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Case Report 
A male infant of 2,900 g was born at term to a 19-year-old primigravida woman who had adequate prenatal care and no major 
complications detected during the pregnancy. The only reported medical event was an episode of urinary tract infection by E. 
coli one month before delivering, which resolved without complications using nitrofurantoin. There was no history of maternal 
herpes simplex infection and her serologic screening was negative for syphilis.  

The baby was born by spontaneous vaginal breech delivery at 37-weeks of gestation.  The membranes ruptured at the hospital 
and there was no history of vaginal secretions or leakages prior to the onset of labor. The infant was well developed and 
obtained a 5-minute Apgar score of 9. On physical exam, he presented with macular and papular skin lesions covering the 
trunk, extremities, diaper area, and skin folds. Some lesions rapidly evolved into vesicles or pustules, sparing the oral cavity, 
nostrils, palms, and soles (Figure 1 and 2). The examination of the placental and umbilical cord showed no gross 
abnormalities. Routine blood tests and chest radiograph was normal. Tzanck smear from vesicles did not show multinucleated 
cells, but a potassium hydroxide preparation of the scaly lesions revealed numerous budding yeasts and pseudohyphae (Figure 
3). After this finding, the infant was started on topical treatment with 100,000 units/g nystatin cream and observed closely. 
Candida albicans was identified later in a culture of skin scales, which confirmed the diagnosis (Figure 4). Skin lesions 
cleared promptly following a 10-day course of treatment. The newborn was discharged without developing sepsis or Candida 
infection elsewhere on his body. The outpatient visit one month later confirmed the complete resolution of this condition.   

Discussion 
Candida albicans is a frequent pathogen of the female genital tract, especially during pregnancy. Neonatal candidiasis can 
either be acquired at birth, by delivery through an infected canal, or postnatally from nursery contacts [1]. It usually appears 
after the fifth day of life and commonly manifests as oral thrush or diaper dermatitis. However, cutaneous congenital 
candidiasis (CCC) is frequently secondary to Candida chorioamnioitis, which is considered the mechanism of fetal infection 
[2,3]. 

The incidence of an ascending infection in cases of vaginal infection is less than 1% and rarely causes chorioamnioitis [2,4]. 
Foreign intrauterine bodies such as intrauterine devices and cervical cerclage, as well as preterm birth have been considered as 
the main risk factors [5]. CCC can occur as an asymptomatic infection or as a disseminated infection with respiratory distress, 
hepato-splenomegaly, sepsis, or even death [6,7,8]. However, the most common presentation is a cutaneous generalized 
eruption of erythematous macules, papules, and/or pustules, with a benign outcome [5,9]. As described, this infant showed an 
eruption covering the trunk, extremities, diaper area, and skin folds. It has been reported that the presence of white 
microabscesses on the surface of the placenta and umbilical cord is virtually pathognomonic for the diagnosis [2]. However, 
the visual inspection of the placenta and umbilical cord was normal in our case. 

CCC is an infrequent condition with fewer than 100 cases reported in the literature over the past 40 years [10].  However it 
may occur more frequently than is indicated by the literature because the condition may remain unrecognized related to the 
commonly self-limited course [5,9,10]. We acknowledge that clinical features, as well as an appropriate potassium hydroxide 
exam and culture, are useful to differentiate these lesions from other conditions. The differential diagnosis includes erythema 
toxicum, transient neonatal pustular melanosis, drug eruptions, and infections such as syphilis, listeriosis, malaria, 
staphylococcal infection, or herpes simplex [2,3,4,10,11]. 



Nearly one-fourth of pregnant women are colonized by Candida albicans in their vaginal flora.  However in our case prenatal 
care visits showed no evidence of fungal disease. In this case, the mother was apparently healthy and had only been affected 
by a urinary tract infection during the last month of pregnancy. 

Approximately half of the newborns with CCC respond to topical therapy alone [10,11]. There are no clinical trials to 
determine the optimal length of therapy, but topical antifungal treatment should be applied until the lesions resolve [10]. We 
did not prescribe systemic therapy because the patient was healthy without risk factors. The use of systemic antifungals could 
be indicated if there are respiratory distress, signs of sepsis, low birth weight, broad spectrum antibiotic use, aggressive 
instrumentation during delivery, or positive systemic cultures [11]. 

Our case raises awareness that a CCC infection can be transmitted from an apparently healthy mother without risk factors. Our 
patient’s mother showed no evidence of abnormal vaginal discharge or presence of candida in her cytological exam. Although 
the reason for developing this infection is unknown, it is suggested that CCC may be facilitated by subclinical rupture of 
membranes before delivery [5]. If this condition is recognized early, unnecessary testing and overtreatment of newborns who 
present with these symptoms can be avoided.  

 
Figure 1: Macular and papular skin lesions covering trunk and extremities. 

 
Figure 2: Macular and papulo-vesicular skin lesions on diaper area and skin folds, leaving scales and erosions. 



 
Figure 3: Budding yeast and pseudohyphae on direct examination with potassium hydroxide (Magnification 400x). 

 
Figure 4: Isolation of Candida albicans on Sabouraud agar with cycloheximide. 
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