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The minireview by Hemajarata et al. (1) is timely since the global incidence of
melioidosis has probably been grossly underestimated (2). However, the review

reflects a very U.S. “select agent”-orientated perspective. In some parts of the world,
laboratories isolate Burkholderia pseudomallei on an almost daily basis; our own labo-
ratories diagnose more than 600 cases of culture-positive melioidosis each year, giving
us a different perspective.

The case described by Hemajarata et al. originated in the Philippines, but they do
not mention the fact that only exported cases have been reported in the literature
(3–10), implying underdiagnosis of indigenous melioidosis in the Philippines. Unfortu-
nately, even where laboratories exist in areas where melioidosis is endemic, they often
misidentify the organism or report it as Pseudomonas sp. (11, 12). We recommend that
any oxidase-positive, Gram-negative bacillus that is not obviously Pseudomonas aerugi-
nosa, isolated from any normally sterile clinical specimen, should be tested to exclude
B. pseudomallei. In resource-constrained settings, an oxidase-positive Gram-negative
rod from a clinical sample that is resistant to gentamicin and polymyxin/colistin but
susceptible to co-amoxiclav has a very high probability of being B. pseudomallei, with
the exception of isolates from Sarawak, 80% of which are susceptible to gentamicin (as
is B. mallei) (13).

In the case reported by Hemajarata et al., postexposure antimicrobial prophylaxis
(PEP) was given to nine employees, of whom two developed adverse reactions severe
enough to warrant a change of agent. Yet, as the authors note, there have only ever
been two well-described cases of laboratory-acquired melioidosis, both of which
followed major lapses in laboratory technique (14, 15). More cases of laboratory-
acquired glanders have been described (16, 17), implying that B. mallei may present a
greater risk to laboratory workers than B. pseudomallei, although many of these
occurred at a time when routine biosafety practice was likely to have been less
stringent than it is today. Furthermore, the efficacy of PEP in protecting humans from
developing melioidosis remains unknown; in animal models, PEP frequently merely
delays the onset of disease, rather than preventing it (18). Diagnostic laboratories in
areas where melioidosis is endemic handle thousands of isolates of B. pseudomallei at
containment levels less stringent than U.S. biosafety level 3, and yet none of us has ever
been consulted about a case of confirmed laboratory-acquired infection in over 70
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years of combined experience, suggesting that the risk of laboratory-acquired infection
with B. pseudomallei is far lower than the risk of infection with some other hazard group
3 agents such as Brucella species or Francisella tularensis. This should be taken into
account when conducting risk assessments to inform the need for PEP, the hazards of
which are not themselves insignificant; co-trimoxazole, for example, is a well-
recognized cause of Stevens-Johnson syndrome (19). We very rarely end up recom-
mending PEP against melioidosis for laboratory workers and suspect that it is likely to
have been unnecessary in most, if not all, of the staff in this instance.

There is also confusion about when PEP should be used, which may partly reflect
differences between the consensus guidelines of Peacock et al. (20) cited in the review
and the earlier Morbidity and Mortality Weekly Report guidance that they superseded
(21). Hemajarata et al. incorrectly state that PEP is recommended for all low-risk
exposures, whereas it is only advised for those who have underlying risk factors that
predispose them to melioidosis (20). We believe that a more rational approach to PEP
will be achieved if B. pseudomallei is regarded as a naturally occurring, geographically
restricted, opportunistic pathogen instead of solely being demonized as a “select
agent” (22). Death from melioidosis is very uncommon in healthy people if timely
diagnosis, institution of appropriate antibiotics, and state-of-the-art intensive care
management are available (23). Nevertheless, there remains a danger that the anxiety
generated in this era of “the war on terror”; for example, the “STOP” algorithm for
laboratories included in the review by Hemarajata et al. may adversely affect patient
diagnosis, management, and outcomes.

We agree that urine and throat swabs should always be cultured for patients with
suspected melioidosis. However, nearly one-third of cases will have B. pseudomallei
counts of �103 CFU/ml in urine, and it is therefore important to culture the centrifuged
deposit, ideally on a selective medium such as Ashdown’s agar (not MacConkey agar),
for optimal sensitivity (24). Throat swabs also need to be cultured on selective agar such
as Ashdown’s agar and ideally also pre-enriched in selective broth media (25).

If the results of recent modeling studies are correct, melioidosis is a far bigger killer
of humans than diseases that are much better known, such as leptospirosis and dengue
(2). As the prevalence of diabetes mellitus increases in areas where melioidosis is
endemic and as climate change results in more severe weather events, it is likely to
become even more common. Clinical laboratories thus need to be ready to identify B.
pseudomallei and think of it as a not uncommon cause of naturally occurring infection
in much of the world. We hope that these observations from the “front line” will
encourage this.

ACKNOWLEDGMENTS
All three authors contributed to the writing of this letter and approved the final

version.
D.A.B.D. and D.L. are funded by the Wellcome Trust.

