LETTER TO THE EDITOR

Vascular nosocomial Nocardia farcinica
infection after arterial stenting in an immuno-
competent patient

To the Editor:

Disseminated nocardiosis due to Nocardia farcinica has mostly
been reported in immunocompromised patients with underlying
malignancies, HIV infection, solid-organ transplants or in those
receiving long-term corticosteroid therapy (1). We present a sec-
ond case of disseminated nosocomial nocardiosis following iliac
artery stent infection occurring in an immunocompetent patient.

A previously healthy 57-year-old man presented with a two-
week history of generalized weakness, fever, petechial rash from
the right knee down, and right knee and ankle joint pain.
Empirical antibiotic therapy was initiated with intravenous (IV)
vancomycin (2 g daily) and rifampin (1200 mg daily), without
effect. One month before symptom appearance, he had undergone
an angioplasty with stenting for a symptomatic right iliac stenosis.
Multiple blood cultures, knee synovial fluid cultures and cultures
of petechial lesion skin biopsies were all negative for pyogenic
organisms, mycobacteria and fungi. There was no history, clinical
examination or standard laboratory findings suggestive of an
immunocompromised state; HIV testing was negative. At admis-
sion, the laboratory findings included a white blood cell count of
10.5x10%/L and an elevated C-reactive protein level of 95 mg/L.
Antibiotic therapy was discontinued to perform new investiga-
tions. At the same time, the patient underwent a second angio-
plasty for a new stenosis of the right iliac artery.

One week later, the patient’s clinical state deteriorated.
Physical examination revealed a painful, tender, palpable, right
ilioinguinal mass. A computed tomography (CT) scan revealed a
fissured pseudoaneurysm formation (6.2 cm X 4 cm in diameter)
around the stent (Figure 1). The dilated iliac stented segment was
immediately excised and the patient underwent femoral bypass
grafting. Abdominal and lower body CT scans showed multiple
abscesses of the right lower limb, right knee arthritis, quadricipital
myofasciitis and right femoral osteolytic lesions.

Right knee synovial fluid culture yielded Gram-positive
branching rods, and the patient was treated simultaneously with
IV imipenem (1 g every 8 h) and IV amikacin (1250 mg daily),
but he remained septic with fever (39°C), and had a white blood
cell count of 28x10%/L and a further elevated C-reactive protein
level. 16S ribosomal sequencing (reverse transcription, real-time
polymerase chain reaction using SYBR green fluorescent dye) of
the patient’s synovial fluid was performed, and N farcinica was
identified four days later. This bacteria was also isolated in large
amounts in excised pseudoaneurysm and stent cultures. One week
later, the isolate was found to be resistant in vitro to ticarcillin,
cephalosporins, imipenem, trimethoprim-sulfamethoxazole
(TMP-SMZ), vancomycin, rifampin, erythromycin and gentami-
cin; moderately susceptible to amoxicillin and ciprofloxacin; and
susceptible to amikacin, minocycline and linezolid by the
National Reference Laboratory (Institut Pasteur, France) stan-
dards. We initiated IV amoxicillin (12 g daily), ciprofloxacin
(1200 mg daily) and tigecycline (100 mg daily) in combination
with TMP-SMZ (TMP 240 mg and SMZ 1200 mg daily). The
patient improved clinically while on this treatment. Following
six months of this regimen, a repeat CT scan showed an improve-
ment, which allowed a switch to oral TMP-SMX (TMP 240 mg
and SMZ 1200 mg daily), ciprofloxacin (1500 mg daily) and
linezolid for a total of 12 months. No evidence of recurrent infec-
tion was noted in the two years following the discontinuation of
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Figure 1) Computed tomography scan showing a fissural pseudoaneurysm
formation around the stent (arrow)

antibiotic therapy. Femoral bypass grafting is scheduled in the
near future.

Nocardia species are ubiquitous, soilborne, aerobic Actinomyces.
The main route of acquisition is usually through direct inhalation
of contaminated particles from soil or water, or by direct inocula-
tion through the skin (1). Nosocomial outbreaks of nocardiosis
have been reported most frequently for immunocompromised
patients in heart or liver transplantation units (2), with possible
transmission via health care workers. Our observation suggests
nosocomial intra- or perioperative contamination of the initial
stent.

Saubolle and Sussland (1) estimated that less than 10% of
patients with disseminated nocardiosis have no identified under-
lying predisposing factors (1). Ours is the second reported case of
N farcinica infection of a vascular prosthesis in an immunocompe-
tent patient (3). Compared with other Nocardia asteroides com-
plex organisms, N farcinica infections manifest themselves not
only as pulmonary or systemic disease, but also as severe postop-
erative wound infections due to their virulence, affinity to medi-
cal material and resistance to antibiotics (4).

The described case was also rather atypical in implemented
therapy. Combination therapy with a sulpha-containing agent or
imipenem in combination with amikacin has been recommended
for disseminated nocardiosis (3). However, our strain was subse-
quently found to be resistant to both antibiotics, by which time
the patient was severely ill with severe sepsis and osteoarticular
abscesses, leading us to consider linezolid and tigecycline therapy
as alternatives. We decided to continue TMP-SMZ because of
reports (4,5) of the clinical success of TMP-SMZ therapy despite
its in vitro resistance. Treatment options were further compli-
cated because the infection occurred on a vascular prosthesis. The
necessary duration of nocardiosis therapy is uncertain, but it has
often been reported to have continued for many months after
clinical cure because of high relapse rates (1).

The number of patients suffering from nocardiosis is con-
stantly rising worldwide. Our case highlights the fact that
Nocardia infection can occur in an immunocompetent patient,
particularly in case of persisting surgical site infection that fail to
respond to conventional antimicrobial therapy. Molecular meth-
ods could improve diagnosis and the chances of survival.
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