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Introduction:

Melioidosis is widespread in Thailand, Australia, Singapore

and Malaysia. there are indications that infection with

Burkholderia pseudomallei may be more common than

previously recognised.1 It’s presence in India is gradually

being recognised.  Melioidosis can involve almost any organ

system; however, pericardial involvement is rare. We present

a case of Burkholderia pericardial effusion in a male who

presented with fever and breathlessness.

Case Report:

The patient, a 36 year old construction worker from

Mangalore, which is a town on the western coast of

Karnataka, a state in south India, presented to hospital with

a history of intermittent fever associated with chills for 21

days. He gave a history of pedal edema for 3 days, and

worsening breathlessness and decreased urine output from

the day preceding admission. He also complained of hiccups.

There was no history of cough, body ache, burning

micturition or loose stools. There was no history of chest

pain or wheeze.

On examination, he was breathless at rest in the orthopneic

position. His pulse rate was 110/ minute with no paradoxus,

his blood pressure in the right arm supine position was 100/70

mm Hg and his jugular venous pressure was elevated. Lungs

were clear and there was tender hepatomegaly 5 cm below the

right costal margin. Auscultation of the cardiovascular system

was unremarkable except for tachycardia.
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Labs revealed neutrophilic leucocytosis, an ESR of 55

mm in the first hour, and normal renal and liver function

tests.

Sonography showed congestive Hepatomegaly and ascites.

Chest x ray showed cardiomegaly with water bottle

appearance. An urgent echocardiogram was done which

revealed a large pericardial effusion with tamponade

features. An emergency pericardiocentesis was done and a

pigtail catheter left in place. The patient improved

symptomatically after pericardiocentesis, and 700  ml of

straw coloured fluid was drained and sent for biochemical

analysis, gram stain and culture sensitivity. Fluid protein

and ADA was elevated. Gram stain showed numerous pus

cells and occasional mononuclear cells. AFB staining did

not show acid fast bacilli. The blood culture isolated no

bacteria.

Fig.-1:  Chest x ray



The patient was started on ceftazidime and became afebrile

48 hrs after the first dose of ceftazidime. After completing a 2

week course of intravenous ceftazidime qid in hospital, the

patient was discharged. Tablet Doxycycline 100 mg bd and

tablet cotrimoxazole double strength bd and folic acid were

continued in the eradication phase for 3 months.

Discussion:

Melioidosis, also known as Whitmore’s disease is caused

by Burkholderia pseudomallei. It is endemic in Southeast

Asia and Northern Australia. However, there are indications

that the epidemiology of melioidosis is changing, with cases

and case clusters being recognized outside these areas as

well. Melioidosis is being increasingly diagnosed in India.2

B. pseudomallei is a free living motile gram negative bacillus

normally found in soil, ponds and rice fields.  It is a facultative

intracellular organism, and its replication within

polymorphonuclear leucocytes may be assisted by its

polysaccharide capsule. 3 It grows on most agar media.

Infection can be acquired by inhalation, inoculation, and

through exposure of contaminate water to abraded skin. The

incubation period varies from 1 day to many years but is on

an average 2 – 4 weeks after exposure. 4

Risk factors for melioidosis include alcoholism, diabetes,

renal failure, cirrhosis, thalassemia and immunosuppresion.1,5

Our patient had none of these risk factors. The absence of

risk factors does not eliminate the possibility of melioidosis

– other studies have shown that up to 16% of patients with

melioidosis have no identifiable risk factors.5

Melioidosis is a great mimicker and has a number of

presentations varying from clinically inapparent infections

to acute septicaemia. The infection may be acute, subacute

or chronic. Burkholderia also has the ability to cause latent

infections, and therefore may occur in travellers many days

after they leave endemic areas.

Pulmonary infections, either acute or chronic, are the most

common manifestation of melioidosis and present acute

infections have presentations ranging from acute bronchitis

to extensive necrotizing pneumonia. In some areas,

melioidosis is a common cause of fatal community acquired

pneumonia. 6 Pneumonia due to Burkholderia is characterized

by fever with rigors, productive cough and marked

tachypnea. Chronic pulmonary infections present like

tuberculosis with low grade fever, night sweats and

productive cough, and chest x ray showing upper lobe

infiltrates with thin walled cavities. 3

Melioidosis is a disease distinguished by its tendency to

abscess formation and septicaemia. B. pseudomallei

commonly presents as septicaemia and multiple abscesses

with fever, headache, abdominal pain disorientation, muscle

tenderness and joint pain.4 Other clinical features include

hepatosplenomegaly, osteomyelitis and pleural effusion .7 It

may also present with skin ulcers or abscesses with nodular

lymphangitis and lymphadenitis.

Pericardial effusion due to Burkholderia pseudomallei is

uncommon.8 Tuberculosis is an important infectious cause

of pericardial effusion in India, and many patients with

pericardial effusion are empirically started on ATT.

Burkholderia pericardial effusion also has a subacute to

chronic course, and may be mistaken for tuberculous

pericarditis. Patients who have been empirically started on

antituberculous therapy (ATT) have been subsequently

proven to have Melioidosis. 9 Apart from culture of

pericardial fluid, there is no infallible method to distinguish

After 4 days we received the reports of the pericardial fluid

culture which grew Burkholderia pseudomallei.

Fig.-2: B. pseudomallei growing on blood agar

Fig.-3: Gram stain of B, pseudomallei.
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between tuberculous and Burkholderia pericardial effusion.

Our case had neutrophilic leucocytosis, and a previous study

too showed that neutrophilic leucocytosis was comparatively

more frequent in effusion due to B. pseudomallei , though

this difference was not statistically significant.10

The diagnosis of melioidosis requires a high index of

suspicion. It must be considered in a patient from an endemic

area who presents with fever, lower respiratory infection or a

chest x-ray suggestive of tuberculosis in the absence of

tuberculosis bacilli in the sputum. Gram staining of exudates

or effusion reveals small bipolar irregularly staining gram

negative rods with safety pin appearance. Culture of blood/

fluid on agar media shows the typical colonies of B.

pseudomallei.

The treatment of melioidosis involves therapy with

appropriate antibiotics and drainage of exudates/effusions.

The antibiotic of choice is ceftazidime or imipenem for 10 –

30 days. This is followed by eradication therapy with a

combination of doxycycline and cotrimoxazole for 12 – 20

weeks.

Conclusion:

 The epidemiology and clinical features of melioidosis are

changing – it is affecting more places, affecting patients

who do not have the recognised risk factors, and presenting

in more clinical ways. Its subacute and chronic presentation

is similar to tuberculosis and it occurs in areas where

tuberculosis is also a common public health problem. It is

essential for the clinician to keep melioidosis in the list of

differential diagnoses for a variety of presentations and to

order appropriate microbiological investigations. Melioidosis

can be fatal if untreated and tends to relapse if only partially

treated. Patient education and motivation to complete the

course of antibiotics is paramount.
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