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Invasive fungal infections (IFIs) are life-threatening
infections with poor prognosis. Important cells with
antifungal host defence are dendritic cells, neutrophils,
macrophages, NK cells, CD4 T cell (Th1, Th2, Th9, Th17, and
T Reg), and CD8 cells (1). These cells produce cytokines
and chemotactic factors and contribute to human fungal
protection (1, 2). Invasive fungal infections occur in immunocompromised patients or in patients treated with
immunosuppressive or chemotherapy drugs (3, 4). Severity of infection depends on the mechanisms of pathogenicity of etiologic agents, mechanisms of the host immune
system defense against infection, and the site of infection.
These infections are uncommon in healthy individuals, yet
unfortunately, in the recent years there have been reports
about infection in immunocompetent hosts as well (5, 6).
It is notable that some patients are healthy in the first examination and after diagnosis of fungal infection, upon
secondary examination, risk factors for fungal infections
are found.
Different mechanisms have been reported in the diagnosis of pathogenic hyphal form of fungi and yeasts (2, 7).
Anti-fungal response in humans is caused by macrophage
phagocytic processes and inflammatory cytokine compounds, and influence various immune cells, and are induced by cell wall antigens (7). Toll-like receptors (TLR) 2
and TLR4 have been involved in the diagnosis of Candida
and Aspergillus species. The mechanisms of infection in immunocompetent hosts have been discussed in the literature. Fungi can escape the innate immune system by inducing an anti-inflammatory cytokine profile (8). Antigens
in fungal cell wall, including zymosan, phospholipomannan, glucuronoxylomannan and glucoronoxylomannan,
and O-linked mannan have been identified as pathogenassociated molecular patterns for TLR2 and TLR4, respectively (8, 9). During hyphal formation in Candida albicans,

β -glucans are obscured by outer fungal component and
cannot be recognized by dectin-1. This shielding protects
these organisms from the immune system. The following
strategies to evade from host defence immunity demonstrate that conidia of fungi could bind and enter human
epithelial cell lines and remain viable for a long time and
germinate and disseminate. Germinated cells limit the induced levels of inflammatory cytokines (7, 8). Pigmentation on some fungi, like Aspergillus species, affects virulence by limiting neutrophil activity and complement C3
deposition (10). Candida albicans and Aspergillus fumigatus
were shown to have the ability to bind Factor H on their surface and down-regulate the complement system (10).
Early diagnosis and treatment are needed for the management of IFIs in immunocomponent patients. Current
diagnostic tools for establishing a diagnosis of an invasive
fungal infection include microbiological cultures of biologic fluids and tissue, antigen assay in serum or broncho
alveolar lavage for galactomannan and/or (1,3)-β -glucan,
Candida albicans germ tube antibody detection, and polymerase chain reactions to detect fungal DNAs (11). Noninvasive methods like measure of galactomannan, BD glucan, and molecular methods could serve as initial diagnostics (3, 4). As the resistant fungal etiologic agents were reported in the literature (12, 13), culture (as the gold standard’ method) from sterile clinical specimens and detection of susceptibility pattern of etiologic agents are important. Sampling from sterile sites requires invasive procedures, which are not performed in routine treatment.
Conclusion
In immunocompetent hosts not responsive to antibiotic therapy, differential diagnosis for fungal infections should be considered, especially when infection progresses. Early diagnosis by clinical, radiological and mycological studies is helpful because infection could cause
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morbidity and mortality.
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