Article published online: 2023-09-22

38 Case Report

THIEME

OPEN
ACCESS

@O®OS

Melioidosis Presenting as Splenic Abscess:
A Case Report

Pranav S. Kumar! Chhagan Lal Birda? Yadav Suresh Chand’

TDepartment of Medicine, All India Institute of Medical Sciences,
Jodhpur, Jodhpur, Rajasthan, India

2pepartment of Gastroenterology, All India Institute of Medical
Sciences, Jodhpur, Jodhpur, Rajasthan, India

3 Department of Radiology, All India Institute of Medical Sciences,
Jodhpur, Jodhpur, Rajasthan, India

Taruna Yadav3 Ashish Agarwal?

Address for correspondence Ashish Agarwal, MD, DM, FIAE, ESEGH
(Gastroenterology, UK), Department of Gastroenterology, All India

Institute of Medical Sciences, Jodhpur, Room no. 114, A block, 1st

floor, OPD wing, Jodhpur, Rajasthan 342001, India

(e-mail: drashu123@gmail.com).

] Gastrointest Infect 2023;13:38-40.

Abstract

Keywords

-

[ =

L

-

tuberculosis
diabetes
Burkholderia
melioidosis
alcohol abuse
splenic abscess
mediastinal
lymphadenopathy

Melioidosis is an infectious disease caused by Gram-negative bacilli Burkholderia
pseudomallei. Infection is acquired by direct exposure through broken skin, inhalation,
or ingestion of the bacterium. Melioidosis has a wide variety of clinical presentations,
ranging from an asymptomatic infection or localized cutaneous manifestations at the
site of the entry, deep-seated abscess, to multiple organ involvement with sepsis
leading to death. Although not uncommon, there is a lack of awareness of its variable
presentation leading to a delay in the diagnosis and thus treatment. The diagnosis of
melioidosis rests on the culture of the organism from biological samples. Presentation
as a splenic abscess is rather rare and a high index of suspicion is needed for the
diagnosis. In this article, we report an interesting case of recurrent splenic abscess
which was eventually diagnosed to be due to melioidosis.

Introduction

Melioidosis has been aptly called the “great mimicker” owing
to the nonspecific signs and symptoms and a wide variety of
presentations. The diagnosis requires awareness of the pre-
sentation and high index of suspicion and is established by
the growth of the organism on a culture of biological
samples.

Case Report

Our patient was a 37-year-old gentleman with uncontrolled
diabetes and with a history of alcohol abuse, who presented
with chief complaints of high-grade fever with chills and pain
in the abdomen for 3 days. The pain was in the left hypo-
chondrium, continuous, sharpshooting in character, and
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severe in intensity with an increase in intensity with deep
inspiration and coughing and radiation to the left shoulder.
He had a history of similar complaints four times in the last
year when he was treated with empirical intravenous and
oral antibiotics. A contrast-enhanced computerized tomog-
raphy (CECT) of the abdomen done 6 months back had
revealed a ruptured splenic abscess and an ultrasound-
guided aspiration had revealed only features of reactive
inflammation and patient was treated empirically with
broad-spectrum antibiotics. He also had a history of fever,
nonproductive cough, and weight loss 2 years back during
the evaluation of which a CECT of the thorax had revealed
enlarged mediastinal lymph nodes for which patient was
treated empirically with anti-tuberculous therapy (ATT)
with improvement in the symptoms.
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Blood investigations were notable for an elevated eryth-
rocyte sedimentation rate (56 mm/h) and hemoglobin Alc
(10.4%). CECT abdomen was done which revealed a periph-
erally enhancing fluid collection in gastrosplenic ligament
and splenic hilum with multiple small hypodense splenic
lesions with a small subcapsular splenic lesion (=~Fig. 1). A
review of the upper abdominal sections of the CECT chest
done 2 years back, revealed few small hypoechoic lesions
with enhancement in the spleen, which were initially as-
cribed to tuberculosis. A fine-needle aspiration cytology
retrieved pus which showed a growth of Burkholderia
pseudomallei on culture with negative Ziehl-Neelsen stain
for acid-fast bacillus and tuberculosis polymerase chain
reaction. The patient was treated with intravenous ceftazi-
dime sixth hourly for 2 weeks followed by trimethoprim-
sulfamethoxazole (TMP-SMX) (320mg/1600mg twice
daily) orally for 3 months as maintenance therapy. Current-
ly, the patient is asymptomatic with a repeat imaging
showing significant resolution of the splenic hilar collection
(=~Fig. 1).

