160

Case Report

Melioidosis presenting with periorbital cellulitis and eyelid abscess in
Sarawak, Malaysian Borneo - A Case Report
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Abstract
Melioidosis is an infectious disease caused by the Gram-negative bacillus
Burkholderia pseudomallei and presents with a broad spectrum of clinical
manifestations and organ involvement. Ocular manifestation in melioidosis is rare. We
present a case of periorbital cellulitis and eyelid abscess caused by B. pseudomallei in
a diabetic patient successfully treated with antibiotic and surgical drainage.
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Introduction
Melioidosis is caused by Burkholderia pseudomallei, a Gram negative bacillus found
in soil and water. It is an endemic disease in northern Australia and Southeast Asian
countries, especially Thailand and Malaysia. Despite the availability of effective
antimicrobial therapy in the treatment of melioidosis, the mortality rate remains high. 1
Melioidosis is difficult to diagnose because of its diverse clinical presentation and can
affect almost any organ. The manifestations of melioidosis are highly variable,
ranging from pneumonia, septic arthritis, liver or splenic abscesses, pericardium and
parapharyngeal space abscesses, skin abscesses, pan ophthalmitis to fatal
septicaemia.2 Ocular involvement in melioidosis is rare and the prevalence was
estimated at 0.49-1.02%.3 A 23-year retrospective review of 16 cases of ocular
involvement in melioidosis in Thailand revealed orbital cellulitis as the most common
manifestation (7 cases) followed by endophthalmitis (4 cases), preseptal cellulitis (2
cases), pan ophthalmitis (2 cases), and pan uveitis (1 case).3 Melioidosis can also
present with lid abscess in isolation without orbital cellulitis.4
Case Presentation
A 58-year-old male farmer presented in May 2018 to Kapit Hospital, Sarawak with
fever and right eye swelling of 1 week duration. His past medical history included
bacteraemic melioidosis which was diagnosed in 2016. At that time, he received
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intravenous ceftazidime as intensive phase therapy, followed by eradication therapy
with oral trimethoprim-sulfamethoxazole. He was also diagnosed with type 2 diabetes
mellitus during that hospitalization and started on oral anti-diabetic medications.
However, he had defaulted on his medications for 1 year.
Upon arrival to the hospital, his general condition was stable and the vital signs were
normal. The random blood sugar was 31.2 mmol/L. There was periorbital swelling of
the right eye with swelling and erythema of the upper and lower eyelids. The
conjunctiva appeared normal. The visual acuity of the right eye was 6/15 while vision
of the left eye was reduced to finger counting. The remainder of systemic examination
was unremarkable.
Haematological analysis showed a haemoglobin of 15.6 g/dL, white blood cell count of
7.4 x 103/μL and platelet count of 162 x 103/μL. His renal and liver function tests were
within normal limits. The chest radiograph and abdominal ultrasonography did not
reveal any abnormality. Our initial working diagnosis was right periorbital cellulitis.
He was started on intravenous ampicillin-sulbactam 1.5 gram 8-hourly. However,
persistent fever was observed over the next 3 days. At this point, melioidosis was
suspected in view of multiple risk factors including diabetes mellitus, occupational
exposure and previous history of melioidosis. The antibiotic regime was escalated to
intravenous ceftazidime 2 gram 8-hourly to treat for melioidosis.
He was also referred to the ophthalmologist for an opinion. Computed tomography
(CT) of the orbit showed right periorbital cellulitis (Fig. 1).

a
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Detailed
ophthalmic
examination showed mild
non-proliferative
diabetic
retinopathy in both eyes and
increased cup-to-disc ratio
of the left eye. As a result,
floater only vitrectomy of
the left eye was done by the
ophthalmology team.

