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Sir,

Female of 86 years with background of arterial hyper-
tension and chronic thromboembolism secondary to severe
pulmonary hypertension. She went to the Emergency Service
where she was admitted for dyspnoea, coughing without ex-
pectoration, pleuritic-type thoracic pain of one week of evo-
lution. Blood analysis showed a slight elevation of acute phase
reactants, the rest was normal. In the thoracic X-ray (Figure 1),
condensation was observed in the right middle lobe (RML) with
mild uncomplicated pleural effusion. The detection of pneu-
mococcal antigens and of Legionella pneumophila serogroup 1
were negative, with negative sputum culture. She was treated
for ten days with 500 mg/24 h of intravenous (IV) levofloxacin
and 1 g/24 h of IV ceftriaxone, and after clinical improvement,
she was discharged. The patient returned 48 hours later with
clinical and radiological worsening. A diagnostic pleural punc-
ture showed non-purulent hematic exudate with the following
characteristics: pH 7.22, red blood cells 29,000 cells/ul, leuco-
cytes 37,426 cells/uL (87.8% neutrophils), lactate dehydroge-
nase 4329 UL, glucose 68 mg/dL. The pleural liquid was seeded
in chocolate agar, trypticase soy agar with 5% of sheep blood
(TSA), Columbia CNA agar, MacConkey agar, Brucella agar with
Hemin and vitamin K1, as well as in thioglycolate enrichment
broth. The chocolate and TSA agars were incubated in aerobi-
osis at 37°C and 5% of CO,, the CNA and MacConkey agars in
aerobiosis at 37°C, and the Brucella agar in anaerobiosis. The
aerobic and anaerobic cultures were negative after 5-7 days of
incubation; however, in the subculture of the enrichment me-
dium, dry whitish colonies were isolated. The identification of
the species was made through sequencing the 16S gene of the
rRNA, using the 27F primers (5'-AGAGTTTGATCCTGGCTCAG-3')
and 533-R (5'-CTTGAGGCTCTGGTATCTTATTGC-3'), obtaining
a sequence of 439 pairs of bases. The sequence was entered

Correspondence:

Domingo Fernandez Vecilla

Clinical microbiology service. Laredo Regional Hospital. Av. Derechos Humanos, 40, 39770,
Laredo, Cantabria (Spain).

E-mail: domingofvec@gmail.com

in BLAST® and the identification of N. otitidiscaviarum was
obtained with 99.54% homology with the referenced strains,
and the sequence was registered in GenBank of the NCBI®
with accession number "00Q439630". The antibiotic suscep-
tibility was performed through Thermo Scientific Sensititre®
(Thermo Fisher Scientific, Massachusetts, United States) us-
ing the Sensititre® NOCARDIA panel. The strain was sensitive
to co-trimoxazole (MIC= 0.25 mg/L), amikacin (MIC= 1 mg/L)
and linezolid (MIC= 1 mg/L) and resistant to imipenem (MIC=
16 mg/L), amoxicillin-Clavulanic acid (MIC > 32/16 mg/L), and
ceftriaxone (MIC= 64 mg/L).

Treatment was initiated with 240 mg/1200 mg/12 h of IV
trimethoprim-sulfamethoxazole for one week. In the thoracic
CT scan performed for control a right hydropneumothorax was
observed with cavitated condensations in RML (Figure 2), while
a head CT scan ruled out acute intracranial pathology or dis-
seminated infection. An assessment with thoracic surgery was
requested installing a drainage tube. For 25 days 600 mg/24 h
of linezolid IV was initiated and subsequently 200 mg/24 h of
oral tedizolid for 5 months. After the antibiotic and surgical
treatment, the patient presented clinical improvement and
was released with oral antibiotic treatment with subsequent
controls for one year. During this monitoring, there was no
resistance to the antibiotic treatment, or secondary effects,
achieving a good clinical (clinical improvement, with no recur-
rence of infection on subsequent chest X-ray and blood tests)
and microbiological response.

