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ABSTRACT

Melioidosis is caused by the gram-negative bacterium Burkholderia pseudomallei and has a wide range of
manifestations in many organ systems. Ocular melioidosis is a rare manifestation of Burkholderia pseudo-
mallei that commonly presents with orbital cellulitis rather than dacryoadenitis and multiple unilateral ocular
abscesses, which are uncommon. The risk of blindness in ocular melioidosis is high because this bacterium
is resistant to many antibiotics, requires a longer period of treatment with antibiotics and the diagnosis is
not always straightforward. Here we describe a different presentation of ocular melioidosis manifested with
left preseptal abscess, orbital cellulitis with abscess and dacryoadenitis in a 50-year-old man who was treat-
ed successfully with surgery and antibiotics, along with a brief review of the literature.

Keywords: Abscess, Burkholderia pseudomallei, Dacryoadenitis, Melioidosis, Ocular, Unilateral

Brunei Int Med J. 2022;18:79-83

ISSN 1560 5876 Print . . . . . T
ISSN 2079 3146 Online Online version of the journal is available at www.bimjonline.com




Brunei International Medical Journal (BIMJ)
Official Publication of
The Ministry of Health
and
Universiti Brunei Darussalam

EDITORIAL BOARD

Editor-in-Chief Ketan PANDE

Sub-Editors Vui Heng CHONG
William Chee Fui CHONG

Editorial Board Members Muhd Syafig ABDULLAH
Alice Moi Ling YONG
Ahmad Yazid ABDUL WAHAB
Jackson Chee Seng TAN
Pemasiri Upali TELISINGHE
Pengiran Khairol Asmee PENGIRAN SABTU
Dayangku Siti Nur Ashikin PENGIRAN TENGAH

INTERNATIONAL EDITORIAL BOARD MEMBERS

Lawrence HO Khek Yu (Singapore) Chuen Neng LEE (Singapore)

Wilfred PEH (Singapore) Emily Felicia Jan Ee SHEN (Singapore)
Surinderpal S BIRRING (United Kingdom) Leslie GOH (United Kingdom)

John YAP (United Kingdom) Ian BICKLE (United Kingdom)

Nazar LUQMAN (Australia) Christopher HAYWARD (Australia)

Jose F LAPENA (Philippines)

Advisor
Wilfred PEH (Singapore)

Past Editors-in-Chief
Nagamuttu RAVINDRANATHAN
Kenneth Yuh Yen KOK

Chong Vui Heng

William Chong Chee Fui

Proof reader
John WOLSTENHOLME (CfBT Brunei Darussalam)

ISSN 1560-5876 Print
ISSN 2079-3146 Online



Aim and Scope of Brunei International Medical Journal

The Brunei International Medical Journal (BIMJ]) is a six monthly peer reviewed
official publication of the Ministry of Health under the auspices of the Clinical Research
Unit, Ministry of Health, Brunei Darussalam.

The BIMJ] publishes articles ranging from original research papers, review arti-
cles, medical practice papers, special reports, audits, case reports, images of interest,
education and technical/innovation papers, editorials, commentaries and letters to the
Editor. Topics of interest include all subjects that relate to clinical practice and research
in all branches of medicine, basic and clinical including topics related to allied health
care fields. The BIM] welcomes manuscripts from contributors, but usually solicits re-
views articles and special reports. Proposals for review papers can be sent to the Man-

aging Editor directly. Please refer to the contact information of the Editorial Office.

Instruction to authors

Manuscript submissions

All manuscripts should be sent to the Managing
Editor, BIMJ, Ministry of Health, Brunei Darus-
salam; e-mail: editor-in-chief@bimjonline.com.
Subsequent correspondence between the BIMJ and
authors will, as far as possible via should be con-
ducted via email quoting the reference number.

Conditions

Submission of an article for consideration for publi-
cation implies the transfer of the copyright from the
authors to the BIMJ upon acceptance. The final
decision of acceptance rests with the Editor-in-
Chief. All accepted papers become the permanent
property of the BIM] and may not be published
elsewhere without written permission from the
BIMJ.

