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INTRODUCTION 

Melioidosis is a bacterial infection caused by 

Burkholderia pseudomallei.1 It is present in soil and water 

in the endemic areas, and infection is acquired through 

skin inoculation or contamination of wounds, ingestion 

and inhalation. Humans and animals (dogs, sheep, cow 

etc) are affected by melioidosis.1 The highest risk for 

melioidosis exists in person who work in contact with soil 

and contaminated water. 

Chronic diseases like diabetes mellitus, kidney disease, 

etc are other risk factors for melioidosis.2 Cases may 

increase after heavy rain, and other severe weather events 

because the bacteria rise to the surface of the soil. Case 

fatality rate is 10% to 50%.3 It is endemic in South East 

Asia and Northern Australia and is also known as 

Whitmore’s disease. The incubation period of the disease 

ranges from one day to many years. Melioidosis is often 

misdiagnosed because of its wide range of symptoms 

which often mimic those of other tropical diseases. 

Melioidosis can have 2 major presentations; acute 

infection and chronic infections (symptoms lasting >2 

months).1 

Melioidosis can present as septicaemia, localized 

infection with/without abscesses and ulcers, 

asymptomatic infections, pneumonia, visceral abscesses, 

neurologic infection, and musculoskeletal infections.2 

Treatment of Melioidosis is prolonged, and include 2 

phases. Intensive treatment with intravenous 

antimicrobial therapy for 10-14 days and eradication 

phase with oral antibiotics for 3-6 months.2 Early case 

detection and management, including eradication therapy 
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will prevent further complication due to disease¹.Recent 

increase in cases in the region, led to this study in 

understanding the disease profile. 

CASE SERIES 

Case 1 

A 17-year-old male student with known history of type 1 

diabetes mellitus and hypothyroidism from a rural area 

who had a habit of swimming in pond developed fever for 

four days and was admitted at a private hospital. After 

that patient had swelling over left side of neck and 

recurrent fever so he consulted at tertiary care center after 

2 weeks and diagnosed as right cervical lymph node 

abscess. 

It was investigated for tuberculosis but CBNAAT was 

negative, but pus culture was positive for Burkholderia 

psuedomallei. He had abdominal discomfort, his USG 

report shown hepatic and splenic abscess. He was treated 

with ceftazidime. Since his fever didn’t subside, he got 

discharged at request and shifted to Private hospital.  

Case 2 

A 63-year-old male who was a fisherman as well as do 

watchman work resides in rural area with lot of 

contaminated water-logged area with comorbidities of T2 

DM developed fever and consulted at hospital on the 

same day. Next day he had pain on left side of neck and 

consulted the same hospital and given medications.  

Symptoms not subsided so, again consulted at same 

hospital and referred after 1 week to tertiary care center. 

CT shows sequala of old Koch’s infection, FNAC showed 

suppurative cervical lymphadenitis, but CBNAAT was 

negative, so he was started on Anti Tuberculosis 

Treatment as a clinically diagnosed EPTB and 

discharged. After 1 week patient again admitted at same 

tertiary care center with history of swelling in left side of 

neck, it was a neck abscess. The pus was drained and 

culture from cervical lymph node was found positive for 

B. psuedomallei and treated as per guideline. 

Case 3 

A 65-year male a manual labor from rural area developed 

fever, knee pain and swelling since, 28 days and 

diagnosed as septic arthritis. He had a similar history last 

month and was diagnosed with melioidosis and 

underwent arthrotomy and finally got admitted in tertiary 

care center. He had history of underwent 2 arthrotomies.  

He also gave history of leptospirosis infection in previous 

month. He was a known case of diabetes and he was 

anemic on investigation. The pus and synovial fluid from 

the knee joint were sent for culture and found heavy 

growth of B. pseudomallei. Source of infection might be 

soil 

Case 4 

A 68-year-old male a known case of HTN and DM 

developed fever and abdomen pain for 1 week, then 

consulted private hospital. His USG report shows splenic 

abscess. After 20 days of initial symptoms and treatment 

his blood sample was sent for culture at tertiary care 

centre and it became positive for Burkholderia 

.pseudomallei. He had history of soil exposure while 

working in his agriculture field area. 

Case 5 

A 54-year-old male manual labourer (clean septic tank) 

and an alcoholic presented with c/o pain and swelling 

over left knee for 3 months and h/o fever on and off type 

with evening rise of temperature. He had multiple 

comorbidities including coronary artery diseases, 

diabetes, hyperthyroidism and history of prostate surgery. 

