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Background
•Hemophagocytic lymphohistiocytosis (HLH) is a
rare hematologic disorder which is
characterized by excessive immune activation.
In adults, it is typically secondary to an
underlying process such as autoimmune
disease, infection, or malignancy.
•Guidelines based on expert opinion suggest
prophylaxis with antiviral, antibacterial, and/or
anti-fungal agents for patents undergoing
treatment for HLH.
•The incidence of infectious complications in
patients with HLH is not known.

Objectives/Aims
•We aimed to study the scope of infection in
patients with HLH to help determine the best
strategy for antimicrobial prophylaxis.

Results
• A total of 94 infections were found in 33 of 57 episodes (58%) of HLH among 56
patients.
• 27 infections were diagnosed prior to HLH diagnosis and 67 infections were
diagnosed after the diagnosis of HLH.
• The majority of infections pre-HLH diagnosis were viral, and most due to EBV (n=16).
13 of these had concomitant EBV-associated malignancies. Infection was thought to
be a significant trigger of HLH in 5 cases: EBV (3), MAC (1), Histoplasma (1).
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•We performed a retrospective chart review of
56 adult patients who fulfilled clinical
diagnostic criteria for HLH treated at Stanford
University Hospital between 2012-2018.
•Infections diagnosed from 1 month prior to 6
months after a diagnosis of HLH were
reviewed. Infection related variables were
collected, and descriptive statistics were
performed.
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Methods

•Majority of patients reviewed received some
form of prophylaxis, which likely impacted the
number and types of infection that
developed.
•This was a single center study.
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• Types of infections that occurred after the diagnosis of HLH:
Bacterial: n=46 (occurred in 44% of HLH episodes):
Bacteremia (20), pneumonia (7), soft tissue (6), intraabdominal (5), urinary tract
infection (6), other (2).
Fungal: n=11 (19% of HLH episodes):
9 proven and 2 possible (see Table)
Viral: n=10 (16% of HLH episodes):
CMV (4), HHV6 viremia (3), H1N1 influenza (1), BK viruria (1), RSV (1)
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Conclusions
•Infectious complications of HLH are common, and likely result
from a combination of host immune factors related to
underlying disease and induced by immunosuppressive
chemotherapy.
•Most noteworthy is the high incidence of fungal infections
which supports the use of antifungal prophylaxis in this patient
population.
•Even with prophylaxis, breakthrough fungal infections,
including with opportunistic molds, is not uncommon.

