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COMMENT LETTERS

(1) and our study does not support the notion that 
P. falciparum infections elicit functional humoral re-
sponses against COVID-19.
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To the Editor: We read with great interest the ar-
ticle by Lima et al. (1), in which the authors have dis-
cussed 20 confirmed or suspected melioidosis cases 
in children over a period of 30 years, concluding that 
childhood melioidosis is more severe in Brazil. This 
conclusion seems far-fetched based on findings de-
scribed in the article, although the authors state that 
the high death rate and clinical severity might have 
been attributed to underreporting of mild cases,

Melioidosis is not a notifiable disease in India. 
Even so, from a single tertiary-care teaching hospital 
at Odisha, we have reported >100 cases of culture-
confirmed cases during 2016–2021 (2–4), of which 
10 cases were in the pediatric population (8 cases of 
superficial pyogenic infections in otherwise healthy 
children and 2 cases of septicemic melioidosis). All 
case-patients survived, except 1 case of septicemic 
melioidosis in an 11-year-old systemic lupus erythe-
matosus patient who died despite adequate intensive 
therapy. The second septicemic case was a 3-year-old 
girl with underlying acute lymphoblastic leukemia; 
she was treated with intravenous meropenem for 10 
days and was discharged with a regimen of oral cotri-
moxazole for 12 weeks.

Clinical severity of melioidosis is predominantly 
a function of host immunity (5). At a more pragmatic 
level, we would like to emphasize that, in melioido-
sis-endemic regions, most immunocompetent chil-
dren with melioidosis experience localized infections 
and have better clinical outcomes, whereas in chil-
dren with risk factors such as immunosuppression 
and childhood malignancies, the clinical course may 
be sudden and severe. In our view, frequent environ-
mental exposures may not entirely explain the sever-
ity of childhood melioidosis. Lima et al. should have 
provided additional evidence to support their conclu-
sion that childhood melioidosis is more severe in the 
population in Brazil.
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In Response: We would like to respectfully clar-
ify a few points in the comments by Behera et al. (1). 
We did not conclude that the severity of melioidosis 
in children in Brazil is greater than in other coun-
tries; we discussed it as a possibility (2). We also 
discussed that mild to moderate cases are the most 
prevalent forms in children and that they are under-
diagnosed. However, it is possible that the severity 
of childhood melioidosis in Brazil may be like that 

in other melioidosis-endemic countries. By empha-
sizing disease severity, we aimed to draw attention 
to the detection of melioidosis in children, which 
can result in high death rates (3). Because the severe 
cases in our study occurred in healthy children, we 
did not discuss host immunity; this fact does not in-
validate the role of immunity in melioidosis patho-
physiology. Our objective was the same as that of 
Wiersinga et al. (4).

We described the intense environmental expo-
sure of this age group in our region and recognized 
the importance of the environment to melioidosis 
epidemiology. We do not claim that exposure is the 
only explanation for disease severity, nor that it is a 
direct cause of severity. Furthermore, we acknowl-
edge that human behavior and habits vary in differ-
ent regions of the world; for example, tropical areas 
in which children play outdoors have a higher risk 
for melioidosis. Currie et al. have recommended ad-
ditional studies (5).

We observed diverse genetic, cultural, and eco-
nomic factors in the countries where melioidosis is 
found, whether it is well recognized or not. All of 
these factors could influence the distribution and 
severity of the disease (6). At this time, we believe a 
descriptive study can draw attention to melioidosis 
in tropical regions, such as Brazil and Latin Ameri-
can countries. The goal is to improve detection 
and reduce deaths from melioidosis in all parts of  
the world.
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