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Particulars of the patient1 

• Name   - Zahirul Kabir Shaheen 

• Age   - 35 years 

• Sex   - Male 

• Religion   - Islam  

• Occupation  - Govt. service (Dept. of 

            Environment & Forestry) 

• Marital status  - Married 

• Address   - Uttara, Dhaka. 

• Date of admission - 12.06.2012 

• Date of Examination - 12.06.2012 

 



Presenting complaints 

• Fever for 1 year 

• Progressive Weight loss for 3 months  

• Loss of appetite for 3 months 

• Generalized weakness for 02 months 

• Passage of watery stool for 2 days  

 



Case Summary 

The patient known diabetic for >8 years, 

normotensive, smoker gave history of recurrent 

fever of variable grade (1010F - 1050F) and 

duration for about a year. The fever was  

intermittent, with chills and rigor and often 

subsided with profuse sweating. The febrile 

and afebrile periods varied between few days 

to few weeks. There was no consistent 

associated features with fever such as cough, 

dysuria or altered bowel.  



Case Summary(Cont..) 

   For the last one year patient has been 

investigated extensively and treated  empirically 

as a  case of Typhoid fever or Malaria and UTI. 

During hospital admissions he was given Inj. 

Ceftriaxone for 3-5 days followed by oral 

medication alone with other supportive therapies. 

As an OPD case he has been treated with 

quinolones, Macrolides, doxycycline and 

occasional self adminstration of anti-malarials. 

But he never got anti-TB drugs.   



Case Summary(Cont..) 

 During one of the fever episodes, about 5 

months before the present admission, he 

developed a parietal abscess over the 

back of the left lumbar region and was 

admitted to BIRDEM, Dhaka. Incision and 

drainage of abscess was done there. He 

recovered well and remained afebrile for 

about 1 month. After that the fever 
reappeared and it is persistent since then. 



Investigations 

 Investigations before admission- (18.02.2012) 

 

  01. CBC with ESR- 

 

   a) Hb%  - 11.9 gm/dl 

   b) ESR  - 70 mm in 1st hour 

   c) TC of WBC - 11,900 /cmm 

   d) DC of WBC  

    - Neutrophils - 77% 

    - Lymphocytes - 15% 

   e) Platelet count  - 272 th/ul 

 

   

   

 



Investigations (Continued) 
•  FBS- 14.5 mmol/L 
•  LFT-         S. Bilirubin  -0.4mg/dL 
              SGPT   - 61U/L 
    SGOT   - 85U/L 
    STP   - 59gm/L 
    Serum Albumin -30gm/L 
•  S. Electrolytes 
    Na+   -133mmol/L 
    K+   - 4.5mmol/L 
    Cl-   -92mmol/L 
•  Renal function test-  
    Bl.Urea  -35mg/dL 
    S. Cr   -1.1mg/dL 
•  USG of whole abdomen-                ( 24/01/2012) 
  Abscess/ Haematoma at lumbar region with multiple 

 splenic hypoechoic SOL 
   



Investigations (Continued) 

 Investigations before admission- (24.02.2012) 

 

  CBC with ESR- 

   a) Hb%  - 10.2 gm/dl 

   b) ESR  - 80 mm in 1st hour 

   c) TC of WBC - 10,000 /mm 

   d) DC of WBC  

    - Neutrophils  - 88% 

    - Lymphocytes - 09% 

 

  PBF- Polymorphonuclear leukocytosis    

 

  Pus For C/S : Growth of pseudomonas sp         

   



Investigations(Cont..) 



Investigations (Continued) 

• MP- Not found  

 

•  Urine R/E- 

    -Pus Cell-3-6/HPF 

    -RBC- 6-10/HPF 

    -Cast-Absent   

 

 



Investigations (Continued) 

Investigations before admission- (29.02.2012) 

 
  PBF- Polymorphonuclear leukocytosis    
         
  MP- Not found  
 
  Urine R/E- 
    - Epithelial Cell-A few  
    -Pus Cell-2-4/HPF 
    -RBC- Occasional  
    -Cast-Absent   
   
 
     



Investigations (Continued) 

• Investigations before admission- (10.05.2012) 

 