Ethics

Ethical considerations will be taken into account in
the assessment of papers that have experimental
investigations of human or animal subjects. Au-
thors should state clearly in the Materials and
Methods section of the manuscript that institutional
review board has approved the project. Those in-
vestigators without such review boards should en-
sure that the principles outlined in the Declaration
of Helsinki have been followed.

Manuscript categories

Original articles

These include controlled trials, interventional stud-
ies, studies of screening and diagnostic tests, out-
come studies, cost-effectiveness analyses, and
large-scale epidemiological studies. Manuscript
should include the following; introduction, materials
and methods, results and conclusion. The objective
should be stated clearly in the introduction. The
text should not exceed 2500 words and references

not more than 30.

Review articles

These are, in general, invited papers, but unsolicit-
ed reviews, if of good quality, may be considered.
Reviews are systematic critical assessments of

literature and data sources pertaining to clinical
topics, emphasising factors such as cause, diagno-
sis, prognosis, therapy, or prevention. Reviews
should be made relevant to our local setting and
preferably supported by local data. The text should
not exceed 3000 words and references not more
than 40.

Special Reports

This section usually consist of invited reports that
have significant impact on healthcare practice and
usually cover disease outbreaks, management
guidelines or policy statement paper.

Audits

Audits of relevant topics generally follow the same
format as original article and the text should not
exceed 1,500 words and references not more than
20.

Case reports

Case reports should highlight interesting rare cases
or provide good learning points. The text should not
exceed 1000 words; the number of tables, figures,
or both should not be more than two, and refer-
ences should not be more than 15.

Education section

This section includes papers (i.e. how to interpret
ECG or chest radiography) with particular aim of
broadening knowledge or serve as revision materi-
als. Papers will usually be invited but well written
paper on relevant topics may be accepted. The text
should not exceed 1500 words and should include
not more than 15 figures illustration and references



Brunei Int Med J. 2022; 18 : ii

three relevant references should be included. Only
images of high quality (at least 300dpi) will be ac-
ceptable.

Technical innovations

This section include papers looking at novel or new
techniques that have been developed or introduced
to the local setting. The text should not exceed
1000 words and should include not more than 10
figures illustration and references should not be
more than 10.

Letters to the Editor

Letters discussing a recent article published in the
BIMJ are welcome and should be sent to the Edito-
rial Office by e-mail. The text should not exceed
250 words; have no more than one figure or table,
and five references.

Criteria for manuscripts
Manuscripts submitted to the BIMJ should meet the

following criteria: the content is original; the writ-
ing is clear; the study methods are appropriate; the
data are valid; the conclusions are reasonable and
supported by the data; the information is im-
portant; and the topic has general medical interest.
Manuscripts will be accepted only if both their con-
tents and style meet the standards required by the
BIMJ.

Authorship information

Designate one corresponding author and provide a
complete address, telephone and fax numbers, and
e-mail address. The number of authors of each
paper should not be more than twelve; a greater
number requires justification. Authors may add a
publishable footnote explaining order of authorship.

Group authorship

If authorship is attributed to a group (either solely
or in addition to one or more individual authors), all
members of the group must meet the full criteria
and requirements for authorship described in the
following paragraphs. One or more authors may
take responsibility ‘for’ a group, in which case the
other group members are not authors, but may be
listed in an acknowledgement.

Authorship requirement

DISCLAIMER

sign, and the analysis and interpretation of the
data (where applicable); to have made substan-
tial contributions to the writing or revision of
the manuscript; and to have reviewed the final
version of the submitted manuscript and ap-
proved it for publication. Authors will be asked to
certify that their contribution represents valid
work and that neither the manuscript nor one
with substantially similar content under their au-
thorship has been published or is being consid-
ered for publication elsewhere, except as de-
scribed in an attachment. If requested, authors
shall provide the data on which the manuscript is
based for examination by the editors or their as-
signees.

Financial disclosure or conflict of interest

Any affiliation with or involvement in any organi-
sation or entity with a direct financial interest in
the subject matter or materials discussed in the
manuscript should be disclosed in an attachment.
Any financial or material support should be identi-
fied in the manuscript.

Copyright transfer

In consideration of the action of the BIMJ in re-
viewing and editing a submission, the author/s
will transfer, assign, or otherwise convey all cop-
yright ownership to the Clinical Research Unit,
RIPAS Hospital, Ministry of Health in the event
that such work is published by the BIMJ.

