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Melioidosis Neck Abscess: An Opportunistic Infection in 
Diabetes Mellitus

How Kit Thonga, b, Puvan Arula

Abstract

Melioidosis is caused by the gram-negative environmental sapro-
phyte, Burkholderia pseudomallei. This disease has caused signifi-
cant morbidity and mortality to the diabetic population. Melioidosis 
can affect multiple systems; however, the reports on head and neck 
regions are relatively uncommon. The disease is endemic particularly 
in the Southeast Asia and northern Australia. We here report a case 
of neck abscess caused by B. pseudomallei, which is a rare but an 
important differential diagnosis of neck abscess.
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Introduction

Melioidosis infection usually follows percutaneous inocula-
tion or inhalation of the causative bacterium, Burkholderia 
pseudomallei, which is present in soil and surface water in the 
endemic region. A recent study was done in the state of Johor 
which is the origin of our patient, reporting that vast majority 
of the cases have identified risk factors, the most significant of 
which are diabetes mellitus (75%) and chronic renal disease 
(12.5%) [1]. Diagnosis of the disease is by culture of B. pseu-
domallei from blood, sputum, throat swab or other samples.

Case Report

A 55-year-old Malay lady with underlying poorly controlled 
diabetes mellitus was hospitalized with a 2-week history of neck 
swelling, progressively increasing in size. She also complained 
of high grade fever prior to the development of the neck swell-

ing. On further history noted, patient had recently visited a lei-
sure park in Kota Tinggi, a district located in the state Johor, an 
area where melioidosis is known to be endemic. On admission, 
she was subfebrile; however, her other vital signs were stable. 
Physical examination revealed a huge erythematous fluctuant 
swelling at the left submandibular region measuring 8 × 5 cm, 
and her oral examination showed that she had very poor oral 
hygiene with multiple cavities. Laboratory tests revealed a white 
blood cell count of 13,500 cells/μL, C-reactive protein level of 
147 mg/dL, ESR 66 mm/h, fasting blood sugar of 10.0 mmol/L 
and HBA1c of 11.7%. Computed tomography (CT) of neck 
showed an abscess collection at right side of neck measuring 4.8 
× 6.8 × 8.9 cm. Superiorly the collection extended to pterygoid 
plate level; inferiorly it extended until cricoid cartilage level 
with multiple lobulated lesion with central hypodensity, medial 
to the collection suggestive of necrotic node (Fig. 1).

Clinically our diagnosis was right neck abscess second-
ary to dental origin and we proceeded with neck exploration 
drainage and dental clearance under general anesthesia. The 
patient was placed under observation with postoperative ad-
ministration of sulperazone. Postoperatively, the wound re-
mained unhealthy with a lot of slough tissue. On postopera-
tive day 4, we noted a new lesion on the left submandibular 
region measuring 2 × 2 cm. An ultrasound was performed and 
there was a new left submandibular lesion measuring 2 × 0.9 
cm suggestive of suppurative lymph node. The culture of the 
abscess fluid which was drained intraoperatively was positive 
for B. pseudomallei sensitive to ceftazidime, meropenen and 
augmentin. The antibiotic therapy was changed to ceftazidime 
based on the sensitivities of the cultured organisms. An ultra-
sound abdomen was also performed; however, no other foci 
of infections were found. A repeated swab culture was taken 
from the wound on postoperative day 4 which was also posi-
tive for B. pseudomallei. Wound management included daily 
wound debridement with 6 hourly dressing with diluted povi-
done. After commencement of the intravenous ceftazidime and 
the frequent dressing, the wound improved with appearance 
of granulation tissue, and the left submandibular suppurative 
lymphadenitis also shrunk with near resolution. The patient 
was discharged from the ward after completing 2 weeks of 
intravenous ceftazidime. Eradication therapy with oral doxy-
cycline 200 mg daily was started. She was followed up at our 
outpatient clinic 2 weeks later, and there was no recurrence 
of abscesses during the follow-up visit. We can only specu-
late about this patient’s potential sources of infection, which 
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included minor abrasions from walking barefoot around the 
leisure park and inhalation or swallowing of the causative or-
ganisms during water activities.

Discussion

Melioidosis is caused by the gram-negative saprophyte B. 
pseudomallei, and is a disease of public health importance 
in Southeast Asia. Melioidosis predominantly affects people 
whom had contact with soil and water. The commonest routes 
of B. pseudomallei infection are thought to be inoculation, in-
halation and ingestion [2]. The disease can affect a spectrum 
of organs, and its clinical manifestations can range from lo-
calized abscesses to acute pneumonia, and fulminant septic 
melioidosis [3-5]. Once infected, it may remain dormant and 
become active after months, years or decades when host is im-
munocompromised by drugs (steroids) or systemic diseases 
(diabetes mellitus and chronic renal failure) or social depriva-
tion (alcoholism, drug abuse, and occupational exposure) [6]. 
Our patient is immunocompromised as she has a very poorly 
controlled diabetic status (HBA1c: 11.7%) which predisposed 
her to the disease. Although melioidosis can affect any part of 
the body, it is somewhat surprising that there are only a hand-
ful of reports involving melioidosis in ENT [7]. Head and neck 
infections normally arise mainly from Klebsella pneumoniae, 
Streptococcus, Staphylococcus, Haemophilus, or other anaero-
bic species, and infection by B. pseudomallei, is rare. A retro-
spective analysis of 158 cases of neck abscesses has been done 
by Lee et al showing that K. pneumoniae (13.7%) was the most 
common pathogen among the positive cultures, followed by 
Streptococcus viridans (12.3%), methicillin-sensitive Strepto-
coccus aureus (MSSA) (11.0%), and α-hemolytic Streptococ-
cus (8.2%). Mixed infection reached 9.6% [8].

In our case, a diagnosis of neck abscess secondary to den-
tal origin was made initially. When the culture had grown B. 
pseudomallei, the patient was immediately put on intravenous 
ceftazidime and it prevented the formation of a second abscess 
in the left submandibular region, the drainage of the abscess 

and a sensitive antibiotic is of prime importance in the man-
agement of melioidosis for the fear of progression to a fulmi-
nant course.

Ceftazidime is the drug of choice in systemic melioidosis. 
Ceftazidime (120 mg/kg/day) has shown to reduce the mortal-
ity significantly in severe melioidosis [9].

Ceftazidime then became the drug of choice for initial in-
tensive therapy for melioidosis. Another study from Thailand 
showed similar results when ceftazidime was used in combi-
nation with cotrimoxazole for initial intensive therapy; they 
recommend ceftazidime and cotrimoxazole as the drugs of 
choice for treatment of severe melioidosis, especially in those 
patients with disseminated septicemia [10]. A randomized trial 
by Chetchotisakd et al found reduction in mortality on using 
a combination of ceftazidime and cotrimoxazole [11]. Fol-
lowing initial intensive therapy, using ceftazidime, imipenem 
or meropenem, possibly in combination with cotrimoxazole, 
subsequent eradication therapy is compulsory for preventing 
relapse of melioidosis. Our patient was prescribed oral doxy-
cycline 100 mg twice daily for a planned duration of 4 months. 
Conventional treatment of melioidosis abscess includes surgi-
cal drainage of abscess and appropriate intravenous antibiotics 
for a minimum of 2 weeks [7].

Conclusion

We described a case of neck abscess caused by B. pseudomal-
lei in a patient with poorly controlled diabetes mellitus, who 
was treated with surgical drainage and antibiotics. The moral 
of the story is neck abscess by B. pseudomallei which is a rare 
disease, but an important differential diagnosis of neck abscess 
in patients with risk factors.
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