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Identification of
Legionella feeleii
Cellulitis
To the Editor: In general, reports
of extrapulmonary Legionella spp. infections are scarce. For example, L.
micdadei infection was found with the
following manifestations: a mass on
the left side of the neck and low-grade
fever in a healthy 9-year-old girl (1);
multiple liver and lung abscesses in a
7-year-old girl with acute lymphoblastic leukemia who had undergone allogeneic cord blood transplantation (2);
and a cerebral abscess in a patient with
legionellosis (3).
L. feeleii was first described in
1984 as the causative agent of a Pontiac fever outbreak (4). L. feeleii was
responsible, according to a recent review, for only 10 reported cases of
infections, all of which were pneumonia, only 1 complicated by endocarditis (5). Unlike lung abscesses, cutaneous lesions caused by Legionella spp.
are uncommon. Recurrent soft tissue
abscesses of the jaw, wrist, and arm
caused by L. cincinnatiensis were described in a 73-year-old woman with
nephrotic syndrome and idiopathic
immunoglobulin gammopathy (6). L.
micdadei has been found in a cutaneous abscess of the leg of a 62-year-old
immunosuppressed woman, and it was
responsible for necrotizing cellulitis
that resulted in amputation of the left
arm of a recipient of a cadaveric renal
transplant (7). L. pneumophila with
mixed flora was identified in a perirectal abscess (8) and in skin samples
from a patient with lymphoma and cellulitis associated with pneumonia (9).
The infrequency of reporting Legionella spp. cutaneous infections may
be explained in part by the fact that
Legionella spp. agar is not routinely a
part of media inoculated for cases of
cutaneous abscess. Here we report the
identification of L. feeleii in a cutaneous infection through the use of a shell
vial culture protocol.

In late October 2009, a 66-yearold woman was admitted to Hôpital
Nord, Marseille, France, for a papular
lesion complicated by cellulitis and
an abscess, centered on her right leg
(Figure). The patient’s history noted
that she had been bitten by an insect
or spider (suspected to be a spider) on
October 9. The next day, the patient
had a fever of 39°C, and a papular lesion appeared around the bite. Four
days later, the fever had persisted, and
she was given amoxicillin-clavulanate
and local wound care. Two days later,
the lesion became necrotic, and levofloxacin was added to the medication
regimen. At day 10 after the bite, cellulitis with a central abscess appeared
on her leg. The patient was transferred
to Hôpital Nord. At admission, she had
leukocytosis (16.9 × 109 cells/L) with
neutropenia (0.51 × 109 cells/L), slight
anemia (104 g/dL), and inflammatory syndrome (C-reactive protein 72
mg/L, erythrocyte sedimentation rate
150 mm after 1 h); she was also still
febrile (38°C). She had a history of
chronic lymphocytic leukemia. A cutaneous biopsy sample showed inflamed
and necrotic tissue, which suggested
squamous cell evocating carcinoma.

Gram staining of tissue samples
did not show any bacteria, and conventional cultures incubated under
aerobic and anaerobic conditions did
not lead to growth after 3 weeks of incubation. Je ne sais pas (or “I don’t
know [what I’m growing]” [10]) shell
vial culture protocol was done on a
skin biopsy sample of the lesion. Culturing was performed by the centrifugation shell vial technique with 3.7 mL
human embryonic lung fibroblast cell
monolayers (Sterilin, Felthan, UK) inoculated with the skin biopsy sample
previously triturated in cell culture
medium. Small extra- and intracellular bacilli were observed directly inside the shell vial by using Gimenez
and Gram staining. DNA extraction,
partial 16S rRNA gene amplification
and sequencing, and mip and rpoB
gene amplification and sequencing
were done on shell vial supernatant.
Partial sequence of 16S rRNA identified a Legionella sp. Subsequently, L.
feeleii was identified with 100% and
96.5% sequence similarity for mip and
rpoB genes, respectively. The biopsy
sample was unfrozen and then injected
onto Legionella spp.–buffered charcoal yeast extract agar as the superna-

Figure. Cellulitis with a central abscess present at time of patient’s admission to hospital,
Marseille, France, 2010. A color version of this figure is available online (www.cdc.gov/EID/
content/17/1/145-F.htm).
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tant of the shell vial. No growth was
obtained from the biopsy sample, but
L. feelii was identified similarly from
colonies growing on buffered charcoal
yeast extract agar plates injected with
shell vial supernatant. The patient’s necrotic tissues were surgically excised;
a vacuum-assisted closure system was
used. Reexamination of the tissue biopsy samples ruled out the diagnosis
of carcinoma.
Finally, despite the fact that the
shell vial technique requires specialized equipment and trained personnel, this method was performed in a
reference center to improve the accuracy of a microbiologic diagnosis and,
consequently, the care of the patient in
uncommon situations (10). This improvement in diagnosis and care was
also noted in an unusual L. pneumophila infection described by our team (2).
In our laboratory, we have been
performing the je ne sais pas protocol
almost routinely since 1996 (10). Cell
cultures provide supplemental tools to
elucidate the cause of microbial diseases when results of PCR and classical agar procedures are negative. Furthermore, this procedure provides a
means for the isolation of a wide range
of intracellular bacteria, even when
little biopsy material is available.
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Sparganosis, Henan
Province, Central
China
To the Editor: Sparganosis is
a parasitic zoonosis caused by invasion of the spargana, the plerocercoid
larvae of various diphyllobothroid
tapeworms belonging to the genus
Spirometra (1). Although human sparganosis is cosmopolitan, it is most
frequently found in eastern and southeastern Asia (2). During 1927–2009
in the People’s Republic of China,
>1,000 cases in humans in 27 provinces were reported; most cases were in
southern China, where human infections were mainly acquired by eating
raw or insufficiently cooked meat of
frogs and snakes or by placing frog or
snake flesh on open wounds for treatment of skin ulcers or on eyes to treat
inflammation (3,4).
Sparganosis is rarely seen in central and northern China. Before 2006,
only 3 imported cases from southern
China had been reported in Henan
Province in central China (5). However, since 2006 in Henan Province,
20 autochthonous cases caused by ingestion of live tadpoles have emerged.
To assess the risk for human infection
with sparganosis in this province and
to strengthen public safety awareness,
we investigated spargana infection in
the animal hosts of Spirometra tapeworms.
During July 2007–July 2010, wild
frogs and frog tadpoles were collected
from the cities of Shangqiu, Zhoukou, and Luohe in Henan Province.
Necropsies identified plerocercoids
in 11.93% (163/1,366) of tadpoles
and in 26.58% (172/647) of frogs. By
frog species, plerocercoids were found
in 31.09% (111/357) of Rana limmocharis and 26.29% (61/232) of R.
nigromaculata frogs, each significantly (p<0.05) more numerous in these
species than in R. temporaria frogs
(0/58). In addition, 177 wild frogs sold
at markets in Luohe were also exam-
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