Acknowledgements

Only persons who have made substantial contri-
butions but who do not fulfill the authorship crite-
ria should be acknowledged.

Accepted manuscripts

Authors will be informed of acceptances and ac-
cepted manuscripts will be sent for copyediting.
During copyediting, there may be some changes
made to accommodate the style of journal for-
mat. Attempts will be made to ensure that the
overall meaning of the texts are not altered. Au-
thors will be informed by email of the estimated
time of publication. Authors may be requested to
provide raw data, especially those presented in
graph such as bar charts or figures so that
presentations can be constructed following the
format and style of the journal. Proofs will be
sent to authors to check for any mistakes made

All articles published, including editorials and letters, represent the opinion of the contributors and do not reflect the official
view or policy of the Clinical Research Unit, the Ministry of Health or the institutions with which the contributors are affiliated
to unless this is clearly stated. The appearance of advertisement does not necessarily constitute endorsement by the Clinical
Research Unit or Ministry of Health, Brunei Darussalam. Furthermore, the publisher cannot accept responsibility for the cor-
rectness or accuracy of the advertisers’ text and/or claim or any opinion expressed.



CASE REPORT Brunei Int Med J.2022;18:79-83

DACRYOADENITIS WITH MULTIPLE
UNILATERAL OCULAR ABSCESSES
IN DISSEMINATED MELIOIDOSIS.

SYLVES P!, SEAH RB2, CAROLINE B2, YAP JY!, SHUAIBAH AG!, HANIDA H3.

1Dpepartment of Ophthalmology, Faculty of Medicine and Health Sciences Universiti Ma-
laysia Sabah, Jalan UMS, 88400 Kota Kinabalu, Sabah, Malaysia.

’Department of Ophthalmology, Queen Elizabeth Hospital, 88586 Kota Kinabalu, Sabah,
Ministry of Health Malaysia.

30culoplastic and Reconstructive Unit, Department of Ophthalmology, Queen Elizabeth
Hospital, 88586 Kota Kinabalu, Sabah, Ministry of Health Malaysia.

ABSTRACT

Melioidosis is caused by the gram-negative bacterium Burkholderia pseudomallei and has a wide
range of manifestations in many organ systems. Ocular melioidosis is a rare manifestation of
Burkholderia pseudomallei that commonly presents with orbital cellulitis rather than dacryoadeni-
tis and multiple unilateral ocular abscesses, which are uncommon. The risk of blindness in ocular
melioidosis is high because this bacterium is resistant to many antibiotics, requires a longer peri-
od of treatment with antibiotics and the diagnosis is not always straightforward. Here we describe
a different presentation of ocular melioidosis manifested with left preseptal abscess, orbital cellu-
litis with abscess and dacryoadenitis in a 50-year-old man who was treated successfully with sur-
gery and antibiotics, along with a brief review of the literature.

Keywords: Abscess, Burkholderia pseudomallei, Dacryoadenitis, Melioidosis, Ocular,
Unilateral.

bone and ocular structures.>* Ocular manifes-
tation is rare, with prevalence estimated as

INTRODUCTION

Melioidosis is caused by a gram-negative bac-
called Burkholderia pseudomallei,
which is endemic in Southeast Asia and North-
ern Australia.? It has a wide range of mani-

0.49-1.02%.° Even though ocular melioidosis
is rare, the risk of blindness due to this infec-
tion is high and can lead to life-threatening
conditions if not treated early because the

terium

festations involving many organs, such as the
bacterium is resistant to many antibiotics.

Here we describe a different presentation of a
case of disseminated melioidosis with ocular
melioidosis manifested with left preseptal ab-

lungs, genitourinary system, skin, liver, pan-
creas, spleen, brain and joints, as well as

scess, orbital cellulitis with abscess and dacry-
oadenitis in a patient who was treated suc-
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cessfully with surgery and antibiotics, along
with a brief review of the literature.
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CASE REPORT

A 50-year-old male farmer with underlying
uncontrolled diabetes mellitus, hypertension,
dyslipidaemia, end-stage renal failure, a his-
tory of old ischemic stroke and both eyes
treated for proliferative diabetic retinopathy
presented with three weeks of left upper eye-
lid swelling. The swelling was associated with
left eye pain, redness and reduced vision. He
also had lethargy and fever, with left knee
pain and swelling. He had no double vision,
upper respiratory symptoms, ear discharge,
toothache or symptoms of increased intracra-
nial pressure. He also had no history of trau-
ma or insect bites and had not taken any im-
munosuppressive medication.

