs among the species’. TMP-SMX is active against
most Nocardia species; however, N. otitidiscaviarum is commonly
resistant to TMP-SMX, and N.nova and N. farcinica are occasionally
resistant. So, it is important to identify of Nocardia species and
determine antimicrobial susceptibility.

N. exalbida was first isolated from two immunocompromised patients
with a cutaneous lesion and lung abscess in 2006 °. Till date, 10 cases of
nocardiosis caused by N. exalbida have been reported.

Various types of localized infections caused by N. farcinica have often
been reported, including catheter-related bloodstream infection',
brain abscess'', bursitis”, mediastinitis”, and soft tissue infections'.
Although Nocardia species can infect immunocompetent hosts"”, they
are generally recognized as important opportunistic pathogens in
immunocompromised hosts'.

CONCLUSION

Nocardiosis infection mainly presents in immunocompromised
patients such as those on immunosuppressants, or immuno-
compromised.

Therefore, constitutional symptoms in immunocompromised
sometimes can be misleading towards a much simpler diagnosis such
as viral fever which has to be kept in mind.
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Fig. 1- Patchy Air Space Opacity Noted In Right Upper And Mid
Zone With Internal Cavitation, Possibility Of Infective Aetiology -
lung Abscess

Fig.2 -MRI Brain Shows Well Defined Altered Signal Intensity
Lesion With Perilesional Edema In Left Parasagittal Occipital
Lobe—- Brain Abscess

Fig.3- HRCT Shows Active Infective Aetiology In Form Of
Cavitary Lesion With Internal Air Fluid Levels - Lung Abscess.
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