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IDSA-Non-ndtropenik hastalarda

invaziv kandidiyazis

» Kandidemi

» YBU hastalarinda ampirik tedavi
* Solunum yolu orneklerinde kandida
- Uriner sistem enfeksiyonlar|
 Endokardit

- Intaabdominal enfeksiyonlar
 Kemik eklem enfeksiyonlari

+ SSS enfeksiyonlari

- Ozefajit

* Endoftalmit

* Yenidogan kandida enfeksiyonu



68y E
 Yakinma: sag yan agrisi, ates ylksekligi
» Ozgecmis: DM-10 yildir, KBY-3 yildir
sigara- 60 paket yil
alkol- 40 yil glinde 3 duble(3 yildir igmiyor)

2011 de alkole bagl karaciger S nedeniyle tx

ILlaglar: Certican (everolimus) 0.25 mg 2x1
Soy gegmis: 6zellik yok




Biling konflize

Ates 40°C,

TA: 180/100mmHg,

Kalp hizi: 120/dk

Bilateral solunum sesleri kaba

Batin muayenesinde yaygin hassasiyet



Laboratuvar

Ure H 181
Kreatinin H 5.54
Sodyum L 134
Potasyum 43
Kloriir 106
Kalsiyum I 19
Magnezyum 1.9
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Laboratuvar

SGOT(AST) H 530 UL
SGPT(ALT H 371 UL
Alkalen Fostataz 113 UL
GGT 16 UL
Total Protern 6.5 g/dL
Albfimin L 29 g/dL
Total Bilirubin 052 mg/dL
Direkt Bilirubin H 0.36 mg/dL
LDH H 123 UL
(K H 9392 [UL
CK-MB H 139 UL
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Miyoglobin >3000 ng/ml
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* Lokosit:15.400/mm, %85 PNL

« Arteriyel kan gazinda laktat 1.8 HCO;:14 pH:7.30
- Izleminde konfiizyonunda artma

« Hemodiyalize alindi

* Gram (-) sepsis dislnilerek meropenem basland:

 Ates yaniti alinamadi



Kan kdltdrd

1. Candida albicans  Antibiyogram Adi1
Amfoterisi B

Flukonazol
[trakonazol
Vortkonazol
Kaspofungin
Posakonazol

LR L L L L

Maya mantar (redi.



Kandida tirleri |Risk faktorleri

Tum Candida
tirleri

Invaziv cerrahi islemler (6z. GIS cerrahisi)
Santral venéz kateter

Total Parenteral Nutrisyon

Notropeni

Immiin baskilayici tedavi @
Diabetes mellitus @

Agir pankreatit

Mayr A, et al. Clin Microbiol Infect 2011; 17 (Suppl. 1): 1-12
Mikulska M, et al. Expert Rev Anti Infect Ther 2012; 8(8): 755-65.



Kandida tirleri Risk faktorleri

Tum Candida tirleri Yogun bakimda uzun yatis siresi
Genis spektrumlu antibiyotik kullanim

Kanser kemoterapisi| Transplantasyon

H2 reseptor blokaord kullanimi
Prematiire yenidogan

Renal yetmezlik/hemodiyaliz
Mukozal kandida kolonizasyonu
Bakteriyel enfeksiyon

3)
4)

Mayr A, et al. Clin Microbiol Infect 2011; 17 (Suppl. 1): 1-12

Mikulska M, et al. Expert Rev Anti Infect Ther 2012;

8(8): 755-65.



Notropenik olmayan kandidemili

hastalarda tedavi (IDSA 2016)

Baslangi¢ tedavisi

 Mikafungin 100 mg
 Anidulafungin ~ 200/100 mg
« Caspofungin 70/50 mg EKINOKANDINLER

(Glgld 6neri, yiksek diizey kanit)
* Amfoterisin B 3-5 mg/kg



YBU'de invaziv kandida enfeksiyonlarinin
tedavisi

Erken Dogru
tani tedavi

N/

[Mor"rali’re \) ]




Tedavi / Mortalite

7 randomize kontrolli ¢alismanin degerlendirmesi, 1915
hasta

APACHE IT o
Ileri yas KOTU PROGNOZ
C. tropicalis

Andes DR et al. Clin Infect Dis 2012;54:1110-22.



