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Candida albicans vesical fungal ball in a neonate
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Resumen

En los casos de candidiasis sistémica, la afeccion renal se pre-
senta en el 85% de los pacientes, con una amplia gama de mani-
festaciones que van desde pielonefritis, hasta la formacion de
bolas fungicas en la localizacién mas frecuente a nivel de la unién
ureteropélvica; en este caso el cuadro clinico es de caracter
obstructivo. Se informa el caso de un recién nacido con sepsis,
con bolas fungicas de localizacion renal; presentd al mismo tiem-
po una bola fungica en el piso de la vejiga. Las bolas fungicas a
nivel vesical son infrecuentes. El caso que se presenta es el
tercero en la literatura mundial en neonatos y el duodécimo en la
poblacion general. Aunque existen varios esquemas terapéuti-
cos, desde quirargico, hasta irrigacion local con antimicéticos, en
este caso se administré fluconazol por 47 dias; desaparecieron
las bolas fungicas renales y la vesical. Se sugiere buscar inten-
cionadamente bolas fungicas con ultrasonido en pacientes con
factores de riesgo de adquirir candidiasis sistémica, candiduria o
en presencia de seudomicelios en orina.

Palabras clave:; Bolas fungicas renales, bola flungica vesical,
infeccion urinaria, fluconazol, anfotericina B, sepsis.

Introduction

The kidney is one of the most vulnerable organs to the
pathogen action of fungi in patients with systemic
candidiasis which causes renal involvement in 85 per cent
of the cases 2, Parenchymal renal invasion results in a
variety of complications: pyelonephritis, papillary necrosis,
perinephritic abscess, renal calculi, urcterocele, hydrone-
phrosis, mycotic obstructive intrarrenal masses, 1.e., fungal
balls frequently located at the ureteropelvic union ', The
clinical presentation is dependent on the degree of
obstruction. The most severe cases present with urinary

*  Department of Parasitology and Mycology.
**  Department of Radiology.

Instituto Nacional de Pediatria. (National Institute of Pediatrics)
*** Universidad Autbnoma Metropolitana. Xochimilco

Corresponding author: Oscar Vazquez-Tsuji MD. Department of
Parasitology and Mycology. Instituto Nacional de Pediatria. Insur-
gentes Sur 3700-C. Col. Insurgentes Cuicuilco. México 04530 D.F.
e-mail: raulmdc@hotmail.com

Recibido: julio, 2002. Aceptado: agosto, 2002.

Abstract

In systemic candidiasis renal involvement occurs in 85 per cent of
the patients. A wide variety of manifestations may take place
including pyelonephritis and the formation of fungal balls, most
commonly at the ureteropelvic union which cause obstruction.
We report the case of a newborn who developed sepsis and a
vesical fungal ball, a very unusual location. This is the third case
in the world literature of a neonate with this condition, and the
twelfth in the general population. Several treatments have been
proposed for this condition: surgical excision, local irrigation with
antimycotics and others. Our patient was treated with fluconazole
for 47 days whereupon the renal and vesical fungus ball
disappeared. We propose that renal fungal balls should be
purposely investigated with ultrasound studies in patients at risk
to develop systemic candidiasis, candiduria or those exhibiting
pseudomycelia in the urine.

Key words: Renal fungal balls, vesical fungal ball, urinary
infection, fluconazole, amphotericin B, sepsis.

retention, oliguria or anuria *. A delayed diagnosis of renal
candidiasis may result in lesions and severe complications.
Therefore it is most important to diagnose the problem in
patients suspected of having this condition *¢.

Surgical treatment had been the standard approach for
this condition; however recent reports indicate the
successful use of systemic antimycotics such as fluconazole
and amphotericin B 7. The purpose of this paper is to present
the case of a neonate with renal fungal balls who developed
the clinical picture of a vesical fungal ball.