REFERENCES
1. Hemarajata P, Baghdadi JD, Hoffman R, Humphries RM. 2016. Burkhold-

eria pseudomallei: challenges for the clinical microbiology laboratory. J
Clin Microbiol 54:2866 –2873. https://doi.org/10.1128/JCM.01636-16.

2. Limmathurotsakul D, Golding N, Dance DAB, Messina JP, Pigott DM,
Moyes CL, Rolim DB, Bertherat E, Day NPJ, Peacock SJ, Hay SI. 2016.
Predicted global distribution of Burkholderia pseudomallei and bur-
den of melioidosis. Nat Microbiol 1:15008. https://doi.org/10.1038/
nmicrobiol.2015.8.

3. Chagla Z, Aleksova N, Quirt J, Emery J, Kraeker C, Haider S. 2014.
Melioidosis in a returned traveller. Can J Infect Dis Med Microbiol
25:225–226.

4. Dance DA, King C, Aucken H, Knott CD, West PG, Pitt TL. 1992. An
outbreak of melioidosis in imported primates in Britain. Vet Rec 130:
525–529. https://doi.org/10.1136/vr.130.24.525.

5. Duplessis C, Maguire JD. 2009. Melioidosis masquerading as community-
acquired pneumonia: a case report demonstrating efficacy of intrapleu-

ral fibrinolytic therapy. J Travel Med 16:74 –77. https://doi.org/10.1111/
j.1708-8305.2008.00277.x.

6. Fuller PB, Fisk DE, Byrd RB, Griggs GA, Smith MR. 1978. Treatment of
pulmonary melioidosis with combination of trimethoprim and sulfame-
thoxazole. Chest 74:222–224. https://doi.org/10.1378/chest.74.2.222.

7. Guo RF, Wong FL, Perez ML. 2015. Splenic abscesses in a returning
traveler. Infect Dis Rep 7:5791. https://doi.org/10.4081/idr.2015.5791.

8. Lee N, Wu JL, Lee CH, Tsai WC. 1985. Pseudomonas pseudomallei infec-
tion from drowning: the first reported case in Taiwan. J Clin Microbiol
22:352–354.

9. Martin PF, Teh CS, Casupang MA. 2016. Melioidosis: a rare cause of liver
abscess. Case Reports Hepatol 2016:5910375. https://doi.org/10.1155/
2016/5910375.

10. Turner MO, Lee VT, FitzGerald JM. 1994. Melioidosis in a diabetic sailor.
Chest 106:952–954. https://doi.org/10.1378/chest.106.3.952.

11. Mohanty S, Pradhan G, Panigrahi MK, Mohapatra PR, Mishra B. 2016. A

Letter to the Editor Journal of Clinical Microbiology

March 2017 Volume 55 Issue 3 jcm.asm.org 981

https://doi.org/10.1128/JCM.01636-16
https://doi.org/10.1038/nmicrobiol.2015.8
https://doi.org/10.1038/nmicrobiol.2015.8
https://doi.org/10.1136/vr.130.24.525
https://doi.org/10.1111/j.1708-8305.2008.00277.x
https://doi.org/10.1111/j.1708-8305.2008.00277.x
https://doi.org/10.1378/chest.74.2.222
https://doi.org/10.4081/idr.2015.5791
https://doi.org/10.1155/2016/5910375
https://doi.org/10.1155/2016/5910375
https://doi.org/10.1378/chest.106.3.952
http://jcm.asm.org


case of systemic melioidosis: unravelling the etiology of chronic unex-
plained fever with multiple presentations. Pneumonol Alergol Pol 84:
121–125. https://doi.org/10.5603/PiAP.2016.0012.

12. Frickmann H, Neubauer H, Haase G, Peltroche-Llacsahuanga H, Perez-
Bouza A, Racz P, Loderstaedt U, Hagen RM. 2013. Fatal urosepsis due to
delayed diagnosis of genitourinary melioidosis. Laboratoriumsmed 37:
1–5. https://doi.org/10.1515/labmed-2012-0010.

13. Podin Y, Sarovich DS, Price EP, Kaestli M, Mayo M, Hii K, Ngian H, Wong
S, Wong I, Wong J, Mohan A, Ooi M, Fam T, Wong J, Tuanyok A, Keim P,
Giffard PM, Currie BJ. 2014. Burkholderia pseudomallei isolates from
Sarawak, Malaysian Borneo, are predominantly susceptible to aminogly-
cosides and macrolides. Antimicrob Agents Chemother 58:162–166.
https://doi.org/10.1128/AAC.01842-13.

14. Green RN, Tuffnell PG. 1968. Laboratory acquired melioidosis. Am J Med
44:599 – 605. https://doi.org/10.1016/0002-9343(68)90060-0.

15. Schlech WF, III, Turchik JB, Westlake RE, Jr, Klein GC, Band JD, Weaver RE.
1981. Laboratory-acquired infection with Pseudomonas pseudomallei
(melioidosis). N Engl J Med 305:1133–1135. https://doi.org/10.1056/
NEJM198111053051907.

16. Howe C, Miller WR. 1947. Human glanders; report of six cases. Ann Intern
Med 26:93–115. https://doi.org/10.7326/0003-4819-26-1-93.