Notropenik olmayan kandidemili
hastalarda tedavi (IDSA 2016)

Baslangig tedavisi

* Flukonazol (12 mg/kg; 6 mg/kg giin)

400-800 mg/giin

Kritik olmayan hasta, hemodinamik olarak stabil

Oncesinde azol kullanimi olmayan

Azol direngli kandida beklenmeyen hasta grubunda
alternatif tedavi

C. glabrata: Ileri yag, malignite, diyabet
(Giglii oneri, yiiksek diizey kanit)



De-eskalasyon

Ekinokandin @ Flukonazol

« Notropenik olmayan hastalarda (5-7 giinlik tedavi)

* Klinik durum stabil

* C. albicans veya flukonazole duyarli Candida
Tury

« Tekrarlanan kan kiltirlerinde Greme olmamasi
(Gugld 6neri, orta diizey kanit)

Clinical Practice Guideline for the Management of Candidiasis:
2016 Update by the Infectious Diseases Society of America



G6z dibi muayenesi

Kandidemi: Antifungal tedavi baslangicindan sonra

bir hafta iginde dilate fundoskopi
(Glglu oneri, dusik dizey kanit)

716 g0z tutulumu
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Oude Lashof AM, et al. Antimicrob Agents Chemother 2012; 56:3133-7.



Kontrol kan kulturleri ne zaman alinmali?

« ESCMID:; Giinde en az bir tane

* IDSA; Her gun veya gun agiri

(Gugli oneri, diisuk dizey kanit)



Tedavi suresi

Semptomlarin diizelmesi ve metastatik enfeksiyon

olmamasi durumunda;

Ilk negatif kan kiiltiirinden 2 hafta sonrasina kadar

(Giglii oneri, orta diizey kanit)



YBU ampirik antifungal tedavi

olgu

* 44 yasinda, kadin

* Brid ileus, jejunum perforasyonu (Genel Cerrahi

operasyoh)

* Post-op solunum yetmezligi, hipotermi, septik sok
- YB (MV)

* Noradrenalin

* Meropenem




3. gun

* Noradrenalin, TPN

* Meropenem tedavisi altinda yiiksek ates (39,3°C)
* Lokosit:16.600/mm3, CRP:26,3 mg/dl

* Prokalsitonin:9,5 ng/dl

* ARDS -Prone pozisyonu

» Kan kdltirlerinde tureme yok

« Ampirik vankomisin eklendi



4. gln

» Idrarda
Candida spp. Kolonizasyon

taramasi

« 7 bolgeden 6rnek alindi
e Idrar
- DTA
* AQiz surdnti
. Dgen SIVISI 5 ( T ) * Ekinokandin
* Dren ¢evresi sirinti
« Rektal siiriinti
 Koltuk alti siirdnti



6. gun

« DTA: Acinetobacter spp.
* CRP 29.4, Prokalsitonin 11.9 e . [ [

- Colsta

Ampisilin/sulbaktam

» Tedaviye Kolistin ekleme -

?Dokmkliﬁ

- Anastomoz kagagi > e
Amikasin

* Genel Cerrahi kaynak kontroli Sy

Trimetopriny/sulfametoksazol|

.o ﬁS-e.*frézxdim
1 2 R 9 u n ;Lej"oﬂoksa91;1

re———
* MV, hemodinamik olarak stabil e
 Ekinokandin ----- Flukonazol

» 20. glinde genel durumu iyi, GC servisine devir




Ampirik tedavi - No6tropenik olmayan hasta

YBU invaziv kandidozdan siiphelenildiginde)

- Invaziv kandida enfeksiyonu i¢in risk faktarlerinin
varliginda,

* Atesi agiklayacak baska bir neden yoksa,

» Kandida serolojisi pozitifse ve/veya steril olmayan
bélgelerden alinan kiltir (+)
* Mannan, anti-mannan, beta D-glukan, PCR

« Ampirik AF tedavi septik sok ve risk faktorleri olan
hastada en erken siirede baslanmali

(Glgld 6neri, orta diizey kanit)



Risk grubu

* Kandida kolonizasyonu

« Agir hastalik

* Genis spektrumlu antibiyotik

* Major cerrahi (6zellikle abdominal cerrahi)
« Nekrotizan pankreatit

* Diyaliz

* Parenteral nutrisyon

* Kortikosteroid

 Santral kateter



iksek risk grubu

 Tekrarlayan gastrointestinal perforasyon
* Anastomoz kagag!

