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• 67/M resident of Goa, presented with: 

• Fever– 6 days

• Mild increase in frequency of urination– 6 days

• Fever– high grade, a/w chills, no diurnal 
variation, responded initially to antipyretics but 
persisted

• Investigations revealed a normal count, normal 
USG (A) and the blood culture grew 
Burkholderia cepacia

• He was started on TMP/SMX elsewhere as per 
the culture report

Case1
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• The fever responded to the 
TMP/SMX and he was alright for 
7 days

• 4-5 days after the TMP/SMX was 
stopped he started getting fever 
again

• Repeat testing revealed a TLC–
12,000 (N – 87), a Creat of 3.0 and 
an HbA1c of 7.8

• 3 repeat blood cultures were sent 
and a CT of abdomen was done to 
look for a focus

• There was also a history of soil 
exposure as the patient had walked 
to the beach on wet soil near his 
house
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• CT– B/L mild 
perinephric fat 
stranding and small 
kidneys

• The blood cultures sent 
had started growing 
GNB
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To summarize 

• This was an elderly male with uncontrolled unrecognized diabetes, 
with likely acute on chronic renal failure, with GNB bacteremia and a 
blood culture done earlier which had revealed Burkholderia cepacia

• He had also responded well to TMP/SMX

• The diagnostic possibilities were-
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Community 
acquired 
GNB 
bacteremia

Blood culture 
Day 1/1– B 
cepacia

B/L perinephric 
fat stranding

DM Response to 
TMP/SMX

UTI 
(Pyelonephritis)

✓ X ✓ ✓ ✓

B cepacia UTI with 
bacteremia

X ✓ +/- - ✓

Melioidosis ✓ +/- (older 
identification 
systems can 
misidentify B 
pseudomallei as 
B cepacia

✓ ✓ ✓
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• Burkholderia cepacia can be 
a contaminant due to 
povidone-iodine which may 
be used as a sterilizer before 
collecting blood via a 
venipuncture

• Hence, the diagnosis of UTI 
with the B cepacia as a 
contaminant was almost as 
good a fit as melioidosis 

• The GNB from Day 3/3 
blood cultures turned out to 
be Burkholderia
pseudomallei
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• Final diagnosis– Melioidosis septicemic form

• The patient was put on an intensive phase of IV Ceftazidime and oral 
TMP/SMX

• Gradually he improved and was discharged 

• The plan was to continue the oral TMP/SMX for 6-12 months
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Lessons

1. Burkholderia pseudomallei may be misidentified by automated blood 
culture systems like Vitek, Bactec etc. It is misidentified as B cepacia, 
Pseudomonas, Acinetobacter and related species

2. Burkholderia cepacia can be a contaminant from the use of povidone-
iodine prior to venipuncture

3. Burkholderia cepacia is an uncommon cause of community acquired 
syndromes and should be viewed with suspicion in a patient coming 
from the community
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When misidentified, how to differentiate?

1. Colony morphology

2. Susceptibility to Amoxy-Clav, but resistance to Colistin, may be a 
hint that the isolate identified as Pseudomonas or Acinetobacter might 
be something else
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Double zone of susceptibility around 

TMP/SMX
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Case 2

• 43/M smoker, alcohol abuser, with 
uncontrolled DM (HbA1c– 12.5%) 
and chronic pancreatitis, presented in 
July 2017 with:

• Fever– 20 days

• Cough– 20 days

• Fever– Sudden in onset, high-grade, 
a/w chills and rigors with no diurnal 
variation

• Cough– Scanty mucoid 
expectoration, no hemoptysis
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• He also gave a history of travel to the west 
coast near Goa 1 year back

• Investigations revealed a TLC– 12,500 (N 78)

• He was treated elsewhere with 
Clarithromycin and Levoflox, with no 
response

• A sputum culture revealed Enterobacter 
cloacae 

• A CT chest & abdomen– Consolidates in right 
lung & coarse echotexture of the liver 

Nodular multifocal 

consolidates in right lung
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On suspicion of TB, a bronchoscopy was 
done

• Specimens were sent for GeneXpert, Bacterial Culture and TB MGIT
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Melioidosis!
• The result came as a surprise to the 

primary team. And finally, an ID ref 
was sought

• The diagnosis was Pulmonary form 
of Melioidosis 

• The patient was started on IV 
Ceftazidime and oral TMP/SMX in a 
weight-based regime

• Slowly the patient responded and was 
discharged with instructions to 
abstain from alcohol and restricting 
travel to coastal areas in the monsoon 
season
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TB and Pulmonary Melioid can mimic each other 