Discussion

Melioidosis is an emerging infectious disease resulting from
infection with a Gram-negative bacterium B. pseudomallei.!
Although the likely incidence of the infection is 165,000

cases per year, only 1,300 cases per year have been reported
2

since 2010, which is just 1% of the expected incidence.
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This highlights the lack of awareness and difficulty in the
diagnosis of melioidosis.

The bacterium B. pseudomallei is a common organism
found in the superficial layer of the soil and surface
groundwater. Infection is acquired by direct exposure
through broken skin, inhalation, or ingestion of the bacte-
rium. Risk factors for melioidosis include age >45 years,
immunosuppression, diabetes mellitus, excessive alcohol
consumption, chronic lung and kidney disease, and thalas-
semia. Our patient had uncontrolled diabetes with a history
of excessive alcohol consumption, thus conferring an in-
creased risk.

Presentation can be either acute (85% cases) with sepsis
with or without pneumonia or localized abscess, or chronic
(15-20%) where the symptoms persist for more than
2 months. A high proportion (5-28%) of patients develop a
recurrent infection that could result from recrudescence of
the original strain due to incomplete clearance. A
small percentage of patients develop a latent infection
with reactivation and symptoms after many years of
exposure.>

The diagnosis rests on the culture of the organism from
blood, throat, or rectal swabs or the aspirated pus in cases
with localized abscess. As cultures have a low sensitivity for
diagnosis, repeated culture is necessary for patients with
suspected melioidosis. The treatment of melioidosis rests on
an early diagnosis and timely starting of antimicrobials
specific for B. pseudomallei. Antimicrobial therapy consists

Fig.1 Contrast-enhanced computerized tomography (CT) images in portal venous phase. (A) Axial and (B) coronal images at first presentation
show a peripherally enhancing fluid collection (white arrows) in gastrosplenic ligament and splenic hilum. Splenic vein thrombosis with perfusion
changes and hypodense areas (arrowheads) were present in the spleen. After percutaneous aspiration and 3 months of medical treatment, (C)
axial and (D) coronal images show significant resolution of the splenic hilar collection and perfusion changes in the spleen. Venous collaterals

(black arrows) are noted in perisplenic region.
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of an initial intensive phase followed by a prolonged
maintenance/eradication phase. Intravenous meropenem/
ceftazidime is the drug of first choice for the intensive phase,
which should be given for a minimum of 2 weeks. TMP-SMX is
the preferred agent for the maintenance therapy and should be
given for at least 3 months after the end of the intensive
phase. In patients with TMP-SMX intolerance or toxicity,
doxycycline can be used as an alternative agent for mainte-
nance therapy. Although recrudescence with a relapse of
symptoms is still common after adequate therapy, the risk is
decreased to almost half (< 5%).

Our patient possibly had melioidosis to begin with, 2 years
back. The delay in the diagnosis was due to a lack of
awareness and inadequate sampling. ATT and multiple
courses of antibiotics lead to a latent infection with repeated
recrudescence and relapse of symptoms.> Thus, its suggested
that diagnosis of melioidosis should always be considered in
patients with risk factors presenting with fever, especially in
patients with deep-seated abscesses.

To conclude, although not so uncommon, melioidosis is a
neglected and grossly underdiagnosed infectious disease. An
increased awareness of the risk factors and clinical presen-
tation leading to an early diagnosis coupled with a prolonged
course of targeted antibiotics are sine qua non for adequate
management of the disease.
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