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Introduction
The rate of fungal infection in newborns in neonatal 
intensive care unit (NICU) is on the rise because we 
are able to salvage more number of extremely low birth 
weight (ELBW) neonates. There will invariably be anti-
biotic usage in these very premature and very low birth 
weight neonates. Most fungal infections in neonates 
are due to Candida species, a much smaller number 
may be attributed to Malassezia, Zygomycetes, or Asper-
gillus species. Candida species are commensal organisms 
that colonize the skin and mucus surface and adhere to 
catheter surface and to the blood stream because of the 
immature immune system. Candida infections range 
from non–life-threatening mucocutaneous illness to 
invasive organ involvement.

Case Report
A 29-week-old male preterm neonate weighing 1.4 
kg was admitted to the NICU of unit with respira-

tory distress syndrome (RDS). The neonate was born 
through cesarean section due to preterm onset of 
labor. Antenatal screening, ultrasonogram (USG), and 
Doppler scan were normal. The neonate received 2 
cycles of bag and mask ventilation with APGAR scores 
of 3/10, 5/10, and 7/10 at 1 minute, 3 minutes, and 5 
minutes, respectively.

On admission to the NICU, the neonate developed 
severe respiratory distress with Silverman–Anderson 
score of 8, and X-ray was suggestive of grade 2 RDS. 
The neonate needed ventilator support with high 
settings and 2 doses of surfactant. 

On day 2, the neonate was desaturated with hypoten-
sion. Antibiotics were upgraded and continued for 10 
days. The neonate was weaned off to continuous positive 
airway pressure mode on day 6 and then to hood box 
oxygen on day 9 of life.

On day 23, the neonate had fever with an apneic 
episode. Septic workup was done, which showed 
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hyponatremia and thrombocytopenia, for which anti-
fungal cover was given, and antibiotics were restarted 
after sending the samples for fungal and bacterial 
culture. Echocardiographic (echo) examination showed 
fungal vegetation measuring 12 mm (Figure 1), and 
USG of the abdomen also reported fungal balls meas-
uring 7 mm in both the kidneys (Figure 2). Hence, 
liposomal amphotericin was indicated for 8 weeks (6 

at regular intervals. At this point, surgical opinion was 
taken, but as the neonate was improving, surgery was 
deferred.

As the general condition improved, the neonate was 
discharged after 8 weeks of intensive treatment at a 
corrected gestation of 37 weeks, during which the echo 
showed 3-mm vegetation and kidney showed 2-mm 
vegetation. Now the neonate is 6 months old and 
thriving well with no fungal vegetations. 

Discussion
The incidence rate of fungal infection is 5% of all 
NICU admissions. About 25% of neonates weighting  
< 1000 g are at the risk of developing invasive candidi-
asis. The overall mortality rate due to invasive fungal 
infection is about 30%. Risk factors for fungal sepsis 
are ELBW neonates, neonates with central vascular 
catheter, endotracheal tubes, and parenteral nutrition, 
surgical intervention, and broad-spectrum antibiotics. 
Slow growing nature of Candida facilitates its ability to 
colonize and disseminate into blood stream and body 
tissue before clinical signs and symptoms of infection 
become apparent. Clinical suspicion is important to 
diagnose fungal sepsis in neonates with aforementioned 
risk factors. Indolent clinical course, new onset of 
thrombocytopenia, elevated level of C-reactive protein, 
and negative blood culture also indicate fungal infec-
tion. Whereas isolation of Candida from wound, skin, 
urine, and stool is not diagnostic of fungal infection, 
during which cerebrospinal fluid (CSF) analysis should 
be carried out to confirm the diagnosis. 

Prolonged symptoms and persistent candidemia should 
prompt investigation for disseminated disease. Patients 
with disseminated infection may present with different 
entities. Complete microbiological evaluation of blood, 
urine, and CSF, indirect ophthalmoscopy, echo, eval-
uation of heart and renal ultrasonography should 
be considered for screening disseminated infection. 
Culture results may take long time, and many a times 
culture yield is slow and low. This infection may require 
treatment for longer duration (6–8 wk).

Figure 1. Intracardiac Fungal Mass

Figure 2. Fungal Mass in the Kidney

weeks of intravenous and 2 weeks of oral medication). 
Echo and USG of the abdomen were repeated regu-
larly, which showed gradual reduction in the size of 
the fungal ball. Renal parameters were also checked 
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Among candidemia patients, endocarditis has been 
reported in 5% to 15% of patients, renal abscess in 
5%, central nervous system abscess/ventriculitis in 4%, 
endophthalmitis in 3% to 6%, and liver abscess in 3%. 

Amphotericin B is the drug of choice in the treatment 
of invasive candidiasis because this liposomal formula-
tion shows less nephrotoxicity and penetrates better. It 
is suggested to monitor renal functions regularly. Excess 
and dangerously situated fungal vegetation, for example 
in heart, may require surgical intervention. Renal 
fungal vegetation can be treated with percutaneous 
intraureteral flushing using antifungal agents.

In spite of all these methods of treatment, morbidity 
and mortality rate are 30% to 40%.
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Erratum: Perinatology. Jul–Sep 2015;16(2):62–68. 

The article “Knowledge, Attitude, and Practice Study of Kangaroo Mother Care Practices in a Tertiary Care 
Center: Does Knowledge Really Affect the Attitude and Practice?” was incorrectly featured as a Review Article. 
This is indeed an Original Article with a novel outcome.

We regret the error.


