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A B S T R A C T

Melioidosis is a tropical infectious disease that ranks as northeastern Thailand's third most com-
mon infectious cause of death. The manifestations of melioidosis vary depending on the organs
involved and often resemble malignancy and tuberculosis.

We present a case of an atypical melioidosis presentation in a patient with low-grade fever
and facial swelling without any risk factors. Chest CT revealed a 3.3-cm heterogeneous enhancing
right lower paratracheal lymph nodes with thrombosis of the superior vena cava and azygos vein.
Endobronchial ultrasound-guided transbronchial needle aspiration of lymph node was per-
formed, and Burkholderia pseudomallei was identified through lymph node culture. The patient
underwent a three-week intravenous course of ceftazidime and a 12-week oral course of
trimethoprim-sulfamethoxazole. Oral anticoagulation was also administered. Follow-up com-
puted tomography of the thorax after completion of treatment revealed no residual lym-
phadenopathy and thrombosis.

1. Introduction
Melioidosis is a tropical infectious disease characterized by a wide range of clinical manifestations and varying disease severity.

The disease is most prevalent in Southeast Asia, particularly in northeastern Thailand, northern Australia, and India. It is caused by an
infection with Burkholderia pseudomallei. Melioidosis primarily affects individuals with impaired neutrophil function, such as poorly
controlled diabetes, chronic alcohol use, or chronic renal disease. However, it can also occur in patients without any significant risk
factors.

The pulmonary system is the most commonly affected site of infection. The spectrum of human disease can vary from localized
presentations with no systemic manifestations to severe septicemia and multiorgan dysfunction syndrome, depending on the different
stages of melioidosis. Radiographic investigations commonly reveal nodular, alveolar, or mixed pulmonary consolidations with or
without cavities, predominantly in the upper lobes. In rare cases, mediastinal involvement of melioidosis may be observed, particu-
larly in conjunction with superior vena cava (SVC) thrombosis.

This report presents an extraordinary manifestation of melioidosis in a non-diabetic patient characterized by mediastinal lym-
phadenopathy, superior vena cava (SVC), and azygos vein thrombosis.
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2. Case presentation and clinical course
A man in his 60s, without significant comorbidities, presented to the outpatient department with a 4-week history of low-grade

fever and facial swelling, raising suspicion of superior vena cava (SVC) obstruction. He denied experiencing any symptoms of dysp-
nea, weight loss, hemoptysis, or other constitutional symptoms. However, he did have a 30-pack-year history of smoking. The patien-
t's history and physical examination were unremarkable except for facial swelling.

A chest radiograph demonstrated the widening of the right paratracheal stripe. A thorax computed tomography (CT) revealed a
3.3-cm heterogenous enhancing lymph node at the right paratracheal region. An intraluminal filling defect was detected in the SVC
and azygos vein, consistent with thrombosis. There was neither osteolytic nor osteoblastic lesion.

For diagnostic purposes, an endobronchial ultrasound-guided transbronchial needle aspiration (EBUS-TBNA) was performed on
the right paratracheal and subcarinal lymph nodes (Fig. 1). During the EBUS-TBNA procedure, ultrasound imaging displayed hetero-
geneous and well-demarcated lymph nodes, resembling malignant lymph nodes. However, the pathological examination of the lymph
nodes revealed necrotic material without any signs of malignancy or granuloma formation. Bacterial culture of the lymph node aspi-
ration yielded Burkholderia pseudomallei. Polymerase chain reaction testing for tuberculosis (TB) and mycobacterial culture from the
lymph node aspiration yielded negative results. Other laboratory findings included a negative anti-HIV test, a normal hemoglobin
A1C level, and normal liver function test results. Additionally, the blood culture showed negative results as well.

The patient underwent simultaneous treatment for mediastinal melioidosis and superior vena cava (SVC) thrombosis. Intravenous
ceftazidime was administered for a duration of 3 weeks during the initial intensive phase, followed by a 12-week course of oral
trimethoprim-sulfamethoxazole. After completing the full course of medication, a CT scan of the thorax showed significant improve-
ment with near resolution of the lymph node in the right paratracheal region (Fig. 2) and complete resolution of the SVC and azygos
vein thrombosis (Fig. 3).

3. Discussion
First recognized in 1911, melioidosis is a tropical infectious disease caused by Burkholderia pseudomallei, a gram-negative, non-

spore-forming facultative anaerobic bacillus. The disease is highly endemic in Southeast Asia, particularly in northeastern Thailand,
northern Australia, and India [1,2]. Although theoretically curable and preventable, melioidosis carries a high mortality rate of up to
40 % [3]. In Thailand, this organism is commonly found in soil and pooled surface water, such as rice paddies [4]. Burkholderia
pseudomallei can thrive in harsh conditions, including distilled water, nutrient-depleted soil, and desert environments. The primary

Fig. 1. (A and B) The endobronchial ultrasound-guided transbronchial needle aspiration (EBUS-TBNA) was conducted on the right paratracheal and subcarinal lymph
nodes due to a high risk of malignancy.

Fig. 2. (A and B) Figure A showed a 3.3-cm heterogenous enhancing mediastinal lymph node at the right paratracheal region. Figure B demonstrated complete resolu-
tion of right paratracheal lymphadenopathy after treatment.
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Fig. 3. (A and B) Figure A revealed intraluminal filling defect in the SVC and azygos vein, resulting in thrombosis on a chest CT scan. Figure B demonstrated com-
plete resolution of SVC thrombosis after complete treatment with standard antibacterial regimen along with anticoagulation.

routes of human infection are through broken skin, inhalation, and ingestion. Certain environmental factors, such as rice farming, are
known to increase the risk of exposure [1].

