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Severe varicella in an
immunocompromised
adult presenting with
abdominal pain

To the editor,

A 65-year-old woman was admitted to our
hospital because of abdominal and right flank
pain. She had undergone a splenectomy 5
years before for non-Hodgkin’s lymphoma
and a cycle of chemotherapy 2 months before
her admission.

On physical examination, the patient was
afebrile, and her vital signs were normal. Car-
diac and pulmonary examination findings
were normal. An abdominal examination re-
vealed normal bowel sounds with diffuse ten-
derness localized to the right half of the ab-
domen, but with no guarding. There were no
lesions on the skin or mucosa.



Results of initial blood tests—complete
blood cell count, liver enzyme levels, amylase,
and blood chemistries—were in the nor-
mal ranges. The chest on radiography
appeared normal. Radiography of the abdo-
men without contrast enhancement showed
distention of the ascending colon, and
contrast-enhanced radiography showed no
obstruction.

The distention of the transverse colon and
cecum increased progressively, and on the 4th
day a decompressive cecostomy was per-
formed. On the day after, high fever (40°C
[104°F]) developed, and the patient became
obtunded. She was transferred to the inten-
sive care unit for the treatment of possible
sepsis, and antibiotic therapy with imipenem-
cilastatin sodium and tobramycin sulfate was
initiated. Her neurologic condition deterio-
rated progressively, and on the 10th day of
hospitalization she required intubation and
mechanical ventilation.

A vesiculopapular rash developed, begin-
ning on the 7th day. This started on the
trunk and face and then spread to the entire
surface of the patient’s body, sparing the mu-
cous membranes. The vesicular rash became
progressively hemorrhagic and purpuric. Her
platelet count fell, and the result of coagula-
tion tests became abnormal.

An enzyme-linked immunosorbent assay

ANY QUESTIONS?

for herpes zoster virus showed a positive result
for IgM and a titer of 640 TU/L for IgG on
the 15th day. A regimen of acyclovir was
started. The dter of IgG increased to 3,300
IU/L on the 25th day, and hemofiltration
was performed for progressive azotemia. On
the 29th day of hospitalization, the patient
died.

Severe varicella is a well-known complica-
tion in immunocompromised children, and
intense abdominal pain is often the first

Varicella should be considered
in the differential diagnosis

of abdominal pain in all

immunocompromised patients

symptom of dissemination. We searched the
medical literature for this syndrome in adults
with MEDLINE using the search terms
“varicella,” “immunocompromised host,”
and “abdominal pain” and the option “re-
lated articles” for the articles found. In 2 ar-
ticles, adult immunocompromised patients
with varicella presented with abdominal pain
as their major complaint.? In all the cases
described, the symptom at presentation was

abdominal pain. Fever, the typical mucocu-
taneous rash, diffuse visceral dissemination,
and intravascular coagulation began some
days later.

Varicella should be considered in the dif-
ferential diagnosis of abdominal pain in all
immunocompromised patients, particularly
when the cause is not obvious. Acyclovir
therapy should be started as soon as the clini-
cal picture shows the typical manifestation of
the disease because surgery in immunocom-
promised patients is poorly tolerated, and
prompt initiation of therapy with acyclovir
can be life-saving,
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Do you have a clinical question you'd like to see answered? If so, here’s your chance to get a curbside consult from our expert team, which

includes many of the top clinicians in the West.

ANY ANSWERS?

Maybe you have strong views about something you read in this issue—something we got wrong perhaps? Or do you have further

clinical experience you’d like to share? Perhaps you have suggestions for new topics you'd like to see us address from an evidence-based

perspective.

Whatever questions, comments, or other contributions you have, we'd like to receive them. We realize that it’s experience like yours that
makes the journal come alive. Please send your questions, ideas, or comments to us by email: wjm@ewjm.com.
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