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the list of emerging bacterial zoonotic 
agents in wild rodents that could 
be pathogenic for humans. Further 
studies are warranted to evaluate 
the prevalence of this bacterium 
in rodents in other countries and 
to demonstrate that rodents may 
be a source of transmission of this 
bacterium to humans, especially 
immunocompromised patients.
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Melioidosis and 
Hairy Cell  

Leukemia in 2  
Travelers Returning 

from Thailand
To the Editor: Patients with 

underlying medical conditions travel 
more than ever (1), and such travelers 
may be exposed to uncommon 
infections (2). We report 2 cases of 
melioidosis and hairy cell leukemia in 
travelers returning from Thailand.

Case-patient 1 was a 48-year-old 
man hospitalized in Paris with fever, 
asthenia, chills, and pancytopenia 
after returning from a 1-week visit 
to Thailand where he had been in 
flooded regions (Koh Samui and 
Koh Samet). Clinical examination 
showed a temperature of 40°C and 
mucocutaneous pallor. Laboratory 
tests showed a hemoglobin level of 7.9 
g/dL, a platelet count of 33 × 109/L, a 
leukocyte count of 1.3 × 109 cells/L, 
a polymorphonuclear cell count of 
0.77 × 109 cells/L, a monocyte count 
of 0, and a C-reactive protein level of 
158 mg/L. Results of tests for HIV, 
dengue, and malaria were negative.

Presumptive antimicrobial drug 
treatment with piperacillin/tazobactam 
(12 g/1.5 g/d) was initiated at 
admission. A blood smear showed 10% 
hairy cells, and a bone marrow biopsy 
confirmed a diagnosis of hairy cell 
leukemia and interstitial infiltration of 
CD20-positive, monoclonal antibody 
DBA.44–positive, and tartrate-resistant 
acid phosphatase–positive cells.

Because of persistent unexplained 
fever, full-body computed tomography 
(CT) was performed and showed 
multiple liver, spleen, and lung 
abscesses (Figure, panels A and B). 
Culture of a CT scan–guided liver 
abscess puncture specimen was 
positive for Bukholderia pseudomallei 
after 12 days of antimicrobial drug 
treatment. Treatment was changed 
to ceftazidime (120 mg/kg/d) 
t r imethoprim/sulfamethoxazole 
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(TMP/SMX) (10/50 mg/kg/d) and oral 
doxycycline (200 m/d) for 3 weeks. 
The outcome was good.

Oral treatment with TMP/SMX 
and doxycycline (200 mg/d) was 
continued for 20 weeks. Treatment 
for hairy cell leukemia with cladribine 
was initiated after 10 weeks of 
antimicrobial drug treatment. Two 
years later, the patient showed 
complete remission of hairy cell 
leukemia and melioidosis.

Case-patient 2 was a 64-year-
old man hospitalized in Paris for 
persistent fever 16 days after his return 
from Thailand. Two months earlier in 
Thailand, he had received treatment 
for hepatosplenic melioidosis with 
ceftazidime (120 mg/kg/d), TMP/SMX 
(10/50 mg/kg/d), and doxycycline 
(200 mg/d) for 15 days, and then 
oral amoxicillin/clavulanic acid (3 
g/d) for 3 months. At admission, he 
had fever, chills, abdominal pain, 

and cough. Clinical examination 
showed a temperature of 40°C and 
left lung crackles. Chest and abdomen 
CT images showed a focus of lung 
consolidations (Figure, panels C and 
D), left pleural effusion, pericarditis, 
and spleen abscesses. Laboratory tests 
showed a leukocyte count of 1.05 × 109 
cells/L, a monocyte count of 0.04 × 109 
cells/L, a hemoglobin level of 7.9 g/
dL, a platelet count of 62 × 109/L, and a 
serum ferritin level of 8,530 IU/L.

Blood cultures were positive 
for B. pseudomallei. The strain was 
sensitive to amoxicillin/clavulanic 
acid. Bone marrow aspiration and 
biopsy showed hemophagocytosis 
and interstitial infiltration of CD20-
positive, monoclonal antibody 
DBA.44–positive, CD 103-positive, 
CD25-positive, CD11c-positive, and 
CD123-positive cells, leading to a 
diagnosis of hairy cell leukemia. The 
patient was given a 2-week course 

of intravenous TMP/SMX (50 mg/10 
mg/kg/d), oral doxycycline (4 mg/
kg/d), and intravenous ceftazidime 
(120 mg/kg/d), followed by a 6-month 
course of oral TMP/SMX (10 mg/50 
mg/kg/d) and doxycycline (200 mg/d). 
The condition of the patient improved 
and pancytopenia resolved. Thus, 
he did not require any treatment for 
hairy cell leukemia. No relapse of 
melioidosis occurred.

