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✓ A 43-year-old chronic alcoholic male, with chronic liver disease  

✓ Jaundice

✓ Ascites and deranged renal function for 2 months, was referred 
for liver transplant

➢ Grade II hepaticencephalopathy 

➢ TLC 23 000 ul with 88% polymorphs 

➢ Total bilirubin 36.3 mg /dl, direct bilirubin 23.2 mg/dl, 
coagulopathy ratio of 1.91 

➢ Blood urea nitrogen 133 mg /dl and serum creatinine 3.6 mg/ dl

Case 1

Examination 



➢ Bacterial cultures of blood, sputum and ascitic fluid
were negative at the time of admission .

➢ Empirically treated with meropenem, colistin,
haemodialysis IV albumin and fluconazole 150 mg once a
day for 2 weeks.

2 weeks after admission

➢ Shortness of breath with cough and expectoration.

➢ Bilateral coarse crepitation's and a raised jugular venous
pressure with tachycardia without hypotension.





➢ Significant pericardial effusion
with tamponade was observed.

➢ Ventilator support, and
pericardiocentesis done.

➢ hemorrhagic fluid (250 ml)
drained and a sheath in situ for
further drainage

➢ leukocyte count of 3600 ml /dl, with predominant polymorphs

➢ Candida haemulonii, by VITEK2 (BioMe´rieux)



➢ C. haemulonii was also isolated from urine, blood and
bronchoalveolar lavage.

➢ AFST by VITEK2 AST Yeast (BioMe´rieux), high MICs to FLU
(32 mg/L) and amphotericin B (16 mg mg/L) low MICs to
caspofungin (CAS) (0.25 mg /L).

Therapy

➢ CAS, loading dose of 70 mg, followed by 50 mg daily. Renal
parameters deranged continued for 12 days .

➢ Repeat pericardial fluid culture and urine grew C. haemulonii

➢ Day 13, he expired due to septic shock.



Identification of yeasts in the Medical 
Mycology reference laboratory 

Canida auris by ITS  sequencing and MALDI TOF

AFST by CLSI microbroth dilution

➢ Resistant to  fluconazole (MIC 128 mg/l)

➢ Amphotericin B (MIC range 0.125-0.5 mg/L) 

➢ CAS (MIC 1 mg /l) 

➢ Posaconazole (MIC <0.015 mg/l), Voriconazole (MIC range 
0.06-0.125 mg/l)

➢ Micafungin (MIC 0.06 mg/l) and anidulafungin (MIC 0.125-
0.25 mg/l)





✓ A 12-year-girl with fever and ecchymosis for 1 month and abdominal 
pain for 5 days.

✓ Chest x-ray, and ultrasound of the abdomen were unremarkable

✓ Hemoglobin (9.2 gm/dL), white blood cell count (1200/μL), and 
platelet count (7000/μL)

✓ Bone marrow biopsy revealed AML without maturation (AML-
M1).

Case 2 

✓ Induction chemotherapy was initiated as per UKAML12 protocol.

✓ Cefoperazone-sulbactam, metronidazole, and linezolid were
administered empirically

Treatment Course 



✓ Day 4, imipenem/cilastatin administered until day 15 but she
remained febrile

✓ Sputum and blood cultures remained negative.

✓ Probability of IPA considered, and oral
voriconazole (6 mg/kg twice daily) was
given for 3 weeks.

✓ On day 18 of induction, she developed
right subcostal pain.



✓ USG abdomen revealed multiple rim-enhancing foci in both lobes of
the liver and spleen.

✓ Fine-needle aspiration of the hepatic lesion showed periodic acid-
Schiff positive septate hyphae

Isolate from hepatic abscess was
identified as Aspergillus species in
the cancer Institute laboratory



SDA plates, incubated at 28 and 37°C, showed white cottony
colonies, which later turned bluish green

✓ monoverticillate/biverticillate conidiophores with metulae in whorls 
of 3–5.

✓ The β-tubulin and calmodulin gene sequences exhibited 99% identity 
with Penicillium oxalicum

Identification in Medical Mycology 
laboratory 



✓ Posaconazole oral suspension
(200 mg thrice a day) based on
results of AFST.

✓ Fever subsided after 4 days of
posa.

✓ Repeat abdominal USG after 2
weeks showed reduction in size
and number of lesions.

✓ CT chest showed complete
resolution of lesions.

✓ Posaconazole was continued
for 6 weeks during which she
received 2 consolidation
chemotherapy



✓ A 34-year-male, hospital
attendant

✓ Fever, cough and expectoration

✓ Sputum for AFB –ve repeatedly

✓ Xray chest started on ATT

Case 3



✓ Repeated cultures were sent 
for Mycobacteria but remained 
negative in a tertiary care 
hospital

✓ATT continued for 14 months.  







✓ Abscess in parasternal area was drained 

✓ Smear negative for mycobacterium 

✓ PCR for MTB –ve

✓ Crpptococcus on India ink preparation

✓ Culture positive for Cryptococcus 
neoformans

✓ Serum CRAG by Lateral flow was positive 

Investigations in Medical Mycology 
laboratory 



✓ HIV –ve , CD4 counts 206

✓ Diagnosed pulmonary crptococosis with abscess

✓ ABLC 200mg for 7 days with fluconazole 400 tds

✓ Deranged renal function

✓ Dose of ABLC decreased, completed treatment for 14 days,
continued 800 mg fluconazole for 4 months

✓ Renal functions normalized



Challenges for fungal disease identification 
in low socioeconomic countries 

✓ Low index of diagnostic suspicion due to lack of 
awareness 

✓ Insufficient laboratory identification capacity. 

✓ In countries with high burden of tuberculosis correct 
fungal identification is lacking 

✓ Sputum smear-negative pulmonary tuberculosis, for
which patients are often treated unnecessarily with
ATT while, CPA, cryptococcosis, and blastomycosis,
histoplasmosis, might go undiagnosed.


