Before starting reading you must be aware that I'm a bioinformatician so I do not know correct medical terms, I have used “google translate” to translate them and left some acronyms as they were in the original papers so perhaps they are not in the correct english form.

For Some paragraphs, all of them in the introduction, instead of translating them in full, I just report only what are they talking about (eg: “Recommended treatment” instead of actually describing it) this cases  have always a reference so I guessed that they took the information from that reference. These kind of sentences are highlighted in yellow

Melioidosis importada desde Colombia a Espana

Melioidosis imported from Colombia to Spain

Guzmán-Gómez L, et al. Melioidosis importada desde Colombia a Espana. Enferm Infecc Microbiol Clin. 2014.

http://dx.doi.org/10.1016/j.eimc.2014.06.003
Sumary:

Breve introduction to Melioidosis [1-3].

In last decades epidemiology has changed. It has ben confirmed cases in Suth America, Caribean and Africa [2].  

Description of clinical manifestations [1,3,4,5].

This is the case of a 28 years old man, born in Spain, without any pathogenic antecedent nor any risk factor of interest. It was attended in the hospital in August 2005 with 7 days with fever up to 40ºC, malaise, sore throat, painful submandibular lymphadenopathy. Symptoms started 2 weeks after he came back from a 4 week touristic trip through Colombian jungle. He was treated with azitromicine, 500mg/24h orally, for 3 days. It showed no improvement, so he returns to the hospital, was hospitalized and developed intense pain and swelling in the right ankle. Lab tests reveled a leukocyte count of 11300/mm3, a reactive protein C of 14,50 mg/dl, a VSG of 71mm/h and serology of VIH, VHB, VHC negative. Hepatic tests were altered (AST, 124 UI/l; ALT, 300 UI/l, ALP, 381 UI/l). X-ray do not showed any relevant data, but sonogram reveled an effusion. NMR (fig1) showed signs of astragalus osteomyelitis. A puncture – aspiration with “thin needle” and a surgical debridement was done. Injury biopsy was reported as nontuberculous granulomatous osteomyelitis. The patient received empiric treatment with vancomicine 20mg/kg/12h i.v. And ceftriaxona 1 g/24h i.v.

Before starting the treatment a sample of the purulent synovial fluid was sent to the microbiology lab. Gram stain and liquid culture was negative. Also blod cultures were performed, being also negative. A second sample of the synovial fluid was inoculated in blood cultures and processed through a continuous monitoring system (BD BAC-TEL 9240) resulting positive at 48h of incubation. It was grown in agar-blood and MacConkey at 35+/- 2ºC in a 5% CO2 enriched atmosphere for 24h. Growth of oxidase positive colonies was observed, being wrinkled for a prolonged incubation(fig. 2). Gram staining showed presence of gramnegative microorganisms with bipolar strain and rounded extremes with bar (NT: stick?) shape. The microorganism was identified by Microscan WalkAway (Dade Behring, Scramento California) as Burkholderia spp, and by API 20 NE (bioMerieux, Marcy l'Etolile, France) as B. pseudomallei (ID 1.156.576 with 99.9% of certainty). This last one was confirmed by sequencing of the 16S rRNA and comparing against Genbank (99% similarity with deposited sequences of B.pseudomallei). Sensibility testes were also made through Microscan WalkAway system being sensible to Ceftazidime (CMI<= 1 g/ml), ciprofloxacinate (CMI = 1 g/ml), amoxiciline-clavulanic (CMI = 2 g/ml), piperacilina-tazobactam (CMI <= 16 g/ml), imi-penem (CMI <= 2 g/ml) and meropenem (CMI <= 2 µg/ml), but  resistant to gentamicine (CMI > 8 mg/ml), amikacine (CMI > 8 mg/ml) and colistine (CMI > 4 g/ml).

With those results the patient was treated with ceftazidime 2g/8h i.v. For 4 weeks, following 14 weeks  of amoxiciline-clavulanic 500/125mg every 8h, orally, plus surgical debridement and posterior articulation rehabilitation, showing a clear clinic improvement. Thw patient was followed in consultation for several months, until a year later of the episode, not showing any recurrent effects or  symptoms attributable to the melioidosis.

B.pseudomallei is infrequent as cause of infection in Spain [6,7] so doctors must be aware of this pathogen. In this case the patient traveled to Colombia in July where there is no evidence of isolation of B.pseudomallei, but there are cases verbally reported [3,8], although, currently, there are no published cases (pubmed search for “melioidosis Colombia” “Burkholderia pseudomallei Colombia)

Melioidosis diagnostic can be very difficult due to the low level of suspicion. Microbiologist must be suspicious when isolating gramnegative bacilus, oxidase positive, with bipolar stain and bar shaped rounded extremes, with an unusual pattern of antimicrobial sensibility (amoxicilline-clavulanique sensible and aminoglycosides and polymyxines resistant ) with phenotypic characteristics like wrinkled  pink colonies in a prolonged MacConkey culture [1,3]. Identification confirmation should be made with molecular techniques [9].