He also had anaemia. Patient underwent arthrotomy and 

the drained Synovial fluid and pus culture and sensitvity 

shows presence Burkholderia pseudomallei. Patient 

expired due to septicaemia.  

Case 6 

A 55-year-old female known case of HTN and T2DM not 

on regular treatment with past h/o underwent surgery for 

Fracture Left lower limb presented with acute onset of 

breathlessness and had ICU care for 4 days in a private 

hospital and got discharged. Then after 2 days, patient 

developed fever with chills and rigors and severe cough 

and was re-hospitalized for 2 weeks .Patient noticed 

blood-stained sputum of 5 episodes and was admitted in 

another private hospital for further evaluation. They got 

discharge at request from there and got admitted in 

tertiary care centre as provisional diagnosis multi-lobar 

Pneumonia, from here tested for tuberculosis but 

CBNAAT was negative. Her sputum culture and 

sensitivity tested positive for Burkholderia pseudomallei 

and treated as per guideline. 

Case 7 

A 49-year-old diabetic patient from a village was 

admitted and evaluated for cough and fever of 1 week 

duration which was not subsided by antibiotic treatment 

from private hospital. HRCT gave report shows right 

upper lobe cavitary pneumonia. Patient was a treated case 

of EPTB 3 years back. She had exposure to soil and water 

while doing her daily chores. She was initially suspected 

as pulmonary tuberculosis, but CBNAAT was negative. 

Her sputum culture and sensitivity yielded heavy growth 

of Burkholderia psuedomallei. 

Case 8 

A 63-year-old female known case of rheumatic arthritis, 

Interstitial lung disease, chronic kidney disease on regular 

medication with multiple admission for breathlessness 
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(last admitted 3 months back) presented with cough and 

breathlessness since last 3 weeks H/o multiple admission 

for breathlessness. She came to tertiary centre for 

breathlessness, her sputum was sent for tuberculosis 

CBNAAT, it was negative and the culture yielded 

predominant growth of b. pseudomallei. 

Case 9  

A 70-year-old male with h/o old PTB 2 years back and 

diabetic since, 10 years referred from private hospital 

with complaints of fever for 3-4 days associated with 

chills and rigor .and cough for the last 10 days, 

productive in nature with yellowish sputum moderate in 

amount. Blood in sputum on and off since the last 2 year. 

Patient also complaints of involuntary micturition. 

History of hospital admission 1 year back for cough, 

fever, myalgia and detected Burkholderia species in 

BAL-confirmed Melioidosis and completed treatment for 

Melioidosis of intensive phase, but not completed 

eradication phase. History of frequent episodes of cough 

and fever since the last 2 year (10 hospital admissions in 

last 2 year). 

On X-ray chest dense consolidation, bilateral upper zone, 

middle zone, lower zone non homogenous opacity, 

suspected PTB and CBNAAT done result found to be 

negative. Sputum culture and sensitivity done shows 

scanty growth of burkholderia psedomallei. But patient 

got discharge against advice before completing intensive 

phase treatment. His culture and sensitivity report show 

resistant to co trimoxazole which is a drug of choice in 

eradication phase, but it is sensitive to amoxiclav which is 

also a drug of choice for eradication phase. 

Case 10  

A 53-year-old male working as hotel supplier in UAE 

presented with history of swelling over left leg since, 6 

years he consulted in many hospitals. There was 

discharge sinus over left leg since, 3 months diagnosed as 

Brodie’s abscess associated with chronic osteomyelitis. 

He was a known case of type 2 DM on OHA and history 

of CAD, ACS S/P PTCA 14 years back History of 

Splenectomy done 22 years back. He was taken for bone 

curettage and bead installation. Bone sample was sent for 

culture and sensitivity and detected scanty growth of B. 

pseudomallei thus started ceftazidime. 

Case 11 

A 67-year-old male patient carpenter by occupation was a 

known case of chronic kidney disease on hemodialysis 

thrice weekly, CAD and CABG done 23 years ago with 

severe LV systolic dysfunction had admitted to the 

hospital with history of 5 days fever and cough. It was 

Associated with breathing difficulty since, 1 day. Patient 

was treated with IV antibiotics (Piptaz), analgesics, and 

anti-platelet, bronchodilators and supportive measures. 

Patient developed acute MI during hospital stay and was 

started on injection heparin and dual antiplatelets in view 

of ECG changes and elevated Trop I. Blood sample for 

culture and sensitivity shows growth of B. pseudomallei 

within a week of symptoms. Patient developed in hospital 

cardiac arrest and resuscitated and was on ventilator VCV 

mode and noradrenaline support. Since then, the patient’s 

attenders do not want to continue further treatment in the 

hospital and was discharged against medical advice. 

