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ABSTRACT 
 

Candida species can cause a wide variety of clinical syndromes, especially in immunocompromised and 
diabetic patients. Primary perirenal candidial abscess has been a rare reported entity. Here we report a rare case 
of primary PNA due to Candida species in an immunocompetent patient with diabetes mellitus and its minimal 
invasive management. Retrospective and prospective analysis of clinical, laboratory and radiological records along 
with continued follow up of patient was done. This patient was 48-year-old man, admitted with burning in 
micturition, right flank discomfort and low grade fever since 1 year. Abdominal ultrasound and computerized 
tomography were suggestive of a PNA of the right kidney. Candida species was isolated from sample obtained by 
C.T. guided needle aspiration.  Culture of aspirate showed sensitivity to azoles. Systemic antifungal therapy based 
on culture report was started in form of oral drug. The patient responded well leading to resolution of lump and 
the fever. Appropriate timely treatment appears to be having a promising role in definitive therapy for renal and 
PNA due to Candida even in immunocompetent host with predisposing factors such as diabetes mellitus. This case 
highlights the fact that fungal infections should be included in the differential diagnosis of PNA in such patients. 
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INTRODUCTION 
 
Candida is one of the most frequent etiologic agents in fungal infections. It causes 

opportunistic infections ranging from simple mucocutanaeus to invasive infections in patients 
with immunosupression. Infections of the skin and the mucous membranes due to Candida 
species may occur either in immuncompromised or normal population. This is in contrast to 
systemic candidiasis (e.g. candidemia) which is only seen in severely immunocompromised 
patients. Blood stream infections caused by Candida species are increasingly recognized in 
critical ill adult and pediatric individuals, with significant associated morbidity and mortality. 
Renal and perirenal abscess by Candida is an infrequent entity. Diseases such as diabetes 
mellitus, renal failure, organ transplantation, and neutropenia are the main predisposing 
factors for Candida infections. Treatment of infections caused by this species should be with 
antifungal agents such as amphotericin B, azoles, or echinocandin. 
 
CASE REPORT 

 
A 48 year-old male weighing 62 kilograms presented with complaints of burning in 

micturition and low grade fever (off and on) since 1 year along with right flank pain since 3 
months. A tender ballotable lump was palpable on right side of abdomen. Total leukocyte count 
was 9100/cu mm and serum creatinine was 3.62 mg/dL. During evaluation, glycemic status of 
the patient was found to be deranged. USG abdomen was suggestive of a small abscess cavity 
in posterior aspect of right kidney with a thin rim of collection around lower pole. The other 
kidney was found to be small and contracted. CT abdomen (Fig.1) was suggestive of a localized 
collection in medial aspect of right kidney with extension in perinephric space superiorly & 
laterally. 

  

 
 

Fig 1: CT- Abdomen showing left perinephric abscess 

 
CT guided fine needle aspirate microscopy revealed plenty of budding yeast cells with 

numerous psuedohyphae along with plenty of pus cells suggestive of Candidiasis (Fig 2). Fungal 
culture confirmed growth of Candida species sensitive to azoles. Viral markers were negative. 
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Fig 2: Peri renal aspirate microscopy revealed plenty of budding yeast cell with psuedohyphae 

 
Patient was started on oral voriconazole with loading dose of 400 mg twice on day 1, 

followed by 200 mg twice daily for 2 weeks with strict glycemic control. Fever along with flank 
pain subsided. CT scan one month later revealed complete resolution of abscess. At the time of 
writing this case report, more than 6 months later, the patient is in complete remission with no 
clinical evidence of perinephric collection.  

 
DISSCUSION 

 
Renal cortical abscess are three times more common in male over females, whereas 

suppurative infections of the kidney and perinephric space affect both sexes equally. These 
infections may cause significant morbidity and mortality [1, 2]. 

 
Most prominent risk factors associated with fungal renal abcess are diabetes mellitus, 

use of long term broad spectrum antibiotics, immunosupression and urinary tract obstruction 
[3-5]. Systemic candidial infection may also lead to renal involvement but the symptomatolgy in 
these patients may itself be quite suggestive of the etiology. 

 
Though fungal PNA in itself is a rare entity, the route if infection is the same as that of 

the bacterial etiology [6]. 
 
Usually in bacterial etiology ascending urinary tract infection is a major source of PNA 

[7] although a significant number of cases (30%) may be due to hematogenous dissemination 
from distant sites of infection. Ascending infections are usually caused by gram-negative 
organisms whereas hematogenous bacterial seeding is commonly associated with gram-
positive organisms such as S. aureus [7]. 

 
With development of advanced diagnostic modalities, highly effective antibiotics and 

newer nonsurgical interventions, the rate of recovery from renal and perirenal abscesses 
without surgery has increased, and reduced mortality has been described [8-11]. However 
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percutaneous drainage in particular may lead to pyopneumothorax, bacteremia, phlegmon and 
gastrointestinal tract fistulas [12, 13]. 

 
The management of PNA is still a controversy depending upon the etiology, 

predisposing factors and radiologic findings. The treatment may further be confounded by a 
fungal etiology.   

 
Our patient had one predisposing factor for fungal infection as he was diagnosed to be 

diabetic. The patient was immunocompetent and had never undergone treatment for any 
surgical or major medical illness. As the renal parameters of the patient were already deranged, 
an advocated and conservative approach of percutaneous drainage along with systemic 
antifungal treatment, [14-16] was followed. There were no findings suggestive of re-infection or 
superimposed infection on follow up. 
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