On examination, his Glasgow Coma
Scale (GCS) was 15/15. On examination of
the left eye, visual acuity (VA) was 6/24
(unaided) and intraocular pressure (IOP) was
55 mmHg. There was generalised erythema-
tous upper eyelid swelling that was non-
fluctuant and tender. The eyelid was fully
ptotic (Figure 1a). There was hypoglobus with
limited extraocular muscle movement in all
gazes. The conjunctiva was inflamed and
chemosed. However, there were no signs of
optic nerve dysfunction. Anterior segment
examination of the right eye was unremarka-
ble. Both eyes' posterior segments showed
multiple old laser marks of panretinal photo-
coagulation. Other
were unremarkable except for the left scalp

systemic examinations

and knee joint redness and swelling.

Blood investigations showed sign of

infection with elevated liver

enzymes

LY

»
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(transaminases). Viral hepatitis, retroviral
and syphilis screenings were negative. Blood
culture grew Burkholderia pseudomallei. Con-
trast-enhanced computed tomography (CECT)
of the brain, orbit and paranasal
showed left preseptal abscess, left orbital ab-
scess, left frontal lobe abscess, left scalp ab-
scess, left infratemporal abscess and left lac-

sinuses

rimal gland enlargement with small well-
defined hypodensities seen at bilateral inter-
nal capsules and left external capsule (Figure
2). Ultrasonography of the abdomen revealed
no evidence of intra-abdominal abscess. Left
knee ultrasonography showed heterogeneous

hypoechoic synovial fluid.

Initially, the patient was treated with
intravenous metronidazole and augmentin
but the condition did not improve. Blood cul-
ture grew Burkholderia pseudomallei after 48
hrs and he was diagnosed with disseminated
melioidosis with transaminitis. His antibiotics
were immediately changed to intravenous
ceftazidime (2 g od) and meropenem (2 g
bd). He was co-managed by multi-disciplinary
teams consisting of internal medicine, neuro-
surgical, otorhinolaryngology (ORL), ortho-
paedic and ophthalmology teams. Bedside
aspiration of the scalp abscess was performed
by the neurosurgical team but the left frontal
lobe and left infratemporal abscesses were
treated conservatively by the neurosurgical
and ORL teams, respectively. The left knee
underwent an arthrotomy washout performed
by the orthopaedic team. He underwent inci-
sion and drainage of the preseptal and orbital
abscesses via sub-brow anterior orbitotomy
(Figure 1b) performed by the ophalthalmolo-

Figure 1: Dacryoadenitis and ocular swelling at a: Initial assessment; b: Postoperative Day 3; c: After 6 months

of follow-up. (Click to enlarge)
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Figure 2: Contrast-enhanced computed tomography showing left preseptal (PSA), orbital (OA) and frontal lobe
(FLA) abscesses. The orbital abscess displaced the left eyeball downwards.

gy team. Pus from all the sites above (scalp,
knee and orbital) grew Burkholderia pseudo-
mallei. He was also treated with moxifloxacin
eyedrops every 4 h and with IOP-lowering
eyedrops.

For diabetic controlled throughout the
admission, he was treated with subcutaneous
insulin (Mixtard, 14/10 units bd) and his oth-
er prescribed medications included amlodi-
pine, 10 mg od; metoprolol, 25 mg bd; aspi-
rin, 150 mg od; pantoprazole, 40 mg od; and
hematinics. The intravenous ceftazidime was
continued for 8 weeks and the meropenem
for 3 weeks, along with trimethoprim/
sulfamethoxazole (80 mg/400 mg, three tab-
lets a day) for 6 months.

