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Case RepoRt
A 22-year-old gentleman was admitted in our hospital with 
complaints of an ulcer over the left thigh of seven days duration. 
History of fever was present for four days. He also complained of 
pain in the thigh. The patient initially noticed a nodule on the left 
thigh which eventually progressed to form a discharging ulcer. He 
was a known case of diabetes mellitus (type 1) on insulin. Clinical 
examination revealed a 5cm× 5cm ulcer on the left thigh with 
purulent discharge [Table/Fig-1]. 

Laboratory investigations (on admission) showed: Total count: 
9,500/cmm and platelets: 2, 66,000/cmm. His fasting blood sugar 
was 312 mg/dl. serum urea and creatinine were within normal 
limits. He was initially treated with injection Clindamycin. Daily 
dressing of the ulcer was done. Discharge from the ulcer grew a 
non-fermentative Gram negative Bacillus that was oxidase positive, 
showed pink colonies on MacConkey’s agar [Table/Fig-2] with an 
iridescent sheen and was resistant to Gentamicin and Polymixin 
B; based on which organism was presumptively identified as 
Burkholderia pseudomallei. Identification was confirmed by the Vitek 
2 Compact system (bioMérieux). Antimicrobial drug testing showed 
susceptibility to Ceftazidime, Trimethoprim-sulfamethoxazole, 
Doxycycline, Imipenem and meropenem.  Clindamycin was 
stopped. He was treated with injection ceftazidime for three weeks 
followed by oral Trimethoprim-sulfamethoxazole for six weeks. The 
ulcer healed completely within one month.  

melioidosis is a rare entity. Cutaneous melioidosis may be primary 
(presenting symptom is skin infection) or secondary (melioidosis 
at other sites in the body with incidental skin involvement) [3].  
There is limited published data from India documenting cutaneous 
melioidosis. 

B. pseudomallei reside in soil and water [4]. Inoculation, inhalation 
or ingestion of infected food or water are the modes of transmission 
[5]. Alcohol intake, diabetes and chronic lung disease are some of 
the risk factors for melioidosis [1,2]. Our patient had diabetes. The 
disease is seasonal with majority of cases presenting during the 
rainy season [1]. Our patient presented during the monsoon season. 
Varying presentations of melioidosis is seen in clinical practice so it 
is called the great mimicker. The clinical manifestations range from 
localized infection to life threatening sepsis [3]. 

In a study of 486 cases of melioidosis in Australia, 58 (12%) had 
primary cutaneous melioidosis [3]. In the same study secondary 
skin melioidosis was seen in 10 patients (2%). Majority of patients 
with primary  skin  melioidosis have single lesions [3]. Cutaneous 
melioidosis can present as an ulcer, pustule or as crusted 
erythematous lesions [3]. Ulcerative form is the commonest 
presentation of primary skin melioidosis [3]. Our patient had a 
nodule that later developed into an ulcerative lesion on the thigh. 
The incidence of skin nodules in one of the largest case series of 
melioidosis from India was 3% [1].  Case reports of travel associated 
cutaneous melioidosis have been reported from Europe [6-8]. Cases 
of cutaneous melioidosis have also been reported from Taiwan and 
Singapore [9,10]. Cutaneous B pseudomallei infections can rarely 
progress to necrotizing fasciitis [11].

Diagnosis is based on isolation of B. pseudomallei from clinical 
specimen [12]. Ashdown’s medium is a selective medium used 
to isolate B. pseudomallei [1,11,13], and is often required while 
isolating B. pseudomallei from sputum and such other specimens 
which have numerous other flora as well. In our case, discharge 
from the ulcer grew B. pseudomallei on the primary plates and we 
did not use any selective media.  Treatment consists of an intensive 
phase followed by eradication phase. In the intensive phase two 
weeks of Ceftazidime or Meropenem can be used followed by oral 
eradication therapy, usually with Trimethoprim–sulfamethoxazole 
for 12 weeks [3,14,15]. Our patient was treated with intravenous 
Ceftazidime followed by oral Trimethoprim–sulfamethoxazole. 
Patients with cutaneous melioidosis have been successfully treated 
with oral antibiotics alone (with or without incision and drainage) 
[3,6,7]. Prognosis is good for primary cutaneous melioidosis [3]. 
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aBstRaCt
Melioidosis is an emerging infection in India. It usually presents as pneumonia. Melioidosis presenting as cutaneous lesions is uncommon. 
We present a case of cutaneous melioidosis from Southern India. Cutaneous melioidosis can present as an ulcer, pustule or as crusted 
erythematous lesions. A 22-year-old gentleman known case of diabetes mellitus was admitted in our hospital with an ulcer over the 
left thigh. Discharge from the ulcer grew Burkholderia pseudomallei. He was successfully treated with ceftazidime. Melioidosis must be 
considered in the differential diagnosis of nodular or ulcerative cutaneous lesion in a diabetic patient.     

[table/Fig-1]: Ulcer on the left thigh (after incision and drainage).
[table/Fig-2]: Colonies of B. pseudomallei on MacConkey’s agar plate.

DisCussion
Melioidosis is an emerging infection in western coastal India 
[1]. Melioidosis is caused by the gram negative bacterium B. 
pseudomallei.  It usually presents as pneumonia [2]. Cutaneous 
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ConClusion  
Melioidosis must be considered in the differential diagnosis of 
nodular or ulcerative cutaneous lesions.  Empirical antibiotics that 
are usually used for cutaneous infections in diabetics in our country 
usually do not provide adequate coverage for melioidosis. Such a 
case report would serve to sensitize the clinicians about cutaneous 
melioidosis so that they can provide appropriate treatment to 
patients thereby decreasing morbidity.
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