   CBC with ESR- 

   a) Hb%  - 09.1 gm/dl 

   b) ESR  - 105 mm in 1st hour 

   c) TC of WBC - 10,000 /mm 

   d) DC of WBC  

    - Neutrophils - 67% 

    - Lymphocytes - 30% 

       

   MP- Not found  

   



Investigations (Continued) 

• Random Blood Sugar -190mg/dL 

• Triple Antigen  - Insignificant titre  

• rK39    -Negative  

• ICT for malaria  -Negative 

• S. Cr    -0.8mg/dL 

•HBs Ag-(Confirmatory) - Negative  

•MT    - Negative (04mm) 

• HbA1c   - 9.5%  

 

• USG- Whole abdomen -Mild Hepatosplenomegaly  

   



Investigations (Continued) 

(12.05.12) 

•  Blood sugar(2HABF)   -302mg/dL 

•  Anti HCV    - Negative 

•  HIV serology    -Negative 

•       Urine for C/S    -No growth 

 

  

  

 



Case Summary(Cont..) 

He developed marked anorexia, altered 

bowel habit with occasional vomiting and  

lost about 15kg body weight in last 3 months. 

Due to progressive illness, he shifted his job 

to desk work from the field for last 4 months 

and had to remain out of office for last 2 

months.  

  



Case Summary(Cont..) 
 On query, he gave H/O an episode of 

Malaria 7 years back while at Sylhet and 

recovered completely with oral drugs. He 

also admitted occasional mild dry cough, 

but had no H/O blood transfusion,elicit drug 

use or exposure, haemoptysis,  chest pain, 

abdominal pain, jaundice,  or any contact 

with TB patient,  no h/o  purpuric spot in 

skin,dental procedure, sore throat, gum 

bleeding or bone pain, pruritus or nodular 
swelling at any part of the body. 



Case Summary(Cont..) 

He claimed to have well controlled diabetes 

with oral drugs except last 6 months despite 

OHA and insulin therapy. For the last 2 days 

prior to hospitalization, he developed watery 

diarrhea, about 15 to 20 times per day 

without abdominal pain or visible blood. He 

became severely prostrated and got 

admitted into ShSMCH.   



Case Summary(Cont..) 

• Appearance  - Ill looking, apathetic 

• Decubitus  - On choice 

• Body built  - Average  

• Nutrition  - Below average (BMI:17.14)  
• Co-operation  - Co-operative with slow 

mentation 

• Anaemia  - moderately anaemic 

• Jaundice  - Absent 

• Cyanosis  - Absent 

• Oedema  - Absent  

• Dehydration  - Mild 

 

 



Case Summary(Cont..) 

• Koilonychia   - Absent 

• Leuconychia   - Absent 

• Lymph node   - Not palpable 

• Bony tenderness  - Absent 

• Neck vein   - Not engorged 

• Thyroid gland  - Not enlarged 

• Pulse    -116 beats/ min. 

• Blood pressure  - 80/60 mm of Hg 

• Temperature  - 103  ̊F 

• Respiratory rate  - 24/min. 

• Clubbing   - Absent 



Case Summary(Cont..) 

Abdomen: 

 

 Liver- Palpable, about 4 cm from Rt. sub-costal 

margin along MCL with rounded inferior border, 

firm in consistency and  smooth non-tender 

surface. 

 

 



Case Summary(Cont..) 

• Spleen- Palpable, about 3 cm from Lt. sub-

costal margin along its long axis with rounded 

margin, firm consistency and  non-tender smooth 

surface 

  

• No other masses or ascites 

  

• Para aortic lymph node not palpable 



Case Summary(Cont..) 

• There was Rt. Sided moderate Pl. effusion. 

 

 



Case Summary(Cont..) 

NERVOUS SYSTEM 

 - Higher psychic function including speech:  

 Conscious but  Apathetic with slow 

 mentation. 

 - Cranial nerves and Fundoscopy: Normal 

 - Sign of meningeal irritation: absent                                

 - Motor system examination:muscle wasting and 

 B/L depressed Ankle jerks. 

 - Sensory examination  

   -  Intact 

  



Case Summary(Cont..) 

Other systemic examination revealed no 

abnormality 



Clinical Diagnosis 

? 



