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The characteristic skin lesions of systemic candidasis are papulonodules and a few cases
of ecthyma gangrenosum and folliculitis-like lesions have been reported”>.

We report on another skin manifestation of systemic candidiasis clinically simulating vari-
cella. A 6-year-old female patient, who had received chemotherapy for acute lymphoblastic
leukemia, developed papulovesicles on the whole body accompanied by high fever and mus-
cle tenderness. Candida tropicalis was isolated in fungus cultures from vesicular skin le- -
sions, blood, urine and stool. ¢Ann Dermatol 6:(2) 212-214, 1994)
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Systemic candidiasis is a frequent and serious
complication in the host whose immune responses
have been compromised. Although wide-spread
organ involvement is common, cutaneous lesions are
uncommon in such patients. We report on another
skin manifestation of systemic candidiasis clinically
similar to varicella.

Therefore, the appearance of varicelliform papul-
ovesicles in addition to papulonodular skin lesions
accompanied by high fever in immunocompro-
mised hosts would raise the possibility of systemic
candidiasis.

REPORT OF A CASE

A 6-year-old female patient was admitted to our
pediatric department for the evaluation and treat-
ment of leukemia. At admission, her laboratory
findings and bone marrow examinations were
compatible with acute lymphoblastic leukemia
{ALL), so she received scheduled anticancer
chemotherapy with prednisolone, vincristine, L-

Received August 12, 1993.

Accepted for publication January 31, 1994.

Reprint requests: Hee-Joon Yu, M.D., Department of
Dermatology, National Medical Center, 18-79, Eulgiro-
6-ka, Choong-ku, 100-196, Seoul, Korea.

212

asparaginase. She was relatively well until the
25th hospital day, when a sudden high fever to
39.5°C and generalized papulovesicular skin eruption
developed. Despite aggressive broad-spectrum an-
tibiotics therapy for suspected septicemia high
fever persisted. She was referred to our dermato-
logic department. The initial skin lesions showed dis-
crete match head-sized papulovesicles surrounded by
erythematous halo on the whole body surface(Fig.
1). Her family and past history were not contribu-
tory. On physical examinations, she appeared pale
and edematous and complained of severe muscle
pain to light palpation, lung sound was coarse
with rale in RLL, hepatomegaly was detected.
There were whitish patches on the oral mucosa.
The laboratory data at that time included leukocyte
count 2,900/mm’, hemoglobulin 7.9 gm/d|, platelets
17,000/mm’, prolonged PT/APTT, Na/K/CI/HCO:
;0 126/2.6/93/22(meq/1), total protein/albumin ;
3.4/1.6(mg/dl), normal levels of SGOT/SGPT &
BUN/Cr, positive CRP, many RBCs in the urine
and positive stool occult blood. Chest roentgenogram
revealed pneumonia in RLL and peripheral blood s-
mear and bone marrow exam were compatible

Awith ALL(L1). Tzanck smears from the skin le-

sions were negative. On the KOH examination,
fungal spores and pseudohyphae were detected
from the oral mucosa and vesicular skin lesions,
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Fig. 1. Papulovesicles surrounded by erythematous ha-
lo on the whole body.
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Fig. 3. Intraepidermal vesicles & granulomatous in-
flammatory infiltrates in the dermis(H & E, x 40).

and Candida tropicalis was isolated from oral mu-
cosa, vesiclular skin lesions, blood, urine and stool by
assimilation test and APl 20C-AUX. Histopatho-
logical examination of the skin lesion showed in-
traepidermal vesicles containing several fungal s-
pores and a large granulomatous collection of neu-
trophils, lymphohistiocytes and numerous fungal
spores with myceliae in the dermis(Fig. 3, Fig. 4). On
the following day, amphotericin B 20 mg daily
was started under the diagnosis of systemic can-
didiasis. The skin lesions were gradually improved

Fig. 2. Creamy smooth surfaced whitish colonies were
grown in fungus culture using vesicular fluid of the skin
lesion(Sabouraud dextrose agar).
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Fig. 4. Numerous PAS positive fungal spores and pseu-
dohyphae noted in the granulomatous lesion(PAS, x
400).

leaving crusts but the clinical status continued to re-
main unstable. On the 10th day after starting am-
photericin B, repeated fungus cultures showed
negative, but general condition was the same as
before. Most of antibiotics were discontinued and
fluorocytosine 2.0 gm daily was added. Despite the
addition of fluorocytosine, she died on the 40th
day from the onset of the skin lesions.
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DISCUSSION

Systemic candidiasis has become increasingly
recognized among patients with compromised im-
mune status'. In a recent series, it was seen at au-
topsy in 20 to 30% of patients with underlying acute
leukemia’. But it is often difficult to diagnose early
because of the low incidence of skin involvements
and frequgnt negative blood cultures’. In one se-
ries, the cutaneous lesion occurred in 13% of pa-
tients with systemic candidiasis*. Several factors
known to predispose to systemic candidiasis in-
clude the presence of an underlying diseases such as
hematologic malignancy, neutropenia, and the
use of broad-spectrum antibiotics and steroids’.
The characteristic skin lesions are pink to red col-
ored 0.5 to 1.0cm sized papulonodules and a few
cases of ecthyma gangrenosum and folliculitis-like le-
sions have been reported”*”°. Although this life-
threatening disease has tended to increase, a low in-
cidence of skin involvements and low positive
rates of blood cultures may delay the physician
making a prompt diagnosis.

The skin lesions of this present case differed
from erythematous papulonodules of systemic can-
didiasis described previously, although there were
granulomatous infiltrates containing yeasts and
pseudohyphae in the dermis histopathologically.
Clinically, they resembled vaeicella that showed
discrete match head-sized papulovesicles surround-
ed by erythematous halo on the whole body sur-
tace including face. This 6-year-old female patient
suffered from sudden high fever and complained
of muscle pain on light palpation despite aggres-
sive antibiotics therapy. Microbial studies for sep-
ticemia were negative and Tzanck smears for
vesicular skin lesions were negative. Suspecting
systemic candidiasis, we performed KOH prepara-
tions using vesicles on the skin, in which, to our sur-
prise, several fungal spores and pseudohyphae
were observed and Candida tropicalis was isolated
from blood, urine and stool in repeated fungus
cultures. The histopathological examination of
the skin lesion revealed large intraepidermal vesicles
containing several fungal spores in addition to a
large granulomatous inflammatory infiltrates with
numerous fungal spores and myceliae in the mid-
dermis. No other reports about systemic candidiasis
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ind organisms in the epidermis. The histopatho-
logical findings of the skin lesions of systemic can-
didiasis differs from that of cutaneous candidiasis in
the location of the organisms and the tissue reac-
tions’. In systemic candidiasis, the organisms are
usually found in the perivascular areas of the dermis
and the inflammatory reactions are not substantial in
contrast to intracorneal or subcorneal distribution of
organisms and polymorphonuclear leukocytes in-
filtrates of cutaneous candidasis. It seems that the
mild inflammatory infiltrates in systemic candidia-
sis are attributable to the impairment of the pa-
tients’ immune mechanisms and their neutrope-
nia. The present case also showed relatively less
amount of inflammatoy infiltrates compared with
NUMErous organisms.

In conclusion, the appearance of varicelliform
skin eruptions in addition to papulonodules, ec-
thyma gangrenosum, or folliculitis-like lesions in a
febrile patient who is failing to respond to an-
tibacterial antibiotics could indicate the possibility
of systemic candidiasis, especially if the patient
has impaired host-defence mechanism.
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