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Abstract

BACKGROUND: Melioidosis commonly presents with pneumonia and is associated with a high mortality rate. This
case report discussed a case of confirmed disseminated melioidosis. The case focused on the chronological clinical
progressions of melioidosis which initially masqueraded as community-acquired pneumonia (CAP) and subsequently
developed into septicemia. This case report aims to create awareness among the primary care doctors working in a
potentially endemic area for melioidosis to be vigilant of its non-specific presentation.

CASE REPORT: We report a case of an 80-year-old man who was treated for CAP and presented with unresolved
fever and subsequently sepsis. A contrast-enhanced computed tomography showed disseminated lesions of varying
sizes in the lungs, liver, spleen, and blood cultures grew Burkholderia pseudomallei. A pigtail drainage catheter was
inserted into the liver abscess. In addition, the patient received a 46-day course of intravenous ceftazidime and a
4-month maintenance regime of oral trimethoprim-sulfamethoxazole and oral doxycycline.

CONCLUSION: Completion of antimicrobial treatment resulted in resolution of clinical signs and abscesses on
imaging.
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Introduction

Melioidosis is a clinical disease caused by
Burkholderia pseudomallei. It is a great mimicker of many
clinical conditions and commonly presents as community-
acquired pneumonia (CAP) [1]. This is worrying as
melioidosis presenting with pneumonia is associated
with a high mortality rate. Since CAP is a common
condition managed in primary care, it is imperative for
the doctors to understand the clinical presentation of
melioidosis presenting with pneumonia. Early recognition
of melioidosis is the cornerstone of management as
timely diagnosis and treatment are crucial in preventing
mortality. We report a case of melioidosis which presented
as CAP and subsequently developed sepsis.

Case Report

An 80-year-old man with controlled diabetes
mellitus (HbA1c = 5.8%) and hypertension was brought

to the emergency department due to unresolved high-
grade fever of 4 weeks. One month ago, he was treated
for CAP in an outpatient setting. He presented with
fever, dyspnea, and cough and clinical examination
showed minimal crackles in both his lung bases, with
a normal chest X-ray and blood investigations. Despite
completing 7 days of oral amoxicillin/clavulanate
and 3 days of azithromycin, his symptoms persisted.
There were no symptoms to suggest other sources of
infection. At week 4 of illness, his symptoms worsened.

On admission, he was toxic looking. His
temperature was 38.8°C, blood pressure was
139/95 mmHg, respiratory rate was 16 breaths per
minute, and heart rate was 100 beats per minute and
oxygen saturation was 97% on room air. There were
coarse bibasal crackles. Other systemic examinations
were not significant. Initial blood investigations showed
a white cell count of 12.9 x 10%L and C-reactive
protein (CRP) of 160 mg/dL, with normal hemoglobin,
platelet, and supine chest radiograph findings. Blood
cultures were sent. Serological screening for hepatitis
B and C virus and human immunodeficiency virus
were negative. A working diagnosis of partially treated
pneumonia was made and intravenous tazocin 4.5 g
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QID was commenced. Despite this, he remained febrile
at 38.0-39.1°C.

The patient’s clinical condition worsened 3 days
later. Blood investigations revealed white cell count of
14.9 x 10°/L, CRP of 210 mg/dL, and platelet of 66 x 10°/L.
Intravenous noradrenaline was initiated for a hypotensive
episode. Now, his blood culture grew Gram-negative
bacilli, identified as B. pseudomallei. His antibiotic was
changed to intravenous ceftazidime 2 g TDS. Over 2
days, his fever resolved and his clinical findings improved.

Initial  investigation with an abdominal

ultrasound revealed an ovoid hypoechoic lesion with
minimal solid components and no significant internal
vascularity in segment VI of the liver, which measured
3.5 cm x 44 cm x 3.7 cm. Figure 1 illustrates the
hypoechoic lesion within the liver.