Clinical Diagnosis 

  

 

  DM with Disseminated TB with 

Anaemia of Chronic Disease with 

Acute Watery Diarrhoea with 

Peripheral Neuropathy 



Differential Diagnosis for 

fever & Hepatosplenomegaly 

 Chronic Kala-azar with TBPE (L) 

 Chronic Malaria with TBPE (L) 

 Lymphoma 

 Leukemia with Parapneumonic effusion (L) 

 Sepsis with Visceral Abscess’ 

 Infective Endocarditis 

 AOSD 

 AIDS  

 

 

 

 



Investigations after admission- 

CBC with ESR- 

 12.06.12 27.06.12 

Hb% (gm/dl) 8.4 7.8 

ESR (mm in 1st hour) 120 120 

TC of WBC (/cu.mm) 20000 13000 

Neutrophils 70% 86% 

Lymphocytes 24% 10% 

Monocytes 02% 02% 

Eosinophils 04% 02% 

Basophils 00% 00% 

Platelet count (/cu.mm) 2,00,000 1,30,000 



Investigations (Continued) 

• PBF- Microcytic Hypochromic anaemia with 

Neutrophilic leukocytosis (12.06.2012) 

 

• Urine R/E & M/E- 

 

 

 

 

 

 

 

 

 

12.06.2012 01.07.2012 

Albumin ++ + 

Sugar + Nil 

Epithelial cells 6-8/HPF 1-2/HPF 

Pus cells Plenty 7-8/HPF 

RBC Nil 1-2/HPF 



Investigation(Cont..) 

• Blood for C/S -Negative(16.06.12) 

 

• Urine for C/S -Citrobacter freundii 
        (insignificant growth) 

 

• CXR P/A view -Consolidation with Pl. 

effusion(Left) 19.06.12 & 01.07.12 

 

• Echo-cardiogram -Mild pericardial effusion 

 







Investigations (Continued) 

USG of whole abdomen-  14.06.2012 

     

 Mild Pleural effusion(Lt) with moderate Ascites  

with Hepato-splenomegaly with multiple splenic 

infarcts or infiltration (Granulomatous or 

Neoplastic). 

  

 

 



Serum Electrolytes 

Date Na+ K+ Cl- 

12.06.12 123 3.2 93 

16.06.12 
27.06.12 
01.07.12 
 

121 
128 
120 

3.3 
4.1 
4.3 

90 
92 
83 



Investigations(Continued) 

• Serum creatinine- 

 - 0.6 mg/dl (12.06.2012) 

 - 0.7 mg/dl (01.07.2012) 

• Liver Function Test(16.06.2012) 

 -SGPT-37U/L 

 -SGOT-29U/L 

 -Prothrombin Time-14 sec(Control-12 sec). 

 -STP-53 gm/L (16.06.12) 

   61 gm/L(27.06.12) 

 -S.Albumin 21 gm/L(16.06.12)                                          

   24 gm/L(27.06.12) 

 -A/G Ratio-0.66:1(16.06.12) 

   -0.65:1(27.06.12). 

 

 



Investigations (Continued) 

• S.Iron profile:16.06.2012 

 S.Ferritin-865 ng/ml  (ref:28- 397) 

TIBC-372 µg/dl  (ref:200-400) 

 

• Sputum for AFB (3 samples) -Negative. 

 

• Pleural fluid analysis:27.06.2012 

  ADA   -08 U/L (ref: upto 24) 

  TC   -110/cmm 

  Lympho  -45% 

  Histiocytes  -25% 

  Mono   -15% 

  Mesothelial cells -15% 

  Malignant cell -Nil. 



Investigations (Continued) 

• Pleural fluid PCR for MTB-DNA -negative.26.06.12 

• Random blood Sugar - 21.4 m mol/L.12.06.12 

• 24 hours urinary total protein- 1.27 gm.(Vol-2.6L) 

27.06.12 

• CT Chest & Abdomen: 

   Consolidation/ inflammatory lesion in left lung. 

   Left sided pleural effusion 

   Mediastinal lymphadenopathy 

   Multiple hypodense SOL in Spleen (?Lymphoma/

        ?Splenic TB) 

   Organized pericardial effusion 







Investigations (Continued) 

• Urine for C/S (05.07.2012): 

– Burkholderia pseudomallei 

     

 

• Blood for C/S (07.07.2012): 

– Growth of Burkholderia pseudomallei 



Culture of Specimen 

• Culture of urine  

– MacConkey’s agar media after incubated for 24 h 
at 37°C 

– produced pink color colony 

– because it is lactose fermenter 



Conti…. 

