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A 42-year-old Malay man presented with cough 
productive of yellowish sputum, hoarseness and 
intermittent daily fever associated with chills and 
rigours for 3 weeks. Apart from previous pulmo-
nary TB in 1994 for which treatment was complete, 
there were no other comorbidities. The patient 
was an active cigarette smoker of 20 pack-years, 
and worked as an outdoor project coordinator 
frequently in contact with soil during field surveys 

in gardens. Chest radiograph showed right peri-
hilar consolidation (figure 1A). CT thorax showed 
mass-like consolidation of the right upper lobe with 
extensive mediastinal lymphadenopathy (figure 1B). 
White cell count was 8.8 (range 3.4–11.0×109/L) 
with neutrophilia 72.2%; blood, sputum and urine 
for bacterial cultures, as well as sputum for acid fast 
bacilli smears and TB PCR assay, were negative. 
Random blood sugar level was 23.0 mmol/L (range 

Figure 1 (A) Chest radiograph showing right perihilar consolidation. (B) CT thorax, axial view, showing consolidation 
of the right upper lobe and mediastinal lymphadenopathy (white arrow). (C) Histology of vocal fold biopsy showing 
superficial squamous mucosa (asterisk) demonstrating reactive changes with ulceration and fibrinous exudate (black 
arrow) without granulomatous lesions (H&E, 200x).

 on M
ay 22, 2023 by guest. P

rotected by copyright.
http://thorax.bm

j.com
/

T
horax: first published as 10.1136/thoraxjnl-2017-211046 on 26 January 2018. D

ow
nloaded from

 

https://www.brit-thoracic.org.uk
http://thorax.bmj.com
http://crossmark.crossref.org/dialog/?doi=10.1136/thoraxjnl-2017-211046&domain=pdf&date_stamp=2018-06-12
http://thorax.bmj.com/


694 Ng CL, et al. Thorax 2018;73:693–694. doi:10.1136/thoraxjnl-2017-211046

Chest clinic

Ch
es

t 
cl

in
ic

4.0–7.8 mmol/L) and glycated haemoglobin level was 12.1%. 
Bronchoscopy showed mobile vocal folds, ulcers affecting the 
false and anterior third of true vocal folds with whitish nodules 
that extended to the subglottis and upper trachea (figure 2A–C). 
From bronchoalveolar lavage specimen, Burkholderia pseudo-
mallei, sensitive to ceftazidime, co-trimoxazole, doxycycline and 
imipenem, was isolated. Laryngoscopy and biopsy of left vocal 
fold lesions revealed superficial squamous mucosal ulceration 
with reactive epithelial changes without dysplasia, malignancy or 
granulomatous inflammation (figure 1C). The patient received 
intravenous ceftazidime for 6 weeks, followed by oral co-trimox-
azole for 6 months. Good diabetic control was achieved with 
dietary adjustment and oral metformin. The patient experienced 
radiological resolution as well as voice recovery after 3 months 
of therapy. Repeat endoscopy at the end of treatment showed 
normal larynx (figure 2D). There was no relapse of symptoms at 
1 year of follow-up.

Melioidosis is an infectious disease caused by B. pseudomallei. 
Pneumonia, genitourinary infections and skin and soft-tissue 
abscesses are common manifestations in adults.1 Infection arises 
from direct inoculation from skin contact with soil followed by 
haematogenous spread or inhalation. In our patient, laryngeal 
involvement from contiguous spread was the most likely mech-
anism as there were superficial ulcerations over the anterior 
third of the true vocal fold and medial edges of the false vocal 
folds, which represented sites of epithelial trauma during vocal 
fold adduction. This process may be akin to laryngeal TB where 
expectoration of bacilli-laden endobronchial secretions leads to 
direct invasion of chronically irritated laryngeal mucosa.2 Thus, 
epithelial trauma could explain for the ulcers observed over the 
vocal folds but not of the upper trachea. Histology of melioidosis 
is non-specific3 and biopsy of vocal cord lesions showed ulcer-
ation of the squamous mucosa with fibrinopurulent exudates. 
We describe the first reported case of laryngeal melioidosis in a 
patient with pulmonary infection and type 2 diabetes mellitus. 
Early recognition and appropriate antibiotic therapy against B. 
pseudomallei leads to complete resolution of laryngeal lesions 
and good recovery of function.
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Figure 2 Progression of laryngeal infective ulcers. (A, B) Day 2 of 
admission. Bronchoscopic image of larynx showing nodules over both 
false folds; purulent secretions from right upper lobe on bronchoscopy. 
(C) Day 5 of admission. Prominent ulcers over both false vocal folds 
and anterior third of both true vocal folds. (D) Five months since date of 
admission, having completed 6 weeks of intravenous ceftazidime and 
12 weeks of oral co-trimoxazole. Ulcers completely resolved with no 
residual scarring.
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