The clinical presentations, disease severity, morbidity, and mortality of melioidosis are influenced by factors such as the bacterial
load at the time of exposure, route of infection, virulence strain, and individual risk factors [5]. In northeastern Thailand, melioidosis
ranks as the third leading infectious cause of death, following HIV and tuberculosis [6]. Poorly controlled diabetes, chronic alcohol
use, and chronic renal disease are known risk factors predisposing individuals to melioidosis, as they affect the function of innate im-
munity, particularly neutrophil function [1,5–8]. Prolonged corticosteroid uses and immunosuppressive agents also increase the risk
of melioidosis [4]. Diabetes mellitus, after adjusting for other factors, carries a 12-fold increased risk of infection. However, approxi-
mately 20 % of adult patients with melioidosis do not have any recognized risk factors [9,10]. Melioidosis can occur despite the ab-
sence of significant risk factors, likely attributable to a high bacterial load [1,6]. As observed in our case, the patient presented with
melioidosis without any identifiable risk factors.

The spectrum of human disease in melioidosis varies, ranging from localized manifestations at bacterial entry sites with no sys-
temic symptoms to severe septicemia and multiorgan dysfunction syndrome [1,3,9,11]. There are four distinct stages of melioidosis
presentation. The acute form can rapidly manifest as acute septicemia or pneumonia. Secondly, the subacute type presents with pro-
longed low-grade fever, pleuritic chest pain, weight loss, and cough persisting for weeks to months. Thirdly, the chronic form may in-
volve extrapulmonary manifestations or present as a chronic pulmonary condition. Lastly, the subclinical form may exhibit minimal
or no symptoms and can be detected through abnormal chest radiography or serological testing [2,10,12]. Pulmonary involvement is
the most common manifestation of melioidosis and can occur as the initial presentation [2,4,13]. Referred to as the “great mimicker,”
the acute form of pulmonary melioidosis can resemble community-acquired bacterial pneumonia. Its chronic form can mimic malig-
nancy or pulmonary tuberculosis [6,13–15]. Our patient was suspected of having a subacute to a chronic form of melioidosis based on
the slow progression and mild symptoms, even though chronic disease is less commonly observed [13].

Radiologic findings in melioidosis commonly show nodular, alveolar, or mixed consolidation patterns, with or without cavities,
particularly in the upper lobes. Pleural effusion, pericardial involvement, and multi-lobar lesions may also be observed [2,6]. How-
ever, mediastinal lymphadenopathy is an uncommon feature of melioidosis [2,6,16–18]. Several case reports have described melioi-
dosis with mediastinal lymphadenopathy, which can present as necrotic nodes and may be mistaken for tuberculosis or malignancy,
posing a diagnostic challenge [11,15,19–24]. Initial blood cultures can yield negative results in cases of mediastinal melioidosis, simi-
lar to our case [19–21]. Most instances of mediastinal melioidosis occur in a chronic form [20–23], as observed in our case, although
some studies have reported cases with an acute onset [15].

In addition to mediastinal involvement, superior vena cava (SVC) thrombosis in melioidosis is uncommon. Our patient presented
with facial swelling, raising suspicion of SVC obstruction. The initial chest CT scan revealed a mediastinal mass in the right paratra-
cheal region, accompanied by SVC and azygos vein thrombosis, likely resulting from perilesional inflammation. Some studies have
described melioidosis as a rare benign cause of SVC obstruction due to mediastinal fibrosis or compression from nearby lymph nodes
[25]. SVC thrombosis associated with mediastinal melioidosis has shown a good response to anticoagulant and antimicrobial treat-
ment. Only one reported mediastinal melioidosis with SVC thrombosis [25]. Thus, our case demonstrates an extraordinary manifesta-
tion of melioidosis with mediastinal involvement and SVC thrombosis. Notably, the recent advances in endobronchial ultrasound-
guided transbronchial needle aspiration (EBUS-TBNA) played a crucial role in achieving a less invasive diagnosis. In an endemic area
for melioidosis, sending specimens obtained from transbronchial needle aspirations for bacterial culture is essential to identify Burk-
holderia pseudomallei.

Our patient received the standard antibiotic therapy for melioidosis, starting with a 3-week course of ceftazidime as part of the in-
tensive phase. Previous studies have demonstrated favorable responses to ceftazidime in cases of mediastinal melioidosis [15,21].
Following ceftazidime, a 12-week course of trimethoprim-sulfamethoxazole was administered during the eradication phase, which is
strongly supported by research [7]. Additionally, anticoagulant treatment was initiated in the initial phase to address SVC thrombosis
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and continued for 3 months. The follow-up chest CT scan after completion of treatment revealed complete resolution of the mediasti-
nal lymphadenopathy and no evidence of SVC thrombosis.

4. Conclusion
• We reported a rare presentation of melioidosis as mediastinal and SVC thrombosis in a patient with no known risk factor.
• Given its variable presentations, melioidosis always needs to be in the differential diagnosis along with tuberculosis and

malignancy in the endemic area especially in patients with mediastinal lymphadenopathy.
• The hemocultures can be nonbeneficial in this presentation.
• EBUS-TBNA with lymph node culture can make an accurate diagnosis and assure immediate treatment.
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