Similarities

Risk Factors– Uncontrolled DM, Alcoholism, Steroids

Subacute to chronic community acquired pneumonia

Predilection for upper lobes, intracellular organisms which need prolonged treatment

TB Melioid

Low grade fever, with evening rise Can start with High grade fever

Normal counts High counts

No response to routine antibiotics for CAP May respond to 3rd gen cephalosporins, FQN’s

Consolidates and cavities more common Multifocal Nodules, which coalesce
B/L interstitial pattern also known 

No such seasonal variation Cluster in the monsoon season, H/O travel to coastal 
area may be a clue to the diagnosis

Differences
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Clues in this case

• High grade fever

• High counts

• Travel to endemic area

• Nodular coalescing opacities

• The Enterobacter grown from the sputum culture was likely a 
colonizer, as it is not a common cause of CAPs
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• In a publication a few years back, Vidyalalakshmi K et al presented a 
series of 22 cases which were initially diagnosed as TB and later 
confirmed to be Melioidosis

• Eight cases mimicked Pulmonary TB, five tubercular arthritis, three 
tubercular spondylitis, two tubercular lymphadenitis, two splenic 
abscess and one each mimicked tubercular pericarditis and parotid 
abscess

• In their analysis they concluded that neutrophilic leukocytosis was the 
one test result which was more common in the melioid group, 
although TB is known to cause leukemoid reactions on occasion 
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Why July?
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Case 3

• 61/M, alcoholic (since 40 years), IHD post CABG and PTCA, resident 
of Mumbai, hailing from Ratnagiri and had paid a recent visit to his 
village 

• Came with the chief complaints of–

• Fever with chills– 40 days

• Left sided chest pain– 40 days

• Fever– Insidious in onset, intermittent in type, associated with an 
evening rise, initially low grade which progressed to high grade and it 
was associated with chills, weight loss (14 kg’s) and night sweats
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• Initial workup: TLC– 15,770 (N71, L25), CXR– Right UZ infiltrate 
and incidentally detected DM

• He received Cefpodoxime and then Cefixime for a total of 10-12 days 
elsewhere. There was a partial response to this treatment in the form of 
defervescence, but the fever came back after a few days
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• CT (A + C)–

1. Right upper lobe consolidation 
with early cavitation, mediastinal 
adenopathy

2. Multiple hypodense lesions in 
spleen with varying sizes S/O 
micro-abscesses 
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Finally Melioidosis, because….
Right UZ 

consolidate 
with cavity, 
mediastinal 
adenopathy

Splenic 
deposits

High TLC, 
partial 

response to 3rd

generation 
Cephalosporins

No response to 
ATT

Melioidosis ✓ ✓ ✓ ✓

TB ✓ ✓ X X

Lymphoma X ✓ X -

IE X ✓ ✓ -
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• CT guided FNAC–
Neutrophil predominant 
inflammatory changes 
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• Culture of the CT guided aspirate– Burkholderia pseudomallei!
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• He was started on Inj Ceftazidime 2 gm iv 8 hrly and TMP/SMX DS –
BD

• 3 days later he developed severe right ankle joint pain

• Joint fluid aspiration was done and sent for joint fluid routine and 
culture

• The joint fluid also grew B. pseudomallei!

• He responded to the above treatment and was discharged  

• Planned for 6 weeks of therapy with Ceftazidime and TMP/SMX 
Followed by TMP/SMX for a total of 1 year of therapy  
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• Case 1– Bacteremic/Septicemic form

• Case 2– Subacute necrotizing CAP

• Case 3– PUO with lung consolidation and splenic abscesses

Why such varied presentations??
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• Inoculum dose

• Route of transmission

• Virulence of infecting strain

• Host immune status
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Some Multi Locus Sequence Typing types were 
correlated with certain clinical presentations. 
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Differential diagnosis

• It varies with the presentation that the patient has come with and the 
localization:

Acute 
pneumonia

Acute sepsis Hepatosplenic
abscesses

Parotitis Chronic 
pneumonia

CAP Bacterial 
sepsis

Dimorphic 
fungi

Mumps TB

TB Nocardia

Lymphoma NTM

Aspergillosis
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What does this have to do with melioid?
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Take Home Message:

• Burkholderia pseudomallei can present as:

✓Bacteremia/Septicemia

✓Community Acquired Pneumonia 

✓PUO with lung consolidation and splenic abscesses

✓Aerosol use (from endemic areas)

• So…..Be Aware and Be Vigilant for this diagnosis!!
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Thank You!
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