Figure 1: Ultrasound images (axial view) of the liver showing a
segment VI liver abscess (bold white arrows) with minimal solid
components within

Subsequently, a contrast-enhanced computed
tomography (CT) of the thorax, abdomen, and pelvis
showed disseminated abscesses of varying sizes in
the liver and spleen with cavitation in the right lung. The
largest abscess was in segment VI liver, which measured
3.9 cm x 2.8 cm x 4.3 cm. Multiple small abscesses were
observed in the spleen. Small cavitating lesions were
seen in the upper and middle lobes of the right lung, with

Figure 2: (a) Contrast-enhanced computed tomography scan of the
abdomen revealed a segment VI liver abscess (bold white arrow),
(b) with multiple small abscesses in the spleen (narrow white arrows).
(c and d) Cavitating lung lesions were observed in the upper and
middle lobes of the right lung (arrowheads)

the largest measuring 0.8 cm x 0.9 cm. Figure 2 illustrates
the findings of the CT thorax, abdomen, and pelvis.

A pigtail drainage catheter insertion into
the liver abscess yielded thick yellowish pus. He
completed 46 days of intravenous ceftazidime and
4-month maintenance regime of oral trimethoprim-
sulfamethoxazole and oral doxycycline. The latest
ultrasound of the abdomen showed resolving liver
abscess, with a size of 1.1 cm x 1.1 cm (Figure 3).

Figure 3: Axial view of an ultrasound image of the liver which showed
almost complete resolution of the segment VI abscesses (bold
white arrow) following administration of intravenous ceftazidime and
percutaneous drainage

The patient had a complete resolution of
symptoms and is currently well and healthy.

Discussion

Melioidosis is an infectious disease caused by
the environmental saprophyte B. pseudomallei, a Gram-
negative bacillus. Itis endemic in the South and Southeast
Asian region [2]. Melioidosis infection is not a notifiable
disease, hence, its exact true incidence worldwide is
not known. Locally, reports have identified many cases
originating from the southern state of Malaysia [3] as
well as in Kuala Lumpur [1]. This case report illustrates
a case of disseminated melioidosis with positive blood
culture and multiple abscesses within internal organs.

Melioidosis may display a wide array of clinical
features, ranging from asymptomatic to clinical conditions
such as pneumonia, encephalomyelitis, musculoskeletal-
related infections, and genitourinary infections [2]. Indeed,
the lungs are the most commonly affected organ in patients
with melioidosis [4], [5]. Upper lobe involvement is the
most common, classical radiological finding in melioidosis
presenting with pneumonia and has been frequently
reported [4], [5]. So much so, that when a case of upper
lobe pneumonia is identified within a melioidosis endemic
area, physicians should consider melioidosis as one of
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their differential diagnoses [6]. Patients with melioidosis
presenting with acute or subacute pneumonia tend to
deteriorate due to the development of bacteremia and
subsequently septic shock. These findings are similar to
the clinical presentation and progression of our patient. In
our case, the right upper lobe and middle lobe cavitating
lesions (Figure 2) were shown on CT scan but were
not seen on chest radiograph. This could be explained
possibly by the small size of the lung lesions which may
not be visualized on a chest radiograph. Furthermore,
significant radiographic findings may be observed in the
later stage of the iliness [2].

This opportunistic organism, B. pseudomallei,
tends to cause infection in those with diabetes mellitus
and is the most common factor observed in Malaysia [7].
Other medical conditions such as chronic kidney
disease and excessive alcohol consumption have also
been implicated [2], [8]. Exposure to contaminated
water or soil in an occupation related to the agriculture
industry and to a smaller extent in farming, fishing, and
forestry activities has also been reported [2], [5], [7], [8]-
Our patient had two predisposing factors; an underlying
immunocompromised state and a contact with possibly
contaminated soil and freshwater. The former relates to
his underlying diabetes mellitus and the latter accounts
for the frequent fishing at an abandoned mining pool.

Conclusion

This case highlights the need for the clinicians
working in a potentially endemic area for melioidosis to
be vigilant of its non-specific clinical presentation. When
dealing with cases of CAP with upper lobe involvement,
a high level of caution would need to be exercised
during disease follow-up and monitoring.
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