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LETTERS TO EDITOR 

Mycetoma due to Nocardia 
farcinica

DOI: 10.4103/0974-777X.62868 

Sir,
Mycetoma is a tropical superficial chronic progressive 
granulomatous fungal infection of  the skin and 
subcutaneous tissue with sporadic occurrence in India.[1]

A 60-year-old female presented an infection due to Nocardia 
farcinica and demonstrated successful intervention with 
surgical exploration and prolonged combined chemotherapy. 
She was brought with a history of  multiple discharging 
sinuses over the right foot and swelling of  the same foot 
since two months after a thorn prick. Physical examination 
showed chronic skin changes on the leg, with swelling 
and yellow fluid-draining sinuses. She was admitted in the 
surgery in-patients, and under strict aseptic conditions, pus 
and two swabs were collected from the discharging sinuses. 

Gram’s staining of  granules revealed Gram positive 

filamentous bacilli with branching and segmented 
fragmentation. Modified Ziehl-Neelsen’s staining of  
granules using 1% sulphuric acid revealed acid fast 
filamentous bacilli. [Figures 1 and 2] Small, soft, irregular 
white granules were collected from the pus. Sterile plate 
showing granules as white particle against the dark 
background [Figure 3] on saline wet mount revealed 
multilobulated granules with sun ray appearance. [Figure 3] 
The granules were inoculated on blood agar, Lowenstein-
Jensen medium and Sabouraud’s dextrous agar slants (with 
or without chloramphenicol) and incubated at 25°C and 
37°C and observed daily for growth. Small, white, wrinkled, 
heaped colonies appeared after 72 hours of  incubation on 
Lowenstein-Jensen medium [Figure 4] and Sabourauds 
dextrose agar, where as blood agar got contaminated. Light 
pink pigmentation appeared after 10 days of  incubation. 
The isolate was identified as N. farcinica by its characteristic 
growth, Gram reaction, acid fastness on modified Ziehl-
Neelsen staining using 1% sulphuric acid, positive urease 
test, positive nitrate reduction test and negative degration 
of  casein (skim milk medium) and positive growth at 45°C 
for 3 days.[2] The isolate was sensitive to streptomycin, co-
trimoxazole, rifampicin. Histopathological examination 

Figure 1: ZN staining of granules Figure 2: ZN staining of swab showing branching of Nocardia spp

Figure 3: Sterile plate showing granules of Nocardia spp as white 
particle against the dark background

Figure 4: LJ medium showing growth of Nocardia spp
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of  the tissue biopsy revealed amorphous aggregates of  
eosinophilic granules of  large clusters of  microorganisms 
resembling fungal hyphae and bacteria, in a background of  
chronic suppurative inflammation of  mixed inflammatory 
infiltrate cells and stained positively by PAS and Gomori’s 
methenamine silver stain.

Conservative exploration was carried out on the patient 
after proper written informed consent. She was initially 
treated with co-trimoxazole and streptomycin and later 
with dapsone, rifampicin and streptomycin. The patient 
improved after three months of  chemotherapy, the swelling 
diminished and grain extrusion has ceased. The patient 
has been able to resume ambulation with normal footwear 
and recovered uneventfully. In our study, we reported a 
case of  mycetoma due to N. farcinica. The actinomycotic 
mycetoma varies species wise from country to country 
and place to place. Nocardia brasiliensis mycetoma is more 
commonly reported from different countries like Africa, 
South America, Mexico, and other parts of  India.[3,4] Maiti 
et al. reported from Calcutta that pricking was the most 
common injury associated with eumycetomas. Lesions 
in exposed area were more common among agricultural 
workers with a remarkably lower incidence of  Nocardia.[5]

The mycetoma of  the leg in this case could have been 
diagnosed early and promptly treated with a high index 
of  suspicion. 
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Eschar- A Forgotten Focus of 
Concern
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Sir,
Scrub typhus is an acute febrile illness usually endemic in 
many parts of  Asia including India, caused by a microbe 
Rickettsia tsutsugamushi (R. orientalis) and transmitted to 
humans by the bite of  larval stage of  infected trombiculid 
mites or chiggers. Though transmission occurs throughout 
the year in tropical areas, in India the peak occurs between 
October and February.[1] At the site of  mite bite, an eschar 
of  5-20 mm in diameter develops. The occurrence varies 
from 46 to 92%, and influenced by the complexion of  the 
patient. In this letter we stress the importance of  eschar in 
diagnosing the scrub typhus fever.

A 42-year-old male farmer was admitted with the history 
of  fever and generalized body ache of  three days duration. 
On examination he was conscious and febrile. His vitals 
were stable. He had icterus, axillary lymphadenopathy 
and a punched out ulcer with blackened scab, the eschar, 
below the right clavicle [Figure 1]. The vicinity of  the 
eschar was surrounded by erythema. His Weil-Felix test 
was positive with OXK 320. Biochemical investigations 
revealed deranged liver and renal function tests. Fever work 
up for malaria, leptospirosis and enteric was negative. His 
blood and urine culture was sterile. He was diagnosed as 
a case of  scrub typhus. He was managed with high flow 
oxygen, doxycycline, azithromycin and supportive care. He 
responded well to treatment.

The eschar begins as a small papule, then enlarges, 
undergoes central necrosis, and eventually acquires a 

Figure 1: An ulcerated lesion with crust
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