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    Last decade has seen a rise in the use of advanced invasive and indwelling devices in pediatric intensive care units (PICUs) with the emergence of newer therapies for sick children. Unfortunately, it has led to the rising incidence of hospital-acquired infections and candidemia is one such condition. Candidemia has been demonstrated in PICU to be an individual risk factor contributing to higher mortality rate. This is possibly owing to the delayed diagnosis, increased incidence of nonalbicans candidemia (NAC), and rising resistance against the antifungals. Therefore, it is crucial to identify the risk factors, epidemiology, and adequate preventive and control measures.


    It is estimated that 10%–20% of all nosocomial bloodstream infections in intensive care units (ICUs) are due to Candida species.[bookmark: ft1][1],[bookmark: ft2][2]Candida is a part of normal flora, which in the presence of breached protective barriers due to invasive catheters and endotracheal tubes turns into a pathogen, particularly in vulnerable and immunocompromised hosts. Apart from this, cross contamination through the hands of health-care workers in PICU also plays a significant role in transmission.


    Zaoutis et al. conducted a population-based case–control study in Children's Hospital of Philadelphia and identified an incidence of candidemia as 3.5/1000 PICU admissions. The presence of a central venous catheter (CVC), malignancy, and use of broad-spectrum antibiotics including antimicrobials with activity against anaerobic organisms were identified as risk factors. Vancomycin and hyperalimentation were identified as individual risk factors.[bookmark: ft3][3],[bookmark: ft4][4] Singhi et al. in their retrospective cohort study found that the NAC accounted for 70% of Candidiasis in PICU. Candida tropicalis was identified as the most common and was associated with higher mortality and resistance to fluconazole. Although candiduria was identified commonly, they emphasized that it does not necessarily lead to Candidemia and hence need not be treated if not associated with clinical findings or suspicion of coexisting invasive disease. However, there is a need for high-risk surveillance and early antifungal therapy if the blood cultures are suggestive of fungal growth or there is presence of risk factor.[bookmark: ft5][5] Mantadakis et al. reported few other risk factors such as prematurity, parenteral nutrition, neutropenia, steroid therapy, neurological disease, transplant recipients, and mechanical ventilation. The risk with the utilization of various invasive devices were different e.g., silastic percutaneous CVCs were related with a higher hazard than port-a-catheters.[bookmark: ft6][6]


    A shift from Candida albicans group to NAC group (Candida parapsilosis, Candida glabrata, C. tropicalis, and Candida krusei) has been noted since almost past two decades probably due to the increased use of azoles for both treatment and prophylaxis. C. tropicalis is associated with candidemia in neutropenic patients with hematologic malignancies[bookmark: ft7][7] and is the most common NAC in Indian PICUs compared to the rest of the world.[bookmark: ft8][8],[bookmark: ft9][9]


    The prolonged turnover time for fungal culture and the critical nature of the diseases in ICU has led to the increased use of prophylactic and empiric fungal therapy. A systematic review was done in critically ill children and adults to see the effects of untargeted antifungal treatment. There was moderate grade evidence among the 22 studies reviewed of insignificant effect on the mortality (risk ratio = 0.93, 95% confidence interval = 0.79–1.09, P = 0.36), although the risk of invasive fungal infections was significantly reduced.[bookmark: ft10][10] Hence, the role of untargeted antifungal administration before positive culture remains debatable and warrants further studies.


    The emerging resistance to common antifungal drugs such as azoles and the rising incidence of NAC is a major concern in PICU. Many studies including Kaur et al.[bookmark: ft11][11] done in adults have found similar results of higher incidence of NAC species with C. tropicalis being more followed by C. glabrata, C. parapsilosis, C. krusei, and Candida kefyr. Candida colonization is a common finding in ICU in almost 73% of patients;[bookmark: ft12][12] however, most patients suffer no ill effects in the absence of immunosuppressed states or other risk factors.[bookmark: ft13][13] Antifungal susceptibility indicated that 37.8% and 7.8% of the Candida isolates were resistant to fluconazole and amphotericin B, respectively.[bookmark: ft11][11] Further studies are required in PICU to substantiate the same.


    In this issue, Behera C et al.[bookmark: ft14][14] in their retrospective observational study have tried to study the incidence, risk factors of candidemia in PICU, associated mortality, and the sensitivity pattern over a period of 2 years in a tertiary care hospital. Out of 1034 cases, 36 cases were identified with candidemia. The study showed a male predilection with age groups between 6 and 14 years being most affected, though mortality was high in the younger age group (1–5 years). The risk factors were consistent with previous studies such as CVCs, immunosuppression, use of broad-spectrum antibiotics with anti-anaerobic activity, multiorgan dysfunction syndrome, and concurrent sepsis. Incidence of NAC group was higher with higher resistance and mortality. Most common among them was C. tropicalis, followed by C. glabrata, C. parapsilosis, and C. krusei (5.6%). Most of the isolates were sensitive to amphotericin B, followed by clotrimazole, voriconazole, and itraconazole and least to fluconazole and nystatin.


    The results are consistent with many other studies highlighting the need for high-risk stratification and precautions to prevent the growing incidence of fungal infections and resistance to common antifungal drugs. This study has also identified Candiduria as an associated factor in 58.3% cases of Candidemia. Prophylactic antifungal in the presence of Candiduria with other risk factors and signs of fungal sepsis warrant early start of antifungals. However, whether it requires routine start of antifungal even in the absence of other factors remains debatable and needs further evidence.


    This study emphasizes the burden of growing candidemia in the PICU units and the need to have stringent guidelines on invasive procedures to maintain asepsis, risk stratification to identify and initiate early treatment, and cautious use of antifungal therapy to curb the surge in resistant species. Overall, it is an important addition to the available evidence on fungal sepsis in order to have a more aware and cautious PICU care. However, further studies are required across the country for formulation of uniform policies based on Indian pediatric subpopulation and distribution of the species along with their resistance pattern.
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