Case 12 

A 43-year-old female, home maker, K/C/O chronic 

kidney disease on hemodialysis, ADPKD, Systemic HTN 

presented with c/o fever with chills and rigors since, 2 

weeks. Fever was continuous and subsided after 

medication and peaked after that. Patient also complains 

of breathlessness on exertion. No diurnal or postural 

variations. There was also an episode of vomiting and 2 

episodes of loose stools which subsided after medication. 

After 3 week of symptom her dialysis catheter tip was 

sent for culture yielded significant growth of B. 

pseudomellei. 

Case 13  

A 47-year-old male unemployed known case of chronic 

kidney disease-end stage renal disease and coronary 

artery disease, moderate LV dysfunction presented with 

right sided proximal thigh pain since past 3.5 months. 

Patient was not able to walk due to pain since, 1 week, 

radiating to knee. No history of fever, trauma, fall. The 

swelling over right hip and proximal thigh. Septic arthritis 

right hip. Undergone arthrotomy, blood-tinged 

haemorrhagic fluid was drained and tissues sent for 

culture and sensitivity yielded scanty growth of 

Burkholderia pseudomellei, sensitive to ceftazidime. 

CBNAAT for TB was negative. 

Case 14  

A 66-year-old male currently unemployed but past history 

of worked in Malasia and resided in an overcrowded 

room for many years, who is a K/c/o DM and HTN, 

presented with swelling on the right side of neck, which 

progressed in size gradually, also associated pain over the 

swelling, fever was low grade and intermittent mostly 

during evening hours since, 2 weeks provisionally 

diagnosed as suppuration? tuberculosis. He had a history 

of abdomen pain one year back and USG revealed liver 

abscess and it was treated as a case of melioidosis with 

injection ceftazidime as per records. They didn’t go for 

follow up, so not treated for eradication phase. CBNAAT 

was negative for neck swelling aspirate sample .so sample 

was sent for culture and sensitivity and detected growth 

of B. pseudomallei.  

Case 15  

A 38-year-old female, a house wife who had habit of 

washing dress in pond and history of doing agriculture 
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work with no comorbidity presented with cough with 

expectoration for 6 months (on and off) with yellow 

colour sputum. Cough increases at night and there was 

history of weight loss for last 2 months. Patient also 

complained of tiredness and evening chills. No history of 

haemoptysis or fever. No contact with TB. Fiber optic 

bronchoscopy was done and was suggestive of infective 

aetiology over left upper lobe lingula. Bronchial wash 

culture yielded growth of B. pseudomallei. No acid-fast 

bacilli were seen by ZN stain. 

DISCUSSION 

Among the fifteen study participants majority were male 

(67%) which is similar to a study done in 2013, by 

Gopalakrishnan R et al in South India between 2005 and 

2010.4 The most common presenting symptom was fever 

(80%) and site of infection was respiratory system (46%) 

which is also similar to a study done by Saravu K et al on 

Melioidosis in Southern India and Vidyalakshmi K et al 

in western coastal India.5,6 The most common 

comorbidity seen in this study is diabetes mellitus, that is 

similar to the study conducted by Saravu K, 

Vidyalakshmi K. 

This study shows that 67% of patient had exposure with 

soil and 33% had contact with contaminated water. The 

public health measures include prevention of contact with 

contaminated soil or water, the provision of safe drinking 

water and sanitation. The source of infection is mainly 

from the environment so that it is difficult to find it and 

control will remain as challenge. In this study 10 out of 

15 patients has undergone CBNAAT test for tuberculosis 

and found negative before they were diagnosed as 

melioidosis. Since the disease mimic other diseases 

especially Tuberculosis, diagnosis becomes another 

challenge.7 It can be misdiagnosed in a country like India 

where TB is common. This can be a reason for delay in 

diagnosis. 

CONCLUSION  

The most common presentation in our study was 

pneumonia. Diabetes mellitus was the most common co 

morbidity. Majority of patients had history of contact 

with contaminated soil and water, so that control 

measures would remain as a challenge. Two patients, who 

didn’t complete eradication phase of treatment had 

relapse. The relapse can be prevented if we make 

registration and follow up of melioidosis as mandatory. 

The mimicking character of melioidosis make it difficult 

to diagnose it early. Thus, patients shift to multiple 

hospitals without recovery hence further delaying the 

diagnosis. This can lead to complication resulting in an 

increase in mortality. 
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