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• A 40 yr old  road traffic accident victim was 

admitted with head injury , requiring 

intubation. He has lung contusion , but no free 

fluid in the abdomen and CT abdomen normal  

 

• ?Should he be started on antifungal 

prophylaxis  



• A 60 yr old diabetic lady with urosepsis was 

admitted with septic shock , requiring high 

dose vasopressor , and on ventilator. She has 

grown e.coli in blood culture. She is three days 

in ICU and on broad spectrum antibiotics . 

 

• Should she be started on antifungal 

prophylaxis ? 

 



• A 40 yr old man admitted with enteric fever. 

He developed severe abdominal pain with 

guarding. An urgent laparotomy revealed  ileal 

perforation with pus in abdominal cavity. Perf 

was sutured and omental patch was applied.  

 

• Should this patient be started on antifungal 

prophylaxis ?  



• A 60 yr old diabetic was admitted with COPD 
exacerbation. He had a prolonged ICU stay 
requiring multiple antibiotics and 
cortiocosteroid therapy. He is vent dependent 
but hemodynamically stable ,afebrile and 
tolerating enteral feed. His ET suction and 
urine have grown candida species.  

• Should he be given preemptive  or empirical 
antifungal therapy  



• A 50 yr old diabetic patient admitted with 

pancreatititis. He has received imipenem for 

two weeks. He is spiking fever , abdominal CT 

shows some peripancreatic collection, His 

urine is growing candida.  

• Should he be started empirically on 

antifungal? 

• Which drug,dose , duration   



• A 60 yr old COPD  admitted with urosepsis with 
multiple organ failure , gradually stabilising . He 
has spiked a fever , but hemodynamically stable, 
started on broad spectrum antibiotics after 
sending cultures. 48 hours later  culture is 
growing candida 

• Which Antifungal will you choose , what dose , 
how long  

• If he was in shock will your choice would have 
been different  





Antifungal prophylaxis  











• Prophylactic use of fluconazole in a selected 

group of mechanically ventilated patients at 

high risk for infection reduces the incidence of 

Candida infections, in particular candidemia 





















 

• Prophylaxis with fluconazole or ketoconazole in 
critically ill patients reduces invasive fungal infections 
by one half and total mortality by one quarter. 
Although no significant increase in azole-resistant 
Candida species associated with prophylaxis was 
demonstrated, trials were not powered to exclude such 
an effect. In patients at increased risk of invasive fungal 
infections, antifungal prophylaxis with fluconazole 
should be considered. 
 











Recommendation 

• For ICUs that show very high rates of invasive 

candidiasis, compared with the normal rates 

of 1%–2%, antifungal prophylaxis may be 

warranted , and selected ICU patients who are 

at highest risk of invasive candidiasis may 

benefit from antifungal prophylaxis . 







• A 40 yr old  road traffic accident victim was 

admitted with head injury , requiring 

intubation. He has lung contusion , but no free 

fluid in the abdomen and CT abdomen normal  

 

• ?Should he be started on antifungal 

prophylaxis  



• A 60 yr old diabetic lady with urosepsis was 

admitted with septic shock , requiring high 

dose vasopressor , and on ventilator. She has 

grown e.coli in blood culture. She is three days 

in ICU and on broad spectrum antibiotics . 

 

• Should she be started on antifungal 

prophylaxis ? 

 



• A 40 yr old man admitted with enteric fever. 

He developed severe abdominal pain with 

guarding. An urgent laparotomy revealed  ileal 

perforation with pus in abdominal cavity. Perf 

was sutured and omental patch was applied.  

 

• Should this patient be started on antifungal 

prophylaxis ?  



Empirical /Pre emptive therapy 





Empirical 

• Fever 

 

• Not responding to broad 
spectrum antibiotic 

 

• Risk factor for candida 
present 

 

• Multifocal candida 
colonisation 

 

 

 

Preemptive 

• Afebrile 

 

• Risk factor for candida 

present 

• Multifocal candida 

colonisation 

 

• Positive B-d Glucan  

 



Empirical 

• Fever 

 

• Not responding to broad 
spectrum antibiotic 

 

• Risk factor for candida 
present 

 

• Multifocal candida 
colonisation 

 

 

Preemptive 

• Fever 

 

• Not responding to broad 

spectrum antibiotic 

 

• Risk factor for candida present 

• Multifocal candida 

colonisation 

 

• Positive B-d Glucan  









• Risk factors 

• Multifocal colonisation 





 



Recommendations 

• Criteria for starting empirical antifungal 
therapy in nonneutropenic patients remain 
poorly defined. 

• Early initiation of antifungal therapy may 
reduce morbidity, mortality, and length of stay 
in critically ill patients, but the widespread use 
of these agents must be balanced against the 
risk of toxicity, costs, and the emergence of 
resistance. 



