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Hemophagocytic syndrome secondary to brucellosis: one case report and
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Abstract: Objective To understand the clinical characteristics of hemophagocytic syndrome secondary to brucellosis.
Methods The clinical manifestations, laboratory results, treatment and outcome in a patient with hemophagocytic syndrome
secondary to brucellosis were reviewed. Meanwhile, CNKI, Wanfang, VIP, and PubMed databases were searched with “brucella and
hemophagocytic syndrome” “hemophagocytic lymphohistiocytosis” as the search terms to retrieve the case reports which published
from 2000 to 2020. The clinical data of patients with hemophagocytic syndrome secondary to brucellosis were summarized and
discussed. Results The 59-year-old female patient developed recurrent diarrhea, fever, and hyperhidrosis. The hematological tests
showed pancytopenia. Bone marrow smear showed hemophagocytic cells, Brucella melitensis was cultured and identified from
blood. The patient improved after anti-brucellosis treatment. She was finally diagnosed with hemophagocytic syndrome secondary
to brucellosis. Six additional reports in Chinese and 7 in English were retrieved. A total of 18 patients (14 males, 4 females, 2.5 to
73 years of age) were analyzed. Fever and/or chills, fatigue, gastrointestinal symptoms, liver/spleen/lymph node enlargement were

the main manifestations. The diagnosis was confirmed in 16 cases and clinically supported in 2 cases. Seven patients were treated

with drugs targeting both brucellosis and hemophagocytic
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of brucellosis may be atypical in some patients, who may
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in most cases of hemophagocytic syndrome secondary to brucellosis after comprehensive treatment, including anti-brucellosis and/or

immunomodulation.
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Table 1 Summary of 18 cases of hemophagocytic syndrome secondary to brucellosis
.. . . Underlying Treatment
Reference Age/years Sex Clinical manifestation . Outcome
disease Brucellosis Hemophagocytic syndrome
1 40 M Fever, headache, cough, None NA NA Improved
chest tightness, weight
loss, abdominal discomfort,
splenomegaly
P 13 M Fever, right hip joint pain, None NA NA Improved
nausea, vomiting, weight
loss, lymphadenectasis,
hepatosplenomegaly
3 2.5 M Fever, splenomegaly None  Cotrimoxazole, rifampicin NA Improved
49 14 M Fever, splenomegaly None  Minocycline 200 mg/d, NA Recovered
rifampicin 450 mg/d
52 20 F Fever, nausea, vomiting, Nerve  Minocycline, rifampicin, NA Recovered
abdominal distention deafness levofloxacin
6" 50 M Fever, abdominal pain, Gastric  Doxycycline 200 mg/d, Dexamethasone 10 mg, IV Improved
splenomegaly ulcer  rifampicin 0.6 g/d, gentamycin
240 mg/d, levofloxacin 0.5 g/d
7" 8 M Fever, abdominal pain, None  Rifampicin 15 mgekg'sd”, NA Recovered
fatigue, sweating, trimethoprim-sulfamethoxazole
hepatosplenomegaly 10 mgekg'ed”
g¥ 4 M Fever, chills, fatigue None  Rifampicin 10 mgekg'sd”, Immunoglobulin Recovered
trimethoprim-sulfamethoxazole 1 gekg'sd”, IV, 2d
50 mgekg'+d”, and gentamicin,
doxycycline on day 4
9&! 16 M Fever, chills, fatigue, None  Rifampicin 0.6 g/d, doxycycline Immunoglobulin Recovered
splenomegaly 200 mg/d 1 gekg'ed’, IV, 2d
10" 8 M Fever, fatigue, sweating, None  Doxycycline, rifampicin Immunoglobulin Recovered
abdominal pain, 1 gekg'ed’, IV, 2d
hepatosplenomegaly
i 11 M Fever, loss of appetite, None  Doxycycline 200 mg/d, NA Recovered
headache, lymphadenectasis, 6 weeks, gentamycin
hepatosplenomegaly 5 mgekg'ed”, IV, 2 weeks
12 16 F Fever, weight loss, None  Rifampicin 0.6 g/d, doxycycline Immunoglobulin Recovered
arthralgia, loss of appetite, 200 mg/d, 6 weeks 400 mgekg'ed”’, 1V,
fatigue, splenomegaly 1 d, dexamethasone
10mgem™sd”, 2 weeks,
reduced by 50% weekly,
discontinued at end of 6 weeks
131 73 M Fever, loss of appetite, back None  Doxycycline 200 mg/d, NA NA
pain, hepatosplenomegaly rifampicin 0.6 g/d
1413 54 M Fever, fatigue, abdominal ~ Hepatitis B Rifampicin, streptomycin Glucocorticoid Recovered
distention, jaundice,
lymphadenectasis,
hepatosplenomegaly
s 44 M Fever, loss of appetite, Hepatitis B Doxycycline, rifampicin, Dexamethasone Recovered
fatigue, cough, levofloxacin 0.4 g, IV Smg/d, 5d
splenomegaly
161 54 F Fever, headache, chills, None  Doxycycline 200 mg/d, NA ‘Worsen

fatigue, insanity, dizzy,

splenomegaly

rifampicin 0.6 g/d
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®1(%)
Table 1 ( continued )
.. . . Underlying Treatment
Reference Age/years Sex Clinical manifestation . Outcome
disease Brucellosis Hemophagocytic syndrome

17 32 M Fever, fatigue, splenomegaly  None Doxycycline 5 mgekg'ed”, NA Recovered

rifampicin 10 mgekg 'ed”,

6 weeks
18 ( This 59 F Fever, sweating, headache,  None Doxycycline 200 mg/d, None Improved
case ) diarrhea, splenomegaly rifampicin 0.6 g/d, 6 weeks;

levofloxacin 7 d

M, male; NA, not available; F, female; IV, intravenous infusion.
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