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Systemic Infection by the Gasric Candidiasis

Sung Jin Kwon, M.D., Won Cheol Park, M.D., Jeong
Kyun Rhee, M.D. and Ki Jung Yun, M.D.!

Candida albicans is a saprophytic organism that frequently
resides in the mouth, skin, gastrointestinal and vaginal
mucosa. It is also an opportunistic pathogen in immune com-
promised individuals, diabetics, alcoholics, and where drugs
have reduced gastric acid production, and in debilitated
subjects treated with antibiotics, steroids, and immuno-
suppressive or antineoplastic drugs. Although the most
common site of gastrointestinal involvement is the eso-
phagus, gastric candidiais may occur in immunosuppressed
patients, but is rarely apparent in healthy individuals.
Systemic infection by gastric candidiasis is extremely rare.
A case of gastric candidiasis, presenting with sepsis, was
experienced in a 46-year-old male with diabetes mellitus. He
underwent orthopedic surgery because of an intertrochanteric
fracture of his femur. On day 6 of the postoperative period,
the patient began suffering from an intermittent fever,
epigastric pain, and vomiting. Day by day the patient's
condition became debilitating and sepsis developed. An
endoscopic examination revealed multiple whitish, or central
necrotic, plaques in the body and antrum of the stomach.
An endoscopic biopsy revealed budding yeast and pseu-
dohyphae infiltrating through the ulcerated gastric wall. After
the patient was treated with the fluconazole alternative,
liposomal amphotericin B, the patient's condition and endo-
scopic finding improved. Here, a case of gastric candidiasis
presenting with sepsis, in reported along with a review of
the corresponding literature. (J Korean Surg Soc 2003;64:
510-514)
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4 Ik 9 sl A44 S Fdstell Liposomal
amphotericin B (Ambisome) 1 mg/kg/day$} Fluconazole (Diflu-
can) 200 mg/day& AHE FFst o, S2e dASE

Fig. 1. (A, B) Abdominal computed tomographic findings; Distension of stomach and stomach filled with food materials. Posterior gastric
wall thickening from body to angle. Small nodularity and mesenteric infiltration along mesenteric vessels.



Fig. 2. Gastroendoscopic findings: Multiple variable sized ulcers
covered with whitish elevated plaques or necrotic exudates
were noted in the body and angle of stomach.

Fig. 3. Pathologic findings: Section disclose the portion of gastric
antrum and body mucosa showing distorted glandular
architecture with chronic inflammatory cell infiltration and
numerous candida infestrations (H and E stain, x100).

Table 1. Pathophysiology of fungal infections in diabetes mellitus

Predisposing mechanism

Clinical syndrome

Primary
Vascular disease
Neuropathy
Poor wound healing
Metabolic factors
Hyperglycemia
Glycosuria
Ketoacidosis
Leukocyte dysfunction
| Phagocytosis
| Intracellular killing
| Chemotaxis
Myeloperoxidase deficiency

Secondary
1 Hospitalization
1 Antibiotic administration
1 Use of intravascular lines
1 Use of Foley catheter
Chronic renal failure/dialysis
Obesity

Mixed bacterial-fungal soft tissue infections
Candiduria
Soft tissue/wound infection usally Candida sp

1 Candida colonization, oral candidiasis, Candida vulvovaginitis
Candiduria

Invasive zygomycosis

Opportunistic mycoses, candidemia?

Nosocomial candidiasis

Oral, vulvovaginal candidiasis
Candidemia

Candiduria

Candidiasis syndrome
Intertrigo
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