Case report

The patient was a one month old female born in the state of
Mexico (Mexico) froma 19 year old mother’s first pregnancy.
There was no antenatal control. The child was born on the
eighth month following a premature membrane rupture. She
weighed 2,700 grams; breathed and cried spontancously at
birth. Apgar was not known. BCG and Sabin vaccines were
given. Twenty four hours after birth jaundice was noted
and a navel purulent secretion was detected. An unknown
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The patient developed pneumonia and cephotaxime was
started at 150 mg/kp/day divided in three doses and
clyndamycin, 40 mg/kg/day divided in four doses. Blood
and urine cultures were repeated.

On October 27 the patient was in poor condition. Severe
anemia required a blood transfusion, 4 mL/kg in three hours;
a new transfusion of 10 mL/kg in three hours was required.
Urine culture were negative. Antibiotics were discontinued
in November 9 after 21 days, fluconazole was kept up. Renal
fungus balls were still present by November 12, some of
which gave a sonic shadow; the largest fungal ball was
located in the lower wall of the bladder. It disappeared
subsequently. There were still signs of pyelocaliceal
dilatation. Treatment was continued for ten more days.
Antimycotics were kept up for a total 57 days because of
the poor response caused by the immunologic condition of
the patient. A new ultrasound showed no renal fungal balls;
pyelocaliceal dilatation persisted. Fluconazole was
discontinued. One month later, direct examination of
centrifuged urine and urine culture for fungi were negative.
The last renal ultrasound only reported pyelocaliceal
dilatation.

Discussion

The diagnosis of Candida urinary infection has usually
been approached with different criteria. Among the most
reliable has been the UFC count of Candida in urine cultures.
A Candida urinary infection is considered positive with
counts >10,000 UFC/mL in urine obtained by catheterization.
Most reports on Candida urinary infection base the diag-
nosis on the presence of blastoconidiae (yeasts) and on the
Candida count of UFC/mL in urine cultures. However the
presence or absence of pseudomycelia in the urine has not
beenspecifically investigated. It has only been documented
when patients eliminate “fungal balls” in their urine, which
seldom occurs. We believe that intentional search of
pseudomycelia in the urine is most important based on the
fact that in the pseudomycelial stage originated from
blastoconidiae the fungi avoid phagocitosis and are capable
of invading the surrounding tissues; blastoconidiae are the
saprophytic form whereas the mycelial is the pathogen or
parasitic form **°,

In our patient we detected abundant blastoconidiae and
pseudomycelia elimination. The presence of abundant
pseudomycelia and a count greater than 100,000 UFC/mL
suggested that an invasive renal or vesical process was

present. Whereas the renal fungal balls had the typical shape
and size described in numerous reports, the vesical fungal
ball had an oblongue shape.

The reports on vesical balls indicate that their shape is
amorphous. Microscopic examination shows their laminated
structure resembling onion skin layers; they exhibit calcium
and phosphate deposits .

This is the third case in the literature of vesical fungal
ball in a neonate '>'*. This location is uncommon in other
age groups; only nine such cases have been reported 22,

There is no general agreement on the method of
treatment. Several authors recommend a parenteral treatment
in addition to intravesical irrigation with amphotericin B and
the need for surgical removal of pelvicaliceal mycelia. Other
authors advocate only the use of fluconazole or of
amphotericin B; some of these treatments have been
successful while others have had remissions or have failed
altogether .

The duration of antimycotic treatment has not been firmly
established. In our opinion it should be continued until direct
examination of centrifuged urine and blood cultures are
negative for fungi in the presence of Candida sepsis
associated with a renal infection; in addition, the renal
ultrasound must be negative for the presence of fungal balls
with reappearance of normal echogenicity of the renal
parenchyma *%.

We propose that the diagnostic approach in cases with
Candida urinary tract infection should include a renal
ultrasound study in every patient with systemic candidiasis,
with candiduria and over 10,000 UFC/mL of Candida sp.

and in cases with abundant pseudomycelia in the urine ».
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