17. Srinivasan A, Kraus CN, DeShazer D, Becker PM, Dick JD, Spacek L,
Bartlett JG, Byrne WR, Thomas DL. 2001. Glanders in a military research
microbiologist. N Engl J Med 345:256 –258. https://doi.org/10.1056/
NEJM200107263450404.

18. Barnes KB, Steward J, Thwaite JE, Lever MS, Davies CH, Armstrong SJ,
Laws TR, Roughley N, Harding SV, Atkins TP, Simpson AJ, Atkins HS.
2013. Trimethoprim/sulfamethoxazole (co-trimoxazole) prophylaxis is
effective against acute murine inhalational melioidosis and glanders. Int
J Antimicrob Agents 41:552–557. https://doi.org/10.1016/j.ijantimicag
.2013.02.007.

19. Harr T, French LE. 2010. Toxic epidermal necrolysis and Stevens-Johnson
syndrome. Orphanet J Rare Dis 5:39. https://doi.org/10.1186/1750-1172
-5-39.

20. Peacock SJ, Schweizer HP, Dance DA, Smith TL, Gee JE, Wuthiekanun V,
DeShazer D, Steinmetz I, Tan P, Currie BJ. 2008. Management of acci-
dental laboratory exposure to Burkholderia pseudomallei and B. mallei.
Emerg Infect Dis 14:e2. https://doi.org/10.3201/eid1407.071501.

21. Currie BJ, Inglis TJ, Vannier AM, Novak-Weekley SM, Ruskin J, Mascola L,
Bancroft E, Borenstein L, Harvey S, Rosenstein N, Clark TA, DMN. 2004.
Laboratory exposure to Burkholderia pseudomallei-–Los Angeles, Califor-
nia, 2003. Morbid Mortal Wkly Rep 53:988 –990. https://www.cdc.gov/
mmwr/preview/mmwrhtml/mm5342a3.htm.

22. Benoit TJ, Blaney DD, Gee JE, Elrod MG, Hoffmaster AR, Doker TJ, Bower
WA, Walke HT. 2015. Melioidosis cases and selected reports of occupa-
tional exposures to Burkholderia pseudomallei—United States,
2008 –2013. Morb Mortal Wkly Rep Surveill Summ 64(Suppl 5):S1–S9.
https://www.cdc.gov/mmwr/preview/mmwrhtml/ss6405a1.htm.

23. Currie BJ. 2015. Melioidosis: evolving concepts in epidemiology, patho-
genesis, and treatment. Semin Respir Crit Care Med 36:111–125. https://
doi.org/10.1055/s-0034-1398389.

24. Limmathurotsakul D, Wuthiekanun V, Chierakul W, Cheng AC, Maharjan
B, Chaowagul W, White NJ, Day NP, Peacock SJ. 2005. Role and signifi-
cance of quantitative urine cultures in diagnosis of melioidosis. J Clin
Microbiol 43:2274 –2276. https://doi.org/10.1128/JCM.43.5.2274-2276
.2005.

25. Cheng AC, Wuthiekanun V, Limmathurosakul D, Wongsuvan G, Day
NP, Peacock SJ. 2006. Role of selective and nonselective media for
isolation of Burkholderia pseudomallei from throat swabs of patients
with melioidosis. J Clin Microbiol 44:2316. https://doi.org/10.1128/
JCM.00231-06.

Letter to the Editor Journal of Clinical Microbiology

March 2017 Volume 55 Issue 3 jcm.asm.org 982

https://doi.org/10.5603/PiAP.2016.0012
https://doi.org/10.1515/labmed-2012-0010
https://doi.org/10.1128/AAC.01842-13
https://doi.org/10.1016/0002-9343(68)90060-0
https://doi.org/10.1056/NEJM198111053051907
https://doi.org/10.1056/NEJM198111053051907
https://doi.org/10.7326/0003-4819-26-1-93
https://doi.org/10.1056/NEJM200107263450404
https://doi.org/10.1056/NEJM200107263450404
https://doi.org/10.1016/j.ijantimicag.2013.02.007
https://doi.org/10.1016/j.ijantimicag.2013.02.007
https://doi.org/10.1186/1750-1172-5-39
https://doi.org/10.1186/1750-1172-5-39
https://doi.org/10.3201/eid1407.071501
https://www.cdc.gov/mmwr/preview/mmwrhtml/mm5342a3.htm
https://www.cdc.gov/mmwr/preview/mmwrhtml/mm5342a3.htm
https://www.cdc.gov/mmwr/preview/mmwrhtml/ss6405a1.htm
https://doi.org/10.1055/s-0034-1398389
https://doi.org/10.1055/s-0034-1398389
https://doi.org/10.1128/JCM.43.5.2274-2276.2005
https://doi.org/10.1128/JCM.43.5.2274-2276.2005
https://doi.org/10.1128/JCM.00231-06
https://doi.org/10.1128/JCM.00231-06
http://jcm.asm.org

	ACKNOWLEDGMENTS
	REFERENCES