Recommendations 

• Empirical therapy for suspected candidiasis in 

nonneutropenic patients is similar to that for 

proven candidiasis 



• A 50 yr old diabetic patient admitted with 

pancreatititis. He has received imipenem for 

two weeks. He is spiking fever , abdominal CT 

shows some peripancreatic collection, His 

urine is growing candida.  

• Should he be started empirically on 

antifungal? 



• WHAT IS THE TREATMENT OF CANDIDEMIA 

IN NONNEUTROPENIC PATIENTS? 



Recommendations  

• Selection of antifungal agent for candida  

• history of recent azole exposure 

• a history of intolerance to an antifungal agent 

• the dominant Candida species and current susceptibility 

data in a particular clinical unit or location 

• severity of illness 

• relevant comorbidities 

• evidence of involvement of the CNS, cardiac valves, 

and/or visceral organs 

 



• Fluconazole should be considered first-line 

therapy for patients  

– who have mild to moderate illness (i.e., are 

hemodynamically stable) 

– who have no previous exposure to azoles 

– who do not belong in a group at high risk of C. 

glabrata (infection e.g., elderly patients, patients 

with cancer, and patients with diabetes). 



• Patients with candidemia and suspected 

concomitant endocardial or CNS involvement 

should probably not receive fluconazole as 

initial therapy 

• They should receive an agent that is 

fungicidal, such as AmB (for endocardial or 

CNS candidiasis) or an echinocandin (for 

endocardial candidiasis) 

 



• Step-down therapy to fluconazole is 

reasonable for patients who have improved 

clinically after initial therapy with an 

echinocandin or AmB and who are infected 

with an organism that is likely to be 

susceptible to fluconazole (e.g., C. albicans, C. 

parapsilosis, and Candida tropicalis) 



• The echinocandins demonstrate significant 

fungicidal activity against all Candida species, 

and each has demonstrated success in ∼75% 

of patients in randomized clinical trials 

 



• Because of their efficacy, favorable safety 

profile, and very few drug interactions, the 

echinocandins are favored for initial therapy 

for patients 

• who have a recent history of exposure to an azole 

• moderately severe to severe illness (i.e., are 

hemodynamically unstable) 

•  allergy or intolerance to azoles or AmB,  

•  high risk of infection with C. krusei or C. glabrata 



• The Expert Panel favors fluconazole over the 3 

available echinocandins for treatment of 

candidemia due to C. parapsilosis on the basis 

of the decreased in vitro activity of 

echinocandins against C. parapsilosis 



• Most experts agree that the echinocandins are 

sufficiently similar to be considered 

interchangeable 



• Voriconazole possesses activity against most 

Candida species, including C. krusei ,  

–  need for more-frequent administration 

– less predictable pharmacokinetics 

–  more drug interactions 

– and poor tolerance to the drug 



• Voriconazole does not provide predictable 

activity against fluconazole-resistant C. 

glabrata 

 



• AmB-d is recommended as initial therapy  

• when alternative therapy is unavailable or unaffordable 

• when there is a history of intolerance to echinocandins 

or azoles 

• when the infection is refractory to other therapy 

•  when the organism is resistant to other agents 

• when there is a suspicion of infection due to non-

Candida yeast, such as Cryptococcus neoformans. 



 



 



 



 



• The Expert Panel favors an echinocandin for 

patients with 

• moderately severe to severe illness 

• patients who have had recent azole exposure 

• Species resistant to azoles  

 

 



• Transition from an echinocandin to 

fluconazole is recommended 

– for patients who have isolates that are likely to be 

susceptible to fluconazole (e.g., C. albicans)  

– and who are clinically stable 



• For infection due to C. glabrata, an echinocandin 

is preferred 

• Transition to fluconazole or voriconazole is not 

recommended without confirmation of isolate 

susceptibility 

• For patients who initially received fluconazole or 

voriconazole, are clinically improved, and whose 

follow-up culture results are negative, continuing 

an azole to completion of therapy is reasonable 



• For infection due to C. parapsilosis, 

fluconazole is recommended 



• Voriconazole is recommended as step-down 

oral therapy for selected cases of candidiasis 

due to C. krusei or voriconazole-susceptible C. 

glabrata 



• 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 



• For all patients with candidemia, a dilated 

funduscopic examination sometime within the 

first week after initiation of therapy. 



• Intravenous catheter removal is strongly 

recommended for nonneutropenic patients 

with candidemia 



• A 60 yr old COPD  admitted with urosepsis with 
multiple organ failure , gradually stabilising . He 
has spiked a fever , but hemodynamically stable, 
started on broad spectrum antibiotics after 
sending cultures. 48 hours later  culture is 
growing candida 

• Which Antifungal will you choose , what dose , 
how long  

• If he was in shock will your choice would have 
been different  





Thank You 


