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Figure 1 (A) Chest X- ray at the time of admission 
showing extensive consolidation in the right haemithorax 
and patchy opacities in the left haemithorax; (B) chest 
X- ray at the time of discharge showing significant 
resolution.

Patient’s perspective

My father was actively working in farms before he 
got sick. We were very scared as we were informed 
that his lung conditions are very bad and there is 
an infection with a rare organism. He remained on 
ventilator for about a month. I am happy that he 
has regained his strength and is now able to do his 
daily activities by himself.

DesCriPTion
A 72- year- old farmer from South India presented to 
our emergency room with chief complaints of fever 
for 25 days, cough with expectoration for 10 days 
and respiratory distress for 2 days. He was appar-
ently asymptomatic 25 days back when he devel-
oped intermittent high- grade fever with evening 
rise of temperature. This was associated with signif-
icant loss of appetite and loss of weight. For these 
complaints, he visited a local practitioner who 
prescribed him some antibiotics for 5 days (details 
not available). There was some relief in fever with 
the antibiotics, but his symptoms recurred after a 
gap of 4 days. Ten days prior to the presentation, 
he started to have insidious- onset progressive cough 
with copious sputum expectoration. He presented 
to our emergency with 2 days of acutely progressive 
dyspnoea. He did not have any history of tubercu-
losis. There was no significant history of contact/
exposure or high- risk behaviour. He was a ‘previous 
smoker’ (50 pack- years) and a recently diagnosed 
diabetic (Glycosylated haemoglobin—7.2%). On 
admission, his breaths sounds were significantly 
reduced in the right upper, middle and lower 
zones. Routine haematological and biochemical 
parameters were normal expect for leucocytosis 
(total leucocyte count—14.2×109/L, differen-
tial count—neutrophil—94%, lymphocyte—2%, 
monocyte—2%, eosinophil—1%, basophil—1%). 
He was intubated in view of severe hypoxaemia 
(partial pressure of oxygen on room air—41 mm 
of mercury, periphery capillary oxygen satura-
tion on room air—80%). His chest X- ray showed 
diffuse heterogeneous opacities in right upper zone 
and bilateral middle and lower zones (figure 1A). 
The patient was empirically initiated on pipera-
cillin–tazobactam and azithromycin according to 
the hospital antibiotic policy. Antibodies against 
HIV 1 and 2 were negative. GeneXpert for Myco-
bacterium tuberculosis complex (MTBC) from 
endotracheal aspirate was negative. Gram stain of 
the endotracheal aspirate showed gram positive 
filamentous branching bacilli, which was acid fast 
on Kinyoun’s staining. The empiric antibiotics were 
modified to imipenem and cotrimoxazole with a 
suspicion of nocardiosis. The aerobic culture of 
endotracheal aspirate on blood agar was found to 
be positive for Nocardia spp. The identification 
could only be done up to genus level by matrix- 
assisted laser desorption ionisation time of flight 
mass spectrometry. MRI of the brain was done to 
look for cerebral nocardiosis which was normal. 
The patient was started on imipenem and linezolid 
based on the preliminary results of susceptibility 
testing (disc diffusion). The patient’s general condi-
tion gradually improved. Imipenem was stopped 
after the patient was weaned- off ventilator (day 25 

of admission). He was continued on oral linezolid 
and oral minocycline was added considering the 
extensive pulmonary involvement. A repeat X- ray 
was done at the time of discharge, which showed 
significant radiological resolution (figure 1B). The 
patient was discharged after he had received a total 
of 41 days of appropriate antibiotics for nocardi-
osis. He was planned to receive 6 months of oral 
minocycline and linezolid.

Nocardiosis is usually seen in elderly individuals 
or immunosuppressed patients (transplantation, 
glucocorticoid therapy, HIV, diabetes mellitus). In 
a series of 40 patients with nocardiosis, diabetes 
(32.5%) was found to be the most common risk 
factor.1 Lung involvement is the most common 
manifestation of nocardiosis. Patients with pulmo-
nary nocardiosis usually present with acute, 
subacute or chronic onset of cough and haemop-
tysis with constitutional symptoms.2 On the X- ray, 
air space disease is the most common radiological 
abnormality with an upper lobe predilection. Other 
common radiological abnormalities are nodules, 
mass, cavities or effusion. The radiological abnor-
malities may range from mild to extensive. Exten-
sive air space opacification similar to our case has 
been described in other cases series as well.3 The 
differentials of nocardiosis include tuberculosis, 
fungal infections and malignancy.2 Like MTBC, it 
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Learning points

 ► Nocardiosis should be suspected in elderly patients or 
patients with diabetes who present with chronic respiratory 
symptoms not responding to antibiotics.

 ► It is a close differential of tuberculosis in terms of clinical 
presentation (chronic productive cough with constitutional 
symptoms and upper lobe involvement) and microbiological 
characteristics (acid fastness).
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is acid fast (using modified acid- fast staining) but may not grow 
after the decontamination procedures used for MTBC diag-
nostics is employed. Also, growth of Nocardia spp on culture 
may require prolonged incubation up to 3 weeks. Therefore, 
laboratory should be communicated about the suspicion of 
nocardiosis.4 Patients with severe pulmonary nocardiosis are 
usually treated initially with a two- drug combination intrave-
nous therapy containing imipenem, cotrimoxazole, linezolid 
or amikacin depending on the susceptibility. The combination 

intravenous therapy is usually switched to oral therapy after 3–6 
weeks. Oral therapy may be continued for 6–12 months.5
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