After completion of treatment, the
patient’s liver function test normalised. Re-
peated CECT of the brain and orbit/paranasal
sinuses showed resolved left preseptal, or-
bital, frontal lobe, scalp and infratemporal
abscesses, with normal left lacrimal gland.
His left eye swelling had resolved completely
with no more ophthalmoplegia and with a
best-corrected VA of 6/6 (Figure 1c).

DISCUSSION

The risk factors for ocular melioidosis are be-
ing male, a farmer, having diabetes mellitus
and having renal disease.® All these risk fac-
tors were present in our case, in addition to
the fact that the case occurred in an endemic
region in Sabah, Malaysia. Burkholderia pseu-
domallei can be found in soil and surface wa-
ter.® The patient may have acquired the in-
fection via direct contact with contaminated
soil or surface waters, especially through skin
abrasions that occur during farming.?

Ocular melioidosis can be localised or
part of disseminated melioidosis as was the
case represented here. Disseminated meli-
oidosis with ocular melioidosis has been re-
ported in about 56% of cases.® Ocular meli-
oidosis can be manifested as preseptal celluli-
tis, eyelid abscess, orbital cellulitis, orbital
abscess, corneal ulcer, endophthalmitis, pan-
ophthalmitis, dacryocystitis, panuveitis, sub-
retinal abscess and subconjunctival ab-
scess.>” However, the most common mani-
festation is orbital cellulitis, followed by
preseptal cellulitis, endophthalmitis, panoph-
thalmitis and panuveitis.®

Unilateral multiple ocular abscesses



are uncommon in ocular melioidosis. A case
of bilateral multiple ocular abscesses was re-
ported, manifested with bilateral orbital and
eyelid abscesses that were successfully treat-
ed with surgical drainage and antibiotics.
However, this was in a child with presumed
ocular melioidosis.® Yaisawang et al., report-
ed a case of culture-confirmed disseminated
ocular melioidosis manifested with unilateral
multiple orbital abscesses and necrotising
fasciitis, with good outcome.® However, surgi-
cal drainage of the abscesses was not needed
and the final visual outcome was not record-
ed.’

Unilateral multiple subconjunctival
abscesses can occur in ocular melioidosis but
such manifestation is also likely in other bac-
terial infections.” In our case, the abscesses
was present in two different compartments
(preseptal and orbital) of the eye were signifi-
cant enough to need surgical drainage, which
is unlikely to be the case in other bacterial
infections. Knowledge of this manifestation
will help ophthalmologists to prepare for meli-
oidosis in those cases where there is no re-
sponse to the standard antibiotic treatment.

Lacrimal gland involvement in meli-
oidosis has been reported in the paediatric
population in Sarawak, Malaysia.® However,
this article needs to be interpreted cautiously
because the authors described the lacrimal
gland involvement as an inflamed tender
swelling at the medial aspect of the lower
eyelid, which refers more to dacryocystitis
than dacryoadenitis. In our case, the left lac-
rimal gland was enlarged, as seen from the
CECT, and this normalised after completion of
treatment, suggesting lacrimal gland involve-
ment in disseminated melioidosis.

A retrospective study conducted by
Yaisawang et al. reported that about 73% of
ocular melioidosis patients presented with
significant visual impairment or blindness.®
Even with adequate surgical intervention,

SYLVES et al. Brunei Int Med J. 2022,18:82

64% and 14% ended up legally blind and
with enucleation, respectively.® This indicates
that aggressive intervention is crucial in pre-
serving the vision and saving the eye without
undue delay. In our case, the plan for early
surgical intervention was very important in
relieving the high IOP, which can lead to
blindness from irreversible glaucomatous op-
tic neuropathy. After treatment with IOP-
lowering agents, prolonged systemic antibiot-
ics and surgical intervention, the visual and
cosmetic outcomes were good.

CONCLUSION

In conclusion, ocular melioidosis with multiple
unilateral abscesses and dacryoadenitis is
uncommon and can present as part of dis-
seminated melioidosis, which carries a high
risk of blindness and can even lead to mortal-
ity. The diagnosis is not always straightfor-
ward, which delays treatment and further
worsens the prognosis. However, it is cura-
ble, with good outcomes following the appro-
priate surgical intervention and antibiotic
treatment. Ophthalmologists need to be
aware of the different ocular manifestations
so that the appropriate treatment can be
commenced without undue delay.
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