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Introduction
In	the	field	of	hand	surgery,	phlegmon	is	a	common	emergency.	
Microbiological	 sampling	 during	 surgical	 treatment	 is	
recommended	with	staphylococcus	and	streptococcus	commonly	
identified	 [1].	 In	 most	 cases,	 broad-spectrum	 intravenous	
antibiotic	 therapy	 is	 required	 in	 the	postoperative	phase	 [2,3].	
However,	some	pathogens	require	specific	antibiotic	treatment.	
We	report	here	a	rare	case	of	Nocardia brasiliensis	 infection	of	
the	hand	in	an	immunocompetent	elderly	patient.

Case Study
A	 72-year-old	 French	 woman	 presented	 to	 the	 emergency	
department	with	an	 infection	of	 the	 left	 index	finger.	Her	past	
medical	history	was	significant	for	bipolar	disorder	for	which	she	
is	on	valproate,	oxazepam	and	zopiclone.	She	had	previously	been	
seen	 two	days	 ago	by	her	 general	 practitioner	who	prescribed	
amoxicillin+clavulanic	 acid.	 Clinical	 examination	 revealed	 a	
pulpar	phlegmon	on	the	left	index	(Figure 1)	with	pain	along	the	
flexor	 sheath,	 ascending	 lymphangitis	 and	 an	 adenophlegmon	
in	the	antecubital	fossa	(Figure 2).	Standard	hand	X-rays	did	not	
reveal	any	osteitis	or	foreign	body.	On	further	questioning,	the	
patient	denied	preceding	trauma	and	infections.	She	lived	alone,	
did	not	do	any	gardening	and	had	not	travelled	within	the	past	
year.

The	 patient	 was	 then	 transferred	 to	 the	 operating	 room	 for	
definitive	 surgical	 treatment	 under	 loco-regional	 anesthesia:	
necrotic	 tissue	 of	 the	 pulpar	 phlegmon	was	 excised	 (Figure 3) 
and	a	counter	incision	was	performed	for	anterograde	cleansing	
and	 drainage	 of	 the	 flexor	 sheath,	 and	 synovectomy	 of	 the	
adenophlegmon.	Frank	pus	was	found	and	samples	were	taken	

for	 microbiology.	 Due	 to	 regional	 extension	 of	 the	 infection,	
empiric	 antibiotic	 coverage	 with	 IV	 amoxicillin+clavulanic	 acid	
was	 initiated.	 Cultures	 were	 positive	 for	 N. brasiliensis (Table 
1)	and	a	 three-month	course	of	PO	cotrimoxazole	was	started.	
In	 view	 of	 the	 bacterial	 isolate,	 further	 workup	 with	 staging	
scans	 were	 done	 (CT	 chest/abdomen/pelvis,	 CXR)	 as	 well	 as	
immunologic	 assessment	 (HIV	 serology,	 fasting	 blood	 sugar,	
protein	electrophoresis);	all	 test	 results	 returned	negative.	The	
patient’s	 recovery	 was	 otherwise	 unremarkable	 and	 no	 septic	
recurrence	was	observed	after	completing	antibiotic	treatment.

N. brasiliensis	 has	 been	 found	 in	 the	 soil	 in	many	 tropical	 and	
subtropical areas	 but	 rarely	 in	 temperate	 regions.	 Diagnosis	 is	

Received: December	12,	2016; Accepted: January	11,	2017;	Published: January	20,	
2017

Abstract
Nocardia Brasiliensis	 infections	 involving	 the	 hand	 are	 uncommon.	 Optimal	
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and	the	lack	of	timely	may	compromise	on	functional	outcomes.
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Figure 1 Pulpar	 phlegmon	 on	 the	 volar	 aspect	 of	 the	 left	
index	finger.										

Figure 2 Adenophlegmon	of	the	left	arm.

Figure 3 Post-debridement.

R:	Ampicillin S:	Gentamycin
S:	Amoxycilin S:	Tobramycin
S:	Amoxycilin+Clavulanic	acid S:	Amikacin
S:	Ticarcillin+Clavulanic	acid S:	Minocycline
S:	Piperacillin+Tazobactum R:	Doxycycline
R:	Imipenem S:	Tigecycline
R:	Meropenem R:	Erythromycin
R:	Ertapenem S:	Linezolid
R:	Doripenem R:	Vancomycin
S:	Cefuroxime R:	Trimethoprim
S:	Cefotaxime S:	Trimethoprim+sulfamethoxazole
S:	Ceftriaxone R:	Ciprofloxacine
S:	Cefepime S:	Levoflaxacin
R:	Pristinamycin R:	Rifampicin

Table 1:	Antibiogram.

challenging	because	the	clinical	picture	is	non-specific	[4,5]	and	
presents	 in	 various	 forms:	 Primary	 cutaneous	 (superficial	 skin	
infection),	 subcutaneous	 abscess	 [6],	 pyoderma	 [6],	 ulceration	
[6],	 cellulitis	 [6],	 lymphangitis,	 mycetoma	 (chronic	 form)	 and	
even	necrotizing	cutaneous	tissue	[7].	Nevertheless,	some	clinical	
signs	 are	 highly	 suggestive	 such	 as	 nodular	 lymphangitis	 [8,9].	
Typically,	 traumatic	 inoculation	 of	N. brasiliensis	 into	 the	 skin	
develops	into	an	infection	in	immunocompetent	hosts,	resulting	
in	 acute	 inflammatory	 responses	 as	 depicted	 in	 our	 case.	 The	
optimal	treatment	strategy	for	cutaneous	N. brasiliensis	infection	
is	a	combination	of	surgical	excision	and	pus	drainage	together	
with	cotrimoxazole	antibiotic	therapy.	The	duration	of	antibiotic	
treatment	is	not	well-defined,	but	current	evidence	suggests	that	
it	must	be	sufficient	to	allow	complete	eradication	especially	in	
immunocompetent	patients	[4,10-12].	

In	 cases	 with	 hand	 involvement,	 should	 clinical	 improvement	
not	be	 achieved	 following	 surgery	 and	empirical	 IV	 antibiotics,	
further	 surgery	 and	 early	 initiation	 of	 cotrimoxazole	 may	 be	
required	prior	to	identification	of	the	pathogen.	Indeed,	clinical	
recognition	of	the	possibility	of	N. brasiliensis infections	by	hand	
surgeons	is	essential	to	prevent	delay	in	appropriate	treatment	

ANTIBIOGRAM: Nocardia brasiliensis
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and	the	attendant	sequelae	including	permanent	hand	stiffness.	
According	 to	 the	 literature,	 typical	 penicillin-based,	 broad-
spectrum	antibiotics	 are	 inappropriate	 for	 the	 treatment	of	N. 
brasiliensis	infections	in	most	cases	[10]. 

Conclusion
Acute	 N. brasiliensis	 phlegmon	 is	 uncommon	 but	 has	 to	 be	
suspected	 in	 cases	 associated	 with	 adenophlegmon	 in	 the	

ipsilateral	limb.	Cotrimoxazole	antibiotic	therapy	has	to	be	of	at	
least	 6	weeks’	 duration	 [13,14]	 to	 allow	 sufficient	 eradication.	
Additional	work-up	during	the	time	of	presentation	should	also	
be	performed	to	evaluate	for	possible	underlying	etiologies	that	
may	contribute	towards	an	immunocompromised	state.	
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