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Acute Allergic Vaginitis
Caused by Candida Albicans

SUMMARY

Vaginitis is a common condition observed in
family practice and in office gynecology. One
of the organisms which commonly causes
vaginitis is candida albicans, which is
commonly found as a saprophytic organism.
However, apparently allergic reactions to
candida causing vaginitis are not commonly
known or recognized. In fact, only one series
has been reported in the literature, and this
was related to chronic monilial infections. In
my practice I have encountered five cases of
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AGINITIS IS A common condi-

tion observed in family practice
and in office gynecology. One of the
organisms which often causes vaginitis
is candida albicans, which is com-
monly found as a saprophytic orga-
nism. While allergic reactions to can-
dida which cause vaginitis are not
commonly known or recognized,! I
have encountered five cases of acute
vaginal allergic responses to monilia
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over the past 15 years. These cases are
described below.

Case No. 1
Mrs. D.A. (b. 1944)

In 1972 this patient began to have
acute attacks of vaginitis, and on ex-
amination had a mild, thick, whitish
discharge with a few typical adherent
plaques on the vaginal wall. Both the
vagina and labia would be acutely
swollen and extremely red, with se-
vere itching. Cultures taken on many
occasions grew only candida. Mrs.
D.A. was initially treated with vaginal
suppositories of nystatin (Mycostatin)
preparations. The vaginitis would
clear, but promptly recur, necessitat-
ing treatment again. She experienced a
total of eight episodes of acute vagin-
itis within four months.

At the same time, Mrs. D.A. was

suffering from severe hay fever, and in
November 1972, I decided to give her
a skin test for the hay fever. I tested
her for candida while doing the skin
testing. The allergy testing showed a
4+ reaction to house dust, feathers
and grasses, and a similar reaction to
candida. A 4+ reaction is character-
ized by a wheal greater than 12 mm in
diameter, pseudopodia and an asso-
ciated erythema around the area of re-
action. There was no reaction to trees,
flowers, fabrics and many other com-
mon allergens.

Because of the severity of the hay
fever symptoms, the patient decided to
try desensitization injections. She
began having injections of house dust
antigen because the clinical history
showed this was the most bothersome
allergen. Candida was also injected, to
see if it might help her vaginitis.
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The injections were started in late
November, 1972. They were given
weekly until April 1973, and then
every three weeks until October 1974.
Since at that time Mrs. D.A. had been
nearly free of hay fever for six months,
I decided to discontinue the injections.
While she was receiving the injec-
tions, Mrs. D.A. had one episode of
vaginitis in January 1973. She was
symptom free until April 1973 when
she had another episode. Then she
didn’t have another recurrence until
September 1974.

Since that time she has had occa-
sional episodes of a mild discharge,
usually just before her menstrual
period. However, she has not had any
further episodes of severe swelling or
itching associated with the discharge.
The marked redness of the vagina
which was formerly present, is no
longer evident with these more recent
infections. In fact, cultures have
shown candida to be present on occa-
sion, but there is no clinical reaction to
it.

Case No. 2
Miss C.H. (b. 1958)

This patient was first seen for vagin-
itis in January 1975. Again, there was
a typical appearance of a mild candida
vaginitis, and candida was cultured
from the vagina. The vagina was red
and swollen and the patient com-
plained of considerable itching in the
vaginal and perivaginal area. She was
treated with nystatin for attacks which
occurred at approximately four month
intervals during the next few years. In
March 1978 she started having nearly
continuous episodes of vaginitis,
which cleared with treatment. How-
ever, she would begin experiencing
discomfort about two weeks after she
stopped taking the medication.

In December 1978 Miss C.H. had a
skin test that showed a 4+ reaction to
candida. There was no reaction to any
other allergens such as house dust or
pollens. A CBC was normal except for
7% eosinophils. I decided to treat her
with chlorpheniramine maleate (an an-
tihistamine), 8 mg three times a day.
This controlled the problem, but as
soon as she stopped taking the chlor-
pheniramine maleate she started to
suffer from itching and all her symp-
toms recurred.

Desensitization injections to can-
dida were started in June 1979. By
September 1979 Miss C.H. was no
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longer taking chlorpheniramine ma-
leate, and had had no further attacks of
vaginitis. She had not had any attacks
up to early January 1983. Allergy in-
jections were discontinued in Sep-
tember 1980.