Nocardia spp. have worldwide distribution and are found
in soil, water and plants. By being found suspended in dust
particles, its inhalation is frequent, being one of the most fre-
quent transmission channels. It can also be ingested through
contaminated food or it can cause infection after cutaneous
inoculation [1]. The majority of the infections caused by bac-
teria of the Nocardia genus occur in immunosupressed pa-
tients, which include immunosupressive treatment, solid organ
transplant, HIV infection or tumours, among others [2]. In our
environment, the most frequently isolated species of Nocardia
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Figure 1

A: Partially cavitated consolidation-mass in middle lobe (ML) and slight bilateral pleural effusion with

right predominance. Cardiac silhouette increased in size in probable relation with cardiomegaly and
bilateral hilar prominence, probably vascular. B: Decreased size of the partially cavitated consolidation
mass in ML. Appearance of moderate right hydropneumothorax with contralateral deviation of the
mediastinum. Rest without changes. C: Placement of pleural drainage tube in right hemithorax. The
mass-consolidation in ML persists stable. Rest without changes. D: After resolution of the episode,
three years later, without pulmonary consolidations or pleural effusion.

Figure 2 ‘

Thoracic CT with intravenous iodinated contrast in axial cuts. A) soft-tissue
window: Cavitated pulmonary mass consolidation in ML. B) lung window:

moderate right hydropneumothorax (liquid component in posterior
segment of the thorax and air component in anterior segment of the
thorax, forming a hydro-aerial level) with mediastinal deviation to the left.

are Nocardia cyriacigeorgica, Nocardia abscessus and Nocar-
dia farcinica [3] while the isolation of strains of N. otitidis-
caviarum is infrequent. The multi-centre study by Ercibengoa
M et al., microbiological data were collected from 55 cases of
pneumonia [4] caused by different species of Nocardia, and N.
otitidiscaviarum was isolated on only four occasions.

N. otitidiscaviarum has been reported previously as cause
of severe pneumonia [5,6] empyema thoracis [7], brain abscess
[8], skin infection [9] or disseminated infection [10] even in
immunocompetent patients [11]. In some cases, the differ-
ential diagnosis of pulmonary nocardiosis is considered with
pulmonary metastatic diseases or even tuberculosis, particu-
larly if the affected pulmonary lobes are the upper ones and
slightly acid-resistant filaments are observed in our respiratory

samples. The presumptive diagnosis is made by means of direct
vision of gram-positive branched-chain filamentous bacilli.
The diagnostic yield of the cultures is increased by maintaining
them approximately four weeks, since it deals with slow-grow-
ing bacteria. When invasive diagnostic methods are used, the
cultures are positive in even up to 85-90% of the cases. Cur-
rently, the identification of the species has been simplified
thanks to the introduction of the MALDI-TOF mass spectrome-
ter [6], although in some cases molecular methods such as the
sequencing of the 16S gene of the rRNA hsp65, gyrA or rpoB,
among others, may be necessary.

The initial regimens suggested for pleuropulmonary nocar-
diosis generally include the combination of trimethoprim-sul-
famethoxazole (15 mg/kg/day) plus imipenem (500 mg IV every
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6 hours), with the option of adding amikacin (7.5 mg/kg IV
every 12 hours) in serious infections. Linezolid or tedizolid have
been also used in the treatment of infections caused by Nocar-
dia spp., even in a long-term antibiotic regimens [12,13]. After
3 to 4 weeks of intravenous therapy and documented clinical
improvement, the patients can change to oral monotherapy
[14]. The duration of the treatment with antibiotics is general-
ly long (6-12 months). However, it is necessary to identify the
species of Nocardia due to the intrinsic resistance of each spe-
cies. In addition, the susceptibility of each strain must be ana-
lysed, due to the fact that some of the antibiotics considered as
the first option such as Trimethoprim-sulfamethoxazole have
been found resistant in some reports of infections produced by
N. otitidiscaviarum [5,9].
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