• Blood cultured on  

– blood agar media 

– produced tiny colony with crenated margin 



Conti… 

• Gram staining taking from colony growth 

– Gram negative rod with safety pin shaped bacteria 



Conti… 

• Colony in Nutrient agar media  

– colorless colony  

– no pyocyanin pigment produced 

– Because it is non-flurocence Pseudomonas 



Susceptibility testing 

• Gentamicin (10-μg disk) susceptibilities  

– found resistant 





Serological test 

• ELISA done(10.07.12)  

–found a high titre in the blood  

–was 1:1600 dilution 



Final Diagnosis 

DM with Diabetic P. 

Neuropathy with  

Septicaemic Melioidosis with 

Anaemia of Chronic 

Disease with  Acute Watery 

Diarrhoea 



Treatment 

Supportive Treatment: 

• Bed rest 

• Inf. Normal Saline 

• Inf. Chorela Saline 

• Inj. Insulin (Soluble) 

• Tab. Paracetamol 

 



Treatment 

• Treatment given in hospital 

 

 Date from Date to Drugs Dose  Frequency 

12.06.2012 13.06.2012 Inj.Ciprofloxacin 200mg BD  

14.06.2012 18.06.2012 Tab.Ciprofloxacin 500mg 

 

Twice daily 

19.06.2012 23.06.2012 Cap.Doxycycline 100 mg (1+0+1)  

23.06.2012 03.07.12 Anti-TB Cat-1 

+ 

Tab.Vit B6 

 

 

20mg 

(3 +0+ 0 ) 

 

OD 



Treatment continued: 

Date From Date Up to Drug Dose Duration 

06.07.2012 05.08.2012 Inj. Ceftazidime 2 gm I/V TID 1 Month 

06.08.2012 05.11.2012 Tab. 

Cotrimoxazole 

+ 

Cap.Doxycycline 

 

960mg(2+0+2) 

 

 

100mg(1+0+1) 

3 Months 



Follow Up 

• Blood for C/S: Negative (10.08.12) 

• Urine for C/S: Negative (10.08.12) 

• USG of W/Abd: Splenomegaly (no SOL) 

with Cystitis (03.09.12) 

• CXR : Normal Study(12/07/12&10/07/12). 





Melioidosis 

• Caused by Burkholderia pseudomallei,a 
saprophyte found in soil and water(rice paddy 
field)  
 

• Infection is by inoculation or inhalation leading to 
bacteraemia,which is followed by the formation 
of abscesses in the lungs,liver and spleen. 
 

• Patients with DM,renal stones,thalassaemia or 
severe burns are particularly susceptible. 



Melioidosis 

• Disease  is most common in South India,East 
Asia and Northern Australia. 

 

• Disease may present many years or decades 
after the initial exposure. 

 

• Carries a significant mortality. 



Clinical feature 

• There is high fever,prostration and sometimes 
diarrhoea. 

 

• There are signs of pneumonia and enlargement of the 
liver and spleen. 

 

• The chest X-ray resembles that of acute caseous TB. 

 

• In more chronic forms multiple abscesses occur in the 
subcutaneous tissue and bone,and profound wasting is 
a major problem. 



Investigation 

• Culture of Blood,Sputum or Pus . 

 

•  Indirect haemagglutination test is helpful for 
travellers. 

 

• Elisa in high titre is very much significant. 

 

• Most people of endemic area are seropositive. 



Management 

• In the acute illness prompt treatment,without 
waiting for confirmation by culture,may be life 
saving. 

 

• Initial Therapy: 2-3 weeks 



• Ceftazidime 100 mg/kg (2 g 8-hourly) 
    OR 
  Meropenem(0.5-1g 8-hourly) 
    OR 
  Imipenem 50 mg/kg(1g 6-hourly) 
 
• Maintenance Therapy: Minimum 12 weeks 
  Doxycycline 200 mg daily, plus 

 Cotrimoxazole(sulfamethoxazole 1600 mg 
 plus  trimethoprim 320 mg 12-hourly) 

 
• Abscesses should be drained surgically 

 



THANK YOU 


