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Risk Factors
IFIs - Candida spp



Risk Factors

IFIs - Candida spp

Bassetti et al. Critical Care 2010

Sepsis 
Long ICU stay 
Using Total Parenteral Nutrition (TPN) 
Candida sp multifocal colonization findings 
Using deep vein catheters, including Central Venous 
Catheter (CVC) 
Hemodialysis 
History of long-term use of wide-spectrum antibiotics 
History of abdominal surgery 
Transplantation 
Long ICU stay 
Babies with low birth weight in ICU 
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What Is the Treatment for Candidemia in 
Nonneutropenic Patients?
Recommendations
1. An echinocandin (caspofungin: loading dose 70 mg, then
50 mg daily; micafungin: 100 mg daily; anidulafungin: loading
dose 200 mg, then 100 mg daily) is recommended as initial
therapy (strong recommendation; high-quality evidence).
2. Fluconazole, intravenous or oral, 800-mg (12 mg/kg) loading
dose, then 400 mg (6 mg/kg) daily is an acceptable alternative
to an echinocandin as initial therapy in selected
patients, including those who are not critically ill and who
are considered unlikely to have a fluconazole-resistant Candida
species (strong recommendation; high-quality evidence).
3. Testing for azole susceptibility is recommended for all bloodstream
and other clinically relevant Candida isolates. Testing
for echinocandin susceptibility should be considered in patients
who have had prior treatment with an echinocandin
and among those who have infection with C. glabrata or
C. parapsilosis (strong recommendation; low-quality evidence).

4. Transition from an echinocandin to fluconazole (usually
within 5–7 days) is recommended for patients who are clinically
stable, have isolates that are susceptible to fluconazole
(eg, C. albicans), and have negative repeat blood cultures following
initiation of antifungal therapy (strong recommendation;
moderate-quality evidence).
5. For infection due to C. glabrata, transition to higher-dose
fluconazole 800 mg (12 mg/kg) daily or voriconazole 200–
300 (3–4 mg/kg) twice daily should only be considered
among patients with fluconazole-susceptible or voriconazole-
susceptible isolates (strong recommendation; low-quality
evidence).
6. Lipid formulation amphotericin B (AmB) (3–5 mg/kg daily)
is a reasonable alternative if there is intolerance, limited
availability, or resistance to other antifungal agents (strong
recommendation; high-quality evidence).
7. Transition from AmB to fluconazole is recommended after
5–7 days among patients who have isolates that are susceptible
to fluconazole, who are clinically stable, and in whom repeat cultures on 
antifungal therapy are negative (strong recommendation;
high-quality evidence).

Part of Guidelines



8. Among patients with suspected azole- and echinocandin resistant
Candida infections, lipid formulation AmB (3–5
mg/kg daily) is recommended (strong recommendation;
low-quality evidence).
9. Voriconazole 400 mg (6 mg/kg) twice daily for 2 doses, then
200 mg (3 mg/kg) twice daily is effective for candidemia, but
offers little advantage over fluconazole as initial therapy
(strong recommendation; moderate-quality evidence). Voriconazole
is recommended as step-down oral therapy for selected
cases of candidemia due to C. krusei (strong recommendation;
low-quality evidence).
10. All nonneutropenic patients with candidemia should have
a dilated ophthalmological examination, preferably performed
by an ophthalmologist, within the first week after
diagnosis (strong recommendation; low-quality evidence).
11. Follow-up blood cultures should be performed every day
or every other day to establish the time point at which

What Is the Treatment for Candidemia in Nonneutropenic 
Patients?

candidemia has been cleared (strong recommendation; 
lowquality
evidence).
12. Recommended duration of therapy for candidemia 
without
obvious metastatic complications is for 2 weeks after 
documented
clearance of Candida species from the bloodstream
and resolution of symptoms attributable to candidemia
(strong recommendation; moderate-quality evidence).

Part of Guidelines



1. Restrict or avoid antifungal prophylaxis 

2. Differentiate infection from colonisation 

3. Use non-culture-based diagnostics for early detection of IC

4. Limit the use of empirical therapy based on risk-factors 

5. Promote early pre-emptive antifungal treatment  based on risk factors and 
biomarkers

6. Get treatment right the first time with adequate drugs (echinocandins) 

7. Have adequate source control within 48 hours (catheter removal, appropriate 
drainage, surgical control)

8. Use an adequate dose: low dose is associated with resistance

9. De-escalate whenever possible (if possible, within day 5) 

10. Stop early useless therapy and check duration of therapy

Slide of Prof Basseti March 6th, 2021

IC, invasive candidiasis.
Bassetti M et al. Intensive Care Med 2017: DOI: 10.1007/s00134-017-4922-x.

The 10 most remarkable rules for developing antifungal 
stewardship program in ICU 
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