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Melioidosis in a Patient with Type I Diabetes Mellitus - A Case Report
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Abstract
Melioidosis is a relatively uncommon but fatal infectious disease caused by the gram
negative bacterium, Burkholderia pseudomallei which is usually found in the wet soil,
mud and pooled surface water in tropic and subtropics. Documented reports of
melioidosis from Bangladesh have been few and sporadic. All of the reported cases
in Bangladesh were on adult. Melioidosis is commonly associated with underlying
diseases like diabetes mellitus, renal diseases and immunodeficiency disorders.
Early and correct diagnosis is important, as mortality in untreated melioidosis is high.
Our patient, an eleven years old boy, a known case of diabetes mellitus, presented
with fever for one month associated with right sided neck swelling, abdominal
distension & pain for 10 days. He had an abscess on the right side of the neck and
hepatosplenomegaly. Ultrasonography of abdomen showed multiple abscesses in
the liver and spleen. Culture of pus drained from the neck abscess revealed growth of
Burkholderia pseudomallei. After getting parenteral antibiotics and insulin, his
abscesses gradually resolved and cured completely.
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Introduction
Melioidosis is an infectious disease caused by the
gram-negative Burkholderia pseudomallei bacillus. It
is associated with significant mortality due to an early
onset of fulminant sepsis.1 The disease is endemic
in Southeast Asian countries and in Northern Australia.
It is now an emerging infection in Bangladesh.2 The
organism is found in wet soil, mud and pooled surface
water in the tropics and subtropics. Transmission to
human is by inoculation, inhalation or ingestion and
causes disease mostly in the immunocompromised
conditions like diabetes mellitus or any other chronic
illnesses.1,2 Documented reports of melioidosis from
Bangladesh have been few and sporadic. The first
culture proven case was reported from Bangladesh in
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1988.3 Later on, in 2001 another case of melioidosis
in an adult with diabetes mellitus was reported from
BIRDEM hospital. 4 Thereafter case reports of
melioidosis have been published sporadically from
Bangladesh.5
With the existing geographical and climatic conditions
and a susceptible population, Bangladesh seems to
have ideal conditions for endemicity of this disease.
Its true prevalence in Bangladesh is not known, due
to misdiagnosis and under reporting. South Asia,
including Bangladesh, is predicted to bear 44% of the
overall burden.5
The classical presentation of this condition are
pneumonia and multiple abscesses, with a mortality
rate of up to 40%. Melioidosis has a myriad of clinical
manifestations and can present either as acute
fulminant infection or chronic indolent debilitating
illness. 6 However, it has also been reported in
asymptomatic patient.6 It also found in neonates
recognised with possible feto-maternal transmission.7
We report a diabetic child hailing from Sherpur who
has melioidosis.
Case Report
An eleven years old boy, hailing from Sherpur presented
with the complaints of low grade fever for one month,
right sided neck swelling and abdominal distention with
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pain for ten days. He was known case of diabetes
mellitus for two years and he was on subcutaneous
short acting and intermediate acting insulin, but he did
not come for follow up regularly and his glycaemic
control was poor. His father is a farmer & he used to
work at field with his father. When he presented to us,
he was grossly emaciated, undernourished, febrile,
mildly pale. There was an abscess on the right side of
the neck which was about 7.5cmX6.8cm, tender, soft
on palpation. His abdomen was hugely distended due
to grossly enlarged liver, which was tender with irregular
surface and variable consistency. There was also mild
splenomegaly. There was no ascites. Regarding
anthropometric measurement he was underweight
(height-138cm, weight-22kg, BMI-11.5 Kg/m2).

BANGLADESH J CHILD HEALTH 2018; VOL 42 (1) : 47

Some investigations were done, that revealed
moderate anaemia, neutrophilic leucocytosis with
thrombocytosis. Blood glucose was high (25.5mmol/
l). Liver functions were normal except there was
hypoalbuminemia(Serum albumin- 2.1gm/dl). Creactive protein was 115mg/l. Blood culture revealed
growth of pseudomonas, which was sensitive to
ceftazidime, meropenem & imipenem. USG of
abdomen showed enlarged liver with multiple abscess
of different size involving both lobes & multiple small
abscess in spleen (Figure-I). Culture and sensitivity
of pus drained from the neck abscess revealed growth
of Burkholderia pseudomallei, sensitive to
ceftazidime, ceftriaxone, ciprofloxacin (Figure-2).

Fig.-1: USG of abdomen showed multiple abscess of different size involving both lobes of the liver
He was diagnosed as a case of Diabetes Mellitus
with Sepsis with Melioidosis and managed with inj
ceftazidime for three weeks. Blood glucose was strictly
maintained with insulin. His general condition gradually
improved and his abscesses gradually resolved after
three weeks of injectable antibiotics. Then he was
discharged with oral Cortrimoxazole for three months
and advised for follow up.

Fig.-2: Culture of pus drained from the neck abscess
which revealed growth of Burkholderia pseudomallei

Discussion
Melioidosis is an emerging infection in Bangladesh. It
is still underreported due to its diverse clinical
manifestations and inadequacy of conventional
bacterial identification methods.8 Moreover, clinical,
radiological and pathological similarities with

BANGLADESH J CHILD HEALTH 2018; VOL 42 (1) : 48

tuberculosis may result in overlooking newly emerging
diseases like melioidosis in tuberculosis endemic
areas. 9 Worldwide about 1,65,000 people are
diagnosed as case of melioidosis per year.8-10 Among
them 15% account for paediatric melioidosis in
endemic areas.10,11 Diabetes mellitus has been found
to be one of the most frequent predisposing factor.
Our patient was diabetic. Vidyalaxmi et al. found a
correlation of 76% of DM and melioidosis.12 In
Bangladesh, during the period from 1988 to 2016,
twenty one cases of culture confirmed melioidosis
have so far been reported. Almost all of them suffered
from diabetes mellitus. The organism has a unique
ability to bind human insulin, and this bacterial property
underlie a remarkable biological and clinical
relationship with important implications for diabetis.13
The presentation of melioidosis ranges from localized
to systemic infection. Infection by the causative agent
B. pseudomallei causes abscess formation in different
organs of the body, such as lung, liver, prostate and
soft tissues. It presents as a febrile illness, ranging
from acute fulminant septicaemia to a chronic,
debilitating localized infection.14
Mortality rate remains high, even with aggressive
antibiotic therapy. In endemic areas mortality rate
ranged from 19% to 68%.4 It stresses the need for
quick diagnosis and early initiation of appropriate
treatment. The antibiotic of choice for melioidosis is
ceftazidime. Imepenem is safe and effective and
considered as alternatives to ceftazidime. Since
relapse rates are high, initial parenteral treatment
followed by maintenance therapy with Cortrimoxazole
or Doxycycline or co-Amoxyclav for 12 to 20 weeks
are recommended.14
Conclusion
Melioidosis can be presented as multiple liver abscess
and abscess in different part of the body. It is more
common in immunocompromised patient like diabetes
mellitus. Early diagnosis and prompt treatment with
appropriate antibiotic can save a patient from this
deadly infection.
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