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Melioidosis, also called Whitmore’'s dis-
ease, is an infectious disease caused by a
soil saprophytic bacterium, that can infect
humans or animals. Sri Lanka is consid-
ered non-endemic for melioidosis but the
disease incidence shows an increasing
trend.

It mainly affects countries with tropical cli-
mates worldwide, especially in Southeast
Asia and northern Australia where it is pri-
marily seen. The greatest numbers of meli-
oidosis patients are reported in Malaysia,
Northern Australia, Singapore and Thailand
(essentially tropical areas between lati-
tudes 20 degrees north and south®). Fre-
quent reports of patients are also seen in
Cambodia, India, Sri Lanka, Indonesia,
Hong Kong, Laos, Myanmar, Southern Chi-
na, Taiwan and Vietnam. Outside of Asia
and Australia, cases have been reported in
parts of Africa and the Middle East, Brazil,
British Virgin Islands, Ecuador, El Salva-
dor, Guadeloupe, Guyana, Martinique,
Mexico, Panama, Peru, Puerto Rico, The
South Pacific, United States and the U.S.
Virgin Islands.

Sri Lanka, a tropical island nation situated
5-10° North of the equator and has similar
climatic and environmental conditions as
melioidosis endemic countries. Melioidosis
was first identified in Sri Lanka in 1927 by a
European tea broker residing in Sri Lanka®.
It was subsequently reported only in 1994,
from a lung abscess in a tourist returning to
Holland from Sri Lanka. In 2005, Burkhold-
eria pseudomallel was isolated in Sri Lanka
for the first time from specimens extracted
from a person who died from sepsis. Sub-
sequently, after identifying several more
patients infected with Burkholderia pseudo-
mallei, a portable molecular diagnostic li-
brary was acquired in Sri Lanka and pre-
liminary molecular identification of isolates
was carried out’. A study conducted in
1976 among hospital-associated patient
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lence rate of antibodies to Burkholderia
pseudomallei to be 2% and therefore con-
cluded that melioidosis was not a major
public health issue in Sri Lanka. More than
four decades later, we are now seeing in-
creased numbers of melioidosis cases,
probably due to enhanced diagnostics, but
are unaware of the true burden of the dis-
ease. Epidemiological studies/ surveillance
and sero-epidemiological testing with geno-
typing and environmental bacteriological
testing of an island-wide nature are re-
quired to establish the true burden of the
disease.

Causative agent and Transmission

The disease is caused by bacteria, which is
found in contaminated soil and water. It is
spread to humans and animals by direct
contact through inhalation of contaminated
dust or water droplets, ingestion of contam-
inated water, and ingestion of soil-
contaminated food or other contacts with
contaminated soil, especially through skin
abrasions. Human-to-human transmission
of melioidosis is very rare. Sheep, goats,
pigs, horses, cats and dogs are also sus-
ceptible to melioidosis.

With a predominantly agricultural econo-
my* and occupational, recreational and
incidental exposure (inoculation or inhala-
tion) to contaminated soil and/or water,
Srilankans are at risk of melioidosis infec-
tion.

Signs and symptoms

Melioidosis has a wide range of signs and
symptoms. It can be mistaken for other
diseases, such as tuberculosis or more
common forms of pneumonia. Melioidosis
infection usually manifests as pneumonia/
lower respiratory tract infection, although
multisystem involvement is common.
Melioidosis can be categorized as an acute
or localized infection, acute pulmonary in-
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disseminated infection. Sub-clinical infections are also
possible. The incubation period (time between exposure
and appearance of clinical symptoms) is not clearly de-
fined but may range from one day to many years; gener-
ally, symptoms appear 2—4 weeks after exposure. Alt-
hough healthy people may get melioidosis, individuals
with diabetes, liver disease, renal disease, thalassemia,
cancer, another immune-suppressing condition not relat-
ed to HIV, and those with chronic lung disease (such as
cystic fibrosis, chronic obstructive pulmonary disease
(COPD), and bronchiectasis) are at increased risk.

L] Localized Infection

This form generally presents as an ulcer, nodule, or skin
abscess and may result from inoculation through a break
in the skin and may produce fever and general muscle
aches. The infection may remain localized or may pro-
gress rapidly through the bloodstream.

L] Pulmonary Infection

This is the most common form of presentation of the dis-
ease and can produce a clinical picture of mild bronchitis
to severe pneumonia. The onset of pulmonary melioido-
sis typically is marked by a high fever, headache, ano-
rexia, and general muscle soreness. Chest pain is com-
mon, but a nonproductive or productive cough with nor-
mal sputum is the hallmark of this form of melioidosis.
Cavitary lesions may be seen on chest X-rays, like those
seen in pulmonary tuberculosis.