Case No. 3
Miss C.D. (b. 1971)

This patient began to have a vaginal
discharge in September 1980, and saw
a gynecologist. He treated her with
Mycostatin three times during the next
two months, but the irritation returned
within a week of the medication being
stopped. On examination, the vaginal
mucosa was swollen and extremely
red; no discharge was apparent. Cul-
tures showed candida was present. The
patient complained of severe itching. I
decided to treat her with chlorphenira-
mine maleate, 4 mg prn. When I saw
her two weeks later, her vagina
showed no signs of swelling or red-
ness, and there was no itching. Subse-
quent monthly visits have revealed she
has had to continue to take the chlor-
pheniramine maleate fairly regularly,
as the symptoms promptly recur when
the medication is stopped. I plan to
give her a skin test, but desensitization
treatment will be initiated only if the
symptoms persist.

Case No. 4
Miss S.S. (b. 1971)

This patient presented with itching
of the vaginal and perineal area. On
examination there was no obvious va-
ginal discharge. However, the mucosa
was extremely red, tender and swol-
len. A swab was taken, and monilia
grew on culture. She was treated with
chlorpheniramine maleate 4 mg four
times a day for two weeks. On re-
examination two weeks later, the red-
ness, itching and swelling had disap-
peared. No further investigation has
been done yet, but the approach will
be similar to the above case; antihista-
mines will be used as the first ther-
apy.

Case No. 5
Mrs. J.R. (b. 1951)

This patient started to have recurrent
attacks of vaginitis in July 1980.
Again, the vaginal mucosa was swol-
len, red, and extremely itchy. There
was very little discharge. Some typical
plaques of candida were present on
the vaginal walls. Cultures showed
candida was present. The patient’s

symptoms cleared promptly with
Mycostatin or any of the anti-candidial
preparations, but recurred immediately
when therapy was discontinued. Skin
testing showed a 4+ reaction to can-
dida. Treatment with chlorphenira-
mine maleate was unsuccessful; she
obtained no relief from the symptoms
or signs.

No decision has been made yet
about desensitization treatment for this
patient.

Skin Test Of
Other Patients

Some skin testing was done on other
patients to estimate the number of
women who would have an allergic re-
action to monilia. Ten patients who
had no vaginitis or history of vaginitis
for at least three years were selected.
Because of their lack of symptoms,
these women were not given vaginal
cultures for candida. Three had a 1+
reaction to skin testing. This was char-
acterized by an increase in the wheal
size to less than 5 mm with associated
erythema. Miss C.H.’s mother, who
was a member of this group, had no re-
action to skin testing.

At the same time, ten patients with
monilial vaginitis were also tested.
Two of these had a 1+ reaction. These
patients also had vaginal cultures
which were positive for candida. Their
infections were similar to those of the
five women in the case histories.
There was a thick discharge, and
plaque formation on the walls of the
vagina. However, there was not such
marked redness of the vaginal walls or
of the outer labia. Again, although
itching was frequently a presenting
complaint, the itching was not so in-
tense in this group. Of these ten pa-
tients, two were known to have aller-
gies; one was asthmatic and the other
had hay fever. The patient with hay
fever had a 1 + reaction to skin test-
ing, while the patient with asthma had
no reaction. The remaining eight pa-
tients had no reactions.

The three patients in the original
group of five who had skin tests had a
4+ reaction.

Discussion

Allergy to candida can be a very ag-
gravating condition, and is probably
more common than suspected. Pulmo-
nary allergies such as ‘teataster’s
cough’ have been reported in the past.
‘Teataster’s cough’ is caused by inhal-
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ing yeasts associated with tea leaves.?
Yeasts have also been implicated as al-
lergens among grain handlers, al-
though molds are more commonly re-
sponsible.2 Two cases of asthma due
to candida have been reported.® We
should consider the possibility of an
allergy to candida whenever the symp-
toms, swelling and redness of the va-
gina are inconsistent with the amount
of discharge. This was the case with
all five patients described in the above
case histories; the amount of discharge
was similar to that seen in many pa-
tients with no vaginal infection.

Conclusion

Antihistamines should be used to
treat this condition initially, because
most patients respond well. Then there
is time to consider other treatments,
such as desensitization—a procedure
which is not without its own hazards.
Two patients in Winnipeg died after
injections for pollen desensitization.?
Because few people have been desen-
sitized for monilia, we have no infor-
mation about the potential risks of de-
sensitization for yeasts compared to
desensitization for pollens. Both de-
sensitization treatments must therefore
be considered dangerous, and should
not be started unless the problem is se-
vere enough to warrant a hazardous
procedure. In the only other reported
series, desensitization was reported to
have good to excellent results for 90%
of 70 patients with chronic monilial in-
fections.! ®
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