« Akut nekrotizan pankreatit



Kolonizasyon/Enfeksiyon

o infekte
Candida Colonisation Index + Kolonize

1,0

* Prospektif kohort ¢alismasi
- 5 farkli bolge/hasta

08 - Kolonizasyon Indeksi :

Kolonize bdlge sayisi

0,6 =
Ornek alinan bélge sayisi

0,4

0,2

KKi >0.5

0,0 Klinik onemi

0 20 40 60 140
Kolonizasyon suresi (gun)



Candida skoru

Lojistik regresyon analizinde bagimsiz risk faktarleri
olarak belirlenen

Sepsis : 2 puan
Multifokal kandida kolonizasyonu: 1 puan

Cerrabhi : 1 puan
TPN : 1 puan

Sinir degeri: 2.5 (%81 duyarli, %74 6zgiil)

Eger bir hastanin Candida skoru >2.5 ise invaziv
kandidoz riski 7.75 kat fazla

Erken tedavi baglamada ve antifungallerin agiri
kullanimini 6nlemede degerli

Leon C. Crit Care Med 2006



Posteraro et al. Critical Care 2011, 15:R249
httpv//ccforum.com/content/15/5/R249 c CRITICAL CARE

RESEARCH Open Access

Early diagnosis of candidemia in intensive care
unit patients with sepsis: a prospective
comparison of (1—-3)3-D-glucan assay, Candida
score, and colonization index

Brunella Posteraro’, Gennaro De Pascale?, Mario Tumbarello®’, Riccardo Torelli’, Mariano Alberto Pennisi’,
Giuseppe Bello?, Riccardo Maviglia?, Giovanni Fadda’, Maurizio Sanguinetti’ and Massimo Antonelli?

Duyarlilik |Ozgiilliik
%o Y

BG esik deger 929 93.7 722 | 987
80 pg/ml

Kandida skoru 85.7 88.6 571 97.2
>3

Kolonizasyon  64.3 69.6 27.3\ 917
indeksi >0.5

BG + kandida 100 83.5 51.8 \ 100

skoru




Ampirik tedavi siiresi

« Tedaviye klinik ve laboratuvar olarak yanit
veren hastalarda

+ Kandidemideki gibi

« Tedaviye yanit vermeyen olgularda (4-5
glinlik tedavi sonrasi)

« ampirik tedavi sonlandiriimalidir

IDSA 2016 Kandidiyaz Tedavi Kilavuzu




Profilaksi

» Invaziv kandida enfeksiyonu gelisme riski >%5 olan riskli
hasta grubunda Flukonazol 800/400 mg/giin

(Zayif oneri, orta diizey kanit)

 Ekinokandinler  (alternatif )
(Zayif oneri, digik diizey kanit)

e Glnluk klorheksidin banyosu kandidemi dahil kan dolagimi
enfeksiyonlarinda azalma

(Zay'f 6neri, orta diizey kanit)



Profilaksi

* Yakin zamanda abdominal cerrahi gegiren
ve tekrarlayan gastrointestinal
perforasyonlari olan veya anastomoz

kagagi olan hastalar igin flukonazol 400
mg/gtin (kanit dizeyi BI)

ESCMID. Clin Microbiol Infect 2012;18 (Suppl. 7): 19-37



intfraabdominal kandidoz

« Ampirik tedavi
» Intaabdominal enfeksiyon kanitlari
 Risk faktérleri: yeni gegirilmis abdominal cerrahi
* Anastomoz kagag! (Giiclii 6neri, orta diizey kanit)
* Nekrotizan pankreatit

 AF segimi kandidemideki gibi S )
3} . . (Glgli oneri, orta diizey kanit)
 Kaynak kontroli, drenaj, debritman

» Tedavi siiresi: Yeterli kaynak kontrolii ve klinik
yan|‘|'a gc'jr-e (Giiglii oneri, diisiik diizey kanit)

(Glglu oneri, orta diizey kanit)



Intensive Care Med (2013) 392082-2106 .
DO 10. 1007001 34-013-3100-3 ORIGINAL
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Francesco Giuseppe De Rosa Table 1 Strength of ESCMID
recommendations by quality of

Strength of recom mendation

evidence [16] Grade A ESCMID strongly supparts a recommendation for use
Crade B ESCMID moderately supports 2 recommendstion for use
Grade C ESCMID margmally supports a recommencistion for use
Crace D ESCMID supports 2 recommenchation agsns use
Quality of evilence
level 1 Evidence from at keaxt one properly designed randomized, controlled trial
level 11 Evidence from at keast one well-desgned clinical trial, withouwt randomization;

from cohort or case-controlled amlytic studies (preferably from >1 center);
from multiple time series; or from dramatic results of wmomtrolled experimens

Level TH Evidence from opinions of respecied authorities, based on clinical expenence,
descriptive case studies




GIRIS
 Sekonder ve tersiyer peritonitlerin %30-

40'inda intraabdominal kandidoz

« Siklikla abdominal cerrahi sonrasi gelisen

peritonit veya intraabdominal apse
* Candida peritoniti