Some automatic systems (MicroScan Walkaway or Vitek 2) incorrectly identified B. psuedomallei as B. cepacia, API 20NE system is, apparently, very reliable identifying this microorganism[11]

Here describes current methods of identification (MALDITOF) and suggests improvement in in databases [12].

Recommended treatment [13]

Melioidosis can be reactivated years after the primary infection, in 10% of the cases there are relapses after some months which can become chronic diseases and potentially deadly [3,14]. The patient received 18 weeks of treatment and showed a total recovery without recurrences until his last evaluation (18 weeks after the infectious episode).

At the end, the importance of including the suspicious of melioidosis in the differential diagnostic in  septic arthritis in patients that have traveled to areas where sporadic cases have been reported is justified.

Melioidosis: ¿una enfermedad esporádica o emergente en Colombia?

Melioidosis: A sporadic or an emerging disease in Colombia?

Nasner-Posso KM, et al. Melioidosis: ¿una enfermedad esporádica o emergente en Colombia? Enferm Infecc

Microbiol Clin. 2014. http://dx.doi.org/10.1016/j.eimc.2014.10.013
Sumary:

After reading the previously sumarized paper [1] they want to complement some data regarding the epidemiology of melioidosis in Colombia, as well as its impact in public health and travel medicine.

Breve description of Melioidosis and its areas of influence, [2,3,4]. In Latinoamerica, in Ecuador, Brasil, Panamá, El Salvador, Venezuela and Colombia sporadic cases have been reported [3,5] It is of great importance to consider that studies indicate that most expositions to B.pseudomallei do not generate an active infection. It is being studied  the theory that the exposed people generate a latent bacterial focus and remain in risk of developing an active phase. According to this, cases where people developed the disease several years after exposition, have been reported [2,3].

In the recently reported case (TN: Spanish case) it is interesting that comes from Colombia. After search in different databases, until september 2014, 10 cases have been reported in Colombia with isolation B.psuedomallei, 7 of them correspond to an study in Antioquia (fig 1) in 2011, of them 4 presented bacteremic forms with shock and pulmonar compromise (NT: original: “compromiso pulmonar”) and two of them die. In this report there are also non bacteremic forms with compromise osteoarticular (NT: compromiso osteoarticular), genitourinary tract and abdominal compromise. All of them with important comorbidities and resident in warm and moist areas[6]. In 2009 it was reported in a 22 years old soldier from Tolemaida, Tolima (fig1) with multilobar pneumonia, arthritis of the right elbow and ipsilateral tibia osteomyelitis with growth of B.pseudomallei in culture from drainage and blood cultures [7]. In 2013 the case of a 36 years old farmer (please see NT1 at the end) from Cordoba with chronic pneumonia with culture of B.pseudomallei was notified[8]. With the case of Guzmán-Gómez et al. there is a total of 10 cases originated in Colombia.

In front of this case and what has been reported until now, it is difficult to consider that Colombia should be classified as melioidosis endemic country. However it is important to review carefully the reported cases, not reported by Guzmán-Gómez et al[1], exhaustively, because they only checked Pubmed. Moreover the low specificity in the origin of the case “Colombian jungle”, which could correspond, actually, with the Amazon region of the country (fig1), 41% of the national territory, including the departments of Amazonas, Caquetá, Guainía,

 Guaviare, Meta, Putumayo, Vaupés y Vichada

. We agree that Colombia is a country with great jungle wealth which is distributed in different thermal floors and that B. pseudomallei is presented mostly in wetlands, primarily in regions with monsoon rains and with water and mud exposition, particularly in flooded rice fields, whereby this region, from where no cases have been previously reported, would be compatible with melioidosis ecology, but the specificity of the town and / or the department of exposition is of great importance in order to be more precise in the future and identify risk areas. This can help to prioritize environmental sampling studies in search for B. pseudomallei isolates in these areas, as well as seroepidemiological studies[9]

This paper allowed us to discuss about  melioidosis epidemiology in Colombia, perhaps its presentation in the national territory has been underestimated, which makes, at the same time, evident the need to implement specific diagnostic tools which allow a correct diagnostic of the disease and rise the level of knowledge by the health personnel and take into account the recent clinical criteria to define melioidosis[10].

To conclude, in front of the review there is the restlessness if Colombia is a country with sporadic cases of melioidosis or if this is an emergent disease or even more, an endemic disease. For this it is necessary to implement measures which  bring a correct diagnostic of  melioidosis taking it into acount as a differential diagnostic in front of the presence of typical symptomatology and carry on adequate diagnostic process  in which is necessary to include isolation and serotyping in order to confirm its presence and take the necessary measures in the benefit of public health, infectology and travel medicine.

NT1: the word used in the original document is “agricultor” which all dictionaries translate as “farmer” however the english definition of farmer is “person who operates a farm” and an “agricultor” is translated in spanish as “person who plows and grows the land”. For the same definition as english, spanish uses the word “Grangero”. As can be seen, the spanish definition of the used word “agricultor” does not involve a farm, nor the presence of living close to animals. I believe this distinction could be important here.

