
 

 

 
 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Abstract:  

 

Nocardiosis is an opportunistic infection, a possible cause of pulmonary & systemic infection in immunocompromised 

patients. We report on a case of concomitant Nocardiosis & Candidiasis, in recently diagnosed 50 year old woman with 

auto immune haemolytic anaemia with bilateral extensive pneumonia with septicaemia. The patient was on low dose 

corticosteroid as a short course therapy which has predisposed for nocardiosis and candidiasis. Patient was treated with 

Amikacin, Imipenem, Linezolid and Ceftriaxone. 
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Introduction 

 Nocardiae are ubiquitous in environment. It 

can be found worldwide as saprophytic component in 

fresh & salt water, soil, dust, decaying vegetation & 

decaying faecal deposits from animals [1]. 

Pulmonary nocardiosis (PN) is an infrequent but 

severe infection that commonly presents as a sub 

acute or chronic suppurative disease, mimicking a 

lung carcinoma or abscess. Nocardia spp, are aerobic 

Gram positive bacteria of the order Actinomycetales. 

In humans, N.asteriodes complex is the predominant 

pathogen, but there are several other species 

including N.brasiliensis and N.otitidiscaviarum [2]. 

Nocardia is a possible cause of pulmonary and 

systemic infection in Immuno-compromised patients; 

in addition, it has also been isolated in Immuno 

competent patients [3]. Predisposing conditions are; 

chronic obstructive pulmonary disease, 

transplantation, human immuno deficiency virus 

(HIV) infection, alcoholism and taking steroids [4]. 
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Although a high dose of steroids has been considered 

to be a risk factor for opportunistic infections, a low 

maintenance dose of these agents in physiologic 

dosage usually may not act as a predisposing factor. 

We report a case of Concomitant pulmonary 

Nocardiosis and Candidiasis in a middle aged woman 

diagnosed as Autoimmune haemolytic anaemic with 

bilateral extensive pneumonia with septicaemia, who 

was taking low dosage of short term corticosteroids. 

 

Case History 

 A 50year old woman living in a rural area 

was admitted to the hospital with history of cough, 

dyspnoea, fever and productive sputum for 1 month. 

She also complained of pleuritic chest pain on both 

sides. She was known case of Autoimmune 

haemolytic anaemia & was taking prednisone and a 

known Diabetic and was on oral hypoglycemic. She 

had no history of Tuberculosis or hypertension. She 

had unremarkable social & family history. At 

admission, she appeared severely ill and she was in 

respiratory distress.  

- Pulse rate  98beats/min, 

- Respiratory rate 30/min, 

- Temperature 102
0
F, 

- Blood pressure was 110/80mmHg.  

Her O2 saturation was 89.2% while breathing 

ambient air. On respiratory examination she had 

diminished breath sounds and extensive crepitations 

in both lungs. She also had pallor & oral thrush. 

There was no icterus, cyanosis, clubbing, odema and 

lymphadenopathy. Cardiovascular & Neurological 

examinations were unremarkable. 

Laboratory investigations revealed leukocytosis, 

TLC - 14,400 cell/mm
3
 (N-74%, L-7%), anaemia 

(Hb – 7.38gm/dl), elevated ESR – 140mm/hr and 

Random blood sugar – 180mg/dl, PCT >5 ng/ml. 

Renal & Liver function test were normal except for 

Alkaline phosphatase which was raised. Chest x-ray 

showed patchy consolidation in both lungs. 

She was started on Inj.Linezolid (600mg bid), 

Inj.Amikacin (500mg-IV bid), Inj.Imipenem (500mg 

tid), bronchodilator (salbutamol Nebulaization), 

ceftriaxone 1gm (8hrly) & hydrocortisone (50mg 

q3h). 

 Further microbiology investigations were 

done. Gram stain of the sputum revealed numerous 

polymorphonuclear leucocytes, Gram positive 

branching filaments and Gram positive budding 

yeasts with Gram positive cocci in clusters. Modified 

ZN staining showed branching Acid fast bacilli (Fig 

1). ZN staining did not show acid fast bacilli. Sputum 

was put up for culture & sensitivity on blood agar 

and chocolate agar, after 72hours of incubation at 

37
0
C, dry, irregular, adherent, chalky white colonies 

with musty odour were seen. The isolate was 

identified as Nocardia spp based of colony 

morphology, positive urease & catalase test, Nitrate 

reduction, positive Gram stain & positive modified 

ZN stain. For further identification isolate was sent to 

PGI, Chandigarh. Growth on LJ media showed 

yellow pigmented colonies (Fig 2). Blood agar & 

Chocolate agar also revealed tiny white dry colony 

(Fig 3) – which was identified as Candida albicans 

(Germ tube – positive). Repeat culture of the sputum 

yielded growth of Nocardia and Candida. 

Autoimmune workup revealed, Immunoflourescence 

of Antinuclear Antibody & double stranded DNA 

was positive. Of note our patient was HIV negative 

& the Blood culture was sterile.  

 Our patient suffered from Concomitant 

pulmonary Nocardiasis & Candidasis following a 

short course of low dose corticocteriods due to 

underlying Autoimmune Haemolytic anemia. 

 Patient was treated with Imipenem, 

Amikacin, Linezoid, Bronchodilator (Nebulizer) 

ceftriaxone & antacids. After 1 month of treatment 

she improved clinically and was discharged. No 

antifungal treatment was given. 

 

Discussion 

 Majority of patients with Pulmonary 

Nocardiosis have identifiable risk factors mainly 

corticosteroid therapy and other immunosuppressant 

therapy or some evidence of immunosuppression [5].      

More than 60% of all reported cases of Nocardiosis 

are associated with pre-existing Immune compromise 

ranging from alcoholism & diabetes to organ 

transplantation and AIDS [6]. There has been case 

reports of Nocardia infection in patients with 

autoimmune haemolytic anaemia or ITP treated with 

short courses of oral steroids [7,8].  

 Disseminated disease, which is most 

common in immunocompromised patients, can result 

in bronchopneumonia, lobar pneumonia, necrotising 

pneumonia, persistent  meningitis, cerebral 

abscesses, peritonitis, intra abdominal abscesses, 

sinusitis, endocarditis, aortitis, mediastinitis, 

pyelonephritic abscess [7].  

 Our patient suffered from pulmonary 

nocardiosis, the underlying cause being Autoimmune 

haemolytic anaemia on low dose of steroids. She was 

also a diabetic, thus had all the risk factors to develop 

pulmonary nocardiosis. 
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 Our patient responded well to Imipenem, 

Amikacin, Linezolid, Ceftriaxone and oral 

hypoglycemic (Metformin & glimepiride). Although 

C.albicans was isolated twice from sputum sample, 

she was not given any antifungal agents as physician 

did not consider it as a pathogen.  

After 1 month of treatment she was discharged 

 

Conclusion 

 In Immunosuppressed patient a high clinical 

suspicion index for Nocardia infection is necessary 

because a delay in diagnosis could lead to severe 

complications and worsen the prognosis. 

 

Figure legends: 

Figure 1: Modified ZN staining showed branching 

Acid fast bacilli 

  
Figure 2: LJ media- yellow pigmented colonies 

 

 
 

 

 

Figure 3: Blood agar- chalky white dry colonies 
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