On day 8 of hospitalization,
he developed an abscess
over the right upper eyelid.
Incision and drainage of the
abscess was performed in
which copious amounts of
pus was drained and sent for
Fig. 1 Axial CT scan of orbit
(a) right periorbital swelling with soft tissue thickening
microbiological
analysis.
(b) increased attenuation of fat planes of right periorbital area
The cultures of blood and
while bilateral globes, extraocular muscles and optic nerve are
pus from the eyelid abscess
preserved.
yielded B. pseudomallei,
grown on modified Ashdown selective culture medium. The organism was susceptible
to ceftazidime, amoxicillin-clavulanic acid and trimethoprim-sulfamethoxazole. The
identification of B. pseudomallei was confirmed by a positive PCR assay specific for
the detection of B. pseudomallei.
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He completed a 2-week course of intravenous ceftazidime. The fever completely
settled on day 10 of hospitalization and the right eye swelling progressively reduced.
His blood glucose control was good while on insulin therapy. He completed
eradication therapy consisting of trimethoprim-sulfamethoxazole and doxycycline for
20 weeks. During a follow-up review at the medical clinic, he was well and showed
no signs of disease recurrence. The right eye swelling had totally resolved, and visual
acuity returned to baseline levels.
Timeline of clinical progression
Time
Day 1

Day 3
Day 4
Day 5
Day 8
Day 10
Day 14

Events
Admission for fever and right eye
swelling for 1 week; treated as right
periorbital cellulitis
Persistent fever and suspected
melioidosis
CT orbit showed right periorbital
cellulitis
Blood culture grew B. pseudomallei
Appearance of right eyelid abscess

Actions/treatments
IV ampicillin-sulbactam 1.5 gram
8-hourly
IV ceftazidime 2 gram 8-hourly
Co-managed by ophthalmology
team

Incision and drainage (pus culture
grew B. pseudomallei)
Resolution of fever and reducing right Antibiotic continued
eye swelling
Completed IV ceftazidime for 14 days Discharged home well with
trimethoprim-sulfamethoxazole
and doxycycline

Discussion
Melioidosis can present with a wide spectrum of clinical presentations. Pneumonia was
the principal presentation of melioidosis in approximately half of the cases. Less
common presentations include genitourinary infection, skin infection, bacteraemia
without evident focus, septic arthritis or osteomyelitis and neurological melioidosis.5
Ocular manifestation in melioidosis is rare. There have been several case reports
previously on corneal ulcers, orbital cellulitis and endophthalmitis caused by B.
Pseudomallei. 6-8 Melioidosis presenting with periorbital cellulitis and eyelid abscess
has not been reported previously.
Periorbital cellulitis, also known as preseptal cellulitis is an infection of the eyelid and
superficial periorbital soft tissues without the involvement of the globe and orbit.9
Patients with periorbital cellulitis generally do not require surgical intervention except
in cases of eyelid abscess where drainage of abscess is recommended in addition to
antibiotic treatment.9 Culture of the material is important to confirm the diagnosis and
as a guide to appropriate antibiotic therapy.10
There are 3 modes of acquisition of B. pseudomallei which could result in melioidosis
infection, namely inhalation, ingestion, and inoculation.2 The patient described in this
case was a farmer who had constant exposure to soil or water in which this organism
is found. We postulated that the most probable mode of acquisition was through direct
inoculation into the affected eye causing primary ocular melioidosis and later, blood
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stream infection. This is consistent with the observation that most cases of ocular
melioidosis are associated with B. pseudomallei bacteraemia, as reported by
Yaisawang et al.3
Early diagnosis and prompt treatment are crucial for a favourable outcome. Periorbital
cellulitis, if not treated promptly, can extend posteriorly into the orbit causing orbital
cellulitis, subperiosteal abscess or orbital abscess. These would potentially lead to
significant visual and central nervous system complications.9 In this case, our patient
achieved resolution of periorbital cellulitis and eyelid abscess without any long term
ophthalmic complication following early diagnosis of melioidosis, effective antibiotic
therapy and surgical drainage.
Conclusion
Diagnosis of melioidosis should be considered in patients who present with periorbital
cellulitis or eyelid abscess in areas where melioidosis is endemic. Surgical drainage of
the abscess is an important part of management besides standard antibiotic treatment.
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