" Septicaemia/ Bloodstream Infection

Patients with underlying risk factors such as diabetes
and renal insufficiency are more likely to develop this
form of the disease, which usually results in septic
shock. The symptoms of bloodstream infection may in-
clude fever, headache, respiratory distress, abdominal
discomfort, joint pain, muscle tenderness, and disorien-
tation. This is typically an infection with rapid onset, and
abscesses may be found throughout the body, most no-
tably in the liver, spleen, or prostate.
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sepsis. Organs involved typically include the liver, lung,
spleen, and prostate; involvement of joints, bones, vis-
cera, lymph nodes, skin, or brain may also occur. Dis-
seminated infection may be seen in acute or chronic me-

lioidosis. Signs and symptoms, in addition to fever, may
include weight loss, stomach or chest pain, muscle or
joint pain, and headache or seizure

Diagnosis

Melioidosis is diagnosed by isolating Burkholderia pseu-
domallei from blood, urine, sputum, skin lesions, or ab-
scesses; or by detecting an antibody response to the
bacteria.

Treatment

When a melioidosis infection is diagnosed, the disease
can be treated with the use of appropriate medication.
The type of infection and the course of treatment will
impact the long-term outcome. Treatment generally
starts with intravenous antimicrobial therapy for a mini-
mum of 2 weeks (up to 8 weeks depending on the extent
of infection), followed by 3—6 months of oral antimicrobi-
al therapy.

Prevention

Contact with contaminated soil or water, in areas where
the disease is widespread, increases the risk of meli-
oidosis.

Precautionary actions to minimize the risk of exposure
include:

e Avoidance of contact with soil and standing water for
individuals with open skin wounds and those with diabe-
tes or chronic renal disease who are at increased risk for
melioidosis.

e Using personal protective equipment such as boots
when performing agricultural work to prevent infection
through the feet and lower legs.

Using standard precautions when treating patients with
melioidosis to help prevent infection.
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Table 2: Vaccine-Preventable Diseases & AFP 01st- 07th Oct 2022 (40t Week)

Number of Number of

No. of Cases by Province cases  cases o Tolalnum- pIRENS
Di ) y during during NUMDET O per of cases o ween the
isease cases to . number of
current same date i to date in
weekin  weekin  93tin 50 cases to date
w c S N E NW NC U Sab 9029 2021 2022 in 2022 & 2021
AFP* 02 00 00 01 00 00 00 00 00 03 02 63 51 23.5%
Diphtheria 00 00 00 00 00 00 00 00 00 00 00 00 00 0%
Mumps 00 00 00 02 00 00 00 00 00 02 00 72 59 22.0 %
Measles 00 01 00 00 00 00 00 00 01 02 00 19 11 72.7 %
Rubella 00 00 00 00 00 00 00 00 00 00 00 00 00 0 %
CRS** 00 00 00 00 00 00 00 00 00 00 00 00 00 0%
Tetanus 00 00 00 00 00 00 00 00 00 00 00 05 02 150 %
Neonatal Tetanus 00 00 00 00 00 00 00 00 00 00 00 00 00 0%
JapaneseEn- o g9 09 00 00 00 00 00 00 00 00 01 04 - 75 %
cephalitis
Whooping Cough 00 00 00 00 00 00 00 00 00 00 00 01 00 0 %
Tuberculosis 00 19 72 14 09 17 00 00 24 155 46 5255 3802 38.2 %

Key to Table 1 & 2

Provinces: W: Western, C: Central, S: Southern, N: North, E: East, NC: North Central, NW: North Westem, U: Uva, Sab: Sabaragamuwa.

RDHS Divisions: CB: Colombo, GM: Gampaha, KL: Kalutara, KD: Kandy, ML: Matale, NE: Nuwara Eliya, GL: Galle, HB: Hambantota, MT: Matara, JF: Jaffna,
KN: Killinochchi, MN: Mannar, VA: Vavuniya, MU: Mullaitivu, BT: Batticaloa, AM: Ampara, TR: Trincomalee, KM: Kalmunai, KR: Kurunegala, PU: Puttalam,
AP: Anuradhapura, PO: Polonnaruwa, BD: Badulla, MO: Moneragala, RP: Ratnapura, KG: Kegalle.

Data Sources:

Weekly Return of Communicable Diseases: Diphtheria, Measles, Tetanus, Neonatal Tetanus, Whooping Cough, Chickenpox, Meningitis, Mumps., Rubella, CRS,

Special Surveillance: AFP* (Acute Flaccid Paralysis ), Japanese Encephalitis

CRS** =Congenital Rubella Syndrome

NA = Not Available
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