Melioidosis is endemic to the 
Pacific region and Southeast Asia (3,4). 
Most cases reported in other regions 
are imported (5). In Thailand, where 
both patients had traveled, the number 
of cases increased from 11.5/100,000 
inhabitants in 1997 to 21.3/100,000 
in 2006 (6). The 2 main routes of 
transmission are transcutaneous and 
aerosols. Natural disasters, such 
as flooding, are a risk factor for 
melioidosis, as for case-patient 1.

This disease has an overall 
mortality rate of 50%. The clinical 
spectrum ranges from acute septicemia 
(mortality rate 80%) to the subacute 
form. B. pseudomallei is difficult to 
detect by culture of biologic samples, 
and serologic analysis or PCR for this 
bacteria are not routinely available. 
Therefore, a diagnosis of melioidosis 
can be easily missed.

Melioidosis occurs mainly in 
patients with underlying diseases 
such as diabetes (37%–60% of cases), 
chronic alcoholism (12%–39%), 
thalassemia, and chronic nephropathy, 
and in persons receiving long-term 
corticosteroid treatment (7). Reports 
of patients with melioidosis and 
hematologic malignancies or solid 
cancers are scarce (4,5,7). Hairy cell 
leukemia could now be included in 
this group of diseases.

Hairy cell leukemia is a rare 
chronic B-cell lymphoproliferative 
disorder characterized by pancytopenia; 
splenomegaly; and infiltration of the 
bone marrow, spleen, and liver by 
malignant B cells that have hair-like 
cytoplasmic projections (8,9). The 
incidence of hairy cell leukemia is 
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Figure. Computed tomography (CT) images of the chest and abdomen of case-patient 1 
showing A) a subpleural nodular and cavitary lesion (arrow) in the left upper lobe of the 
lung and B) multiple small round liver abscesses, seen as multiple foci of ill-defined areas 
of hypoattenuation (arrows), and enlargement of the spleen. CT images of the chest and 
abdomen of case-patient 2 showing C) a focal area of parenchymal consolidation in the left 
lung associated with an ipsilateral mild pleural effusion and D) and a spleen abscess (arrow).
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<1 case/100,000 population/year, and 
the disease accounts for ≈2%–3% of 
all leukemias in adults in the United 
States (8). Infections are a common 
complication for patients with this 
disease (10).

These 2 cases of imported 
melioidosis show that travelers with 
hematologic malignancies are at risk 
for such infections (1). Immuno-
compromised travelers might be first 
sentinels for ongoing endemic diseases. 
When travelers return with uncommon 
diseases, physicians should check 
for underlying diseases. Physicians 
providing care for patients with hairy 
cell leukemia should be aware of the 
risk for contracting melioidosis.
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Plague Epidemics 
and Lice,  

Democratic  
Republic of  
the Congo

To the Editor: Plague, a zoonotic 
disease caused by the gram-negative 
bacterium Yersinia pestis, is transmit-
ted to humans by the bites of infected 
fleas (such as Xenopsylla cheopis), 
scratches from infected animals, and 
inhalation of aerosols or consump-
tion of food contaminated with Y. 
pestis (1). Decades ago, Blanc and 
Baltazard proposed that human-to-
human transmission of Y. pestis could 
be mediated by human ectoparasites, 
such as the human body louse (2). 
This hypothesis was further support-
ed by experimental data from animal  
models (3).

To further test this hypothesis 
among humans, we conducted a field 
assessment in April 2010, in which 
we collected body and head lice from 
persons living in a highly plague-
endemic area near the Rethy Health 
District, Province Orientale, Demo-
cratic Republic of the Congo. This 
health district has 157,000 inhabit-
ants, and during 2004–2009 it had 
more suspected plague cases (1,624 
cases of suspected plague, 39 deaths) 
than any other health district in the 
Democratic Republic of the Congo. 
In April 2010, we visited the dwell-
ings of 10 patients for whom sus-
pected cases of plague had been di-
agnosed during January–April 2010. 
All patients had symptoms typical of 
bubonic plague, and their illnesses 
were reported as suspected bubonic 
plague. However, because of the lack 
of laboratory facilities in Rethy, none 
of these diagnoses could be micro-
biologically confirmed. 

A total of 154 body lice and 35 
head lice were collected from clothes 
and hair of persons living in or near 
the patients’ dwellings. Body lice 
were preserved in ethanol before  
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Letters
Letters commenting on recent articles as 
well as letters reporting cases, outbreaks, 
or original research are welcome. Letters 
commenting on articles should contain 
no more than 300 words and 5 referenc-
es; they are more likely to be published if 
submitted within 4 weeks of the original 
article’s publication. Letters reporting 
cases, outbreaks, or original research 
should contain no more than 800 words 
and 10 references. They may have 1  
Figure or Table and should not be divid-
ed into sections. All letters should con-
tain material not previously published 
and include a word count.


