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Introduction

Melioidosis is endemic in many parts of India but it is many 
a time underreported and misidentified. It is a disease that 
involves multiple organ systems and is often called the ‘great 
mimicker’ as illustrated by this case [1].

Case presentation

A 36 year old male patient, presented to our centre with a 
generalized tonic clonic seizure. He had a history of head injury 
with a seatbelt in his car, 6 days before this presentation. On 
admission, he was vitally stable but was in a post- ictal drowsy 
state. Except for a raised total leucocyte count, rest of the rou-
tine investigations were normal. An MRI was performed, which 
was reported as a left frontal lobe subdural hematoma (Figure 
1). 

A routine chest X ray done showed bilateral infiltrates, 
therefore an HRCT was performed. The HRCT revealed multiple 
patchy consolidations, admixed with random nodules, some of 
which had coalesced, in both the lungs, thought to be aspiration 
pneumonia (Figure 2). An ID opinion was sought for the same. 
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Figure 1: MRI brain plain showing left frontal lobe subdural hema-
toma.

A review of history by the ID team revealed the following: 
The injury with seatbelt in the car 6 days before admission was 
trivial, and headache and generalized tonic clonic seizure had 
followed after 6 days of the injury. The HRCT was inconsistent 
with aspiration pneumonia as there was bilateral lung involve-
ment, with predominantly upper zones involved, and nodules, 
of which some had coalesced. He also had a history of fever for 
the last 15-20 days, therefore, blood cultures were ordered.
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Blood cultures flagged positive for gram negative bacilli. The 
patient was from the community and had not been exposed to 
antibiotics before. Therefore, the first suspicion for community 
acquired gram negative bacilli was Salmonella spp. However, 
this did not explain the rest of the clinical and radiological fea-
tures. To hasten the process of identification, a blood culture 
identification panel (Multiplex PCR) was ordered which was 
negative and since Salmonella spp is included in the panel, an 
off-panel organism was suspected.

Blood culture was identified by Vitek2 susceptibility au-
tomated system as Burkholderia pseudomallei. Gram Stain 
showed typical ‘safety pin’ appearance (Figure 3) and the colo-
ny morphology resembled ‘carrom coin’ (Figure 4), as described 
in literature. 

Figure 2: HRCT showing multiple patchy consolidations admixed 
with random nodules, some of which had coalesced.

Figure 3: Safety Pin (Bipolar) appearance of Burkholderia pseudo-
mallei on Gram stain.

Figure 4: ’Carrom coin’ colonies of Burkholderia pseudomallei.

The isolate was subjected to various biochemical tests, 
three-disk diffusion test (colistin, gentamicin, amoxicillin-clavu-
lanic acid), monoclonal antibody based latex agglutination and 
PCR assay targeting T3SS1 gene; which confirmed the identity 
of the organism.

This led us to review the history again. The patient was a 
diabetic and a chronic alcohol user. He hailed from the Konkan 
region (which has abundance of paddy fields), and had visited 
the same a month ago, when there were heavy rains. He was 
from the community, and had never been hospitalized before 
nor had he received any antibiotics.

Figure 5: MRI with contrast showing Subdural empyema.

An MRI with contrast was done after the clinical condition 
stabilized. It revealed a subdural empyema (Figure 5). 

Therefore, the patient was diagnosed as bacteremic melioi-
dosis with pulmonary + neurological involvement. He was start-
ed on Inj. Ceftazidime 2g IV TDS + Tab Co-trimoxazole 800/160 
2-1-2. The patient improved significantly and was discharged on 
Tab Co-trimoxazole.

Discussion

Melioidosis is a disease endemic to tropical regions like 
Southeast Asia, Northern Australia and South Asia. South Asia 
makes up 44% of the global burden [1]. The predisposing fac-
tors include Diabetes mellitus, alcoholism, chronic lung disease, 
HIV, chronic kidney disease, chemotherapy for malignancy and 
exposure to soil [2]. Numerous organ systems are involved in 
melioidosis and therefore is rightly called ‘the great mimicker’ 
[1]. Some of the clinical manifestations mentioned in literature 
include pneumonia, skin infections, genitourinary infections, 
bacteremia without an evident clinical focus, soft tissue abscess, 
septic arthritis, neurological disease and osteomyelitis [3]. An 
unusual presentation is subdural empyema, without parenchy-
mal involvement, as seen in our patient. A similar case has also 
been reported by Saravu et al [4]. The varied clinical presenta-
tions and low sensitivity of cultures mean that some patients 
have to be treated empirically if a strong clinical suspicion exists 
and other diagnoses are ruled out [5]. This organism also gets 
vastly misidentified in microbiology laboratories by automated 
systems like Vitek2. Common organisms that can mimic it are 
Burkholderia cepacia and Pseudomonas spp. Therefore, it is 
important to confirm the identity of a suspicious isolate with 
various biochemical tests, three disc diffusion test using colistin, 
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gentamicin and amoxicillin-clavulanic acid (Burkholderia pseu-
domallei is intrinsically resistant to colistin, gentamicin and sus-
ceptible to amoxicillin- clavulanic acid) and antigen detection 
tests like latex agglutination and PCR (targeting T3SS1 gene) [6]. 
The treatment of melioidosis depends on the severity of illness. 
In the intensive phase, non-critically ill patients can be treated 
with Inj Ceftazidime 50 mg/kg upto 2 g IV 6-8 hourly while in 
critically ill patients, meropenem 25 mg/kg upto 1 g IV 8 hourly 
or imipenem 25 mg/kg upto 1 g 6 hourly can be used [7]. The 
drug of choice in the eradication phase is co-trimoxazole, at a 
dose of 320 mg of the trimethoprim component twice a day 
for adults >60 kg. Co-trimoxazole can be used in combination 
during intensive phase in non-pulmonary, difficult to penetrate 
foci. The minimum duration of intensive phase is 2 weeks and 
eradication phase is 3 months, but needs to be much longer 
in neurological, osteoarticular and vascular sites. Clinical suspi-
cion, performance of correct tests and using appropriate treat-
ment are often incredibly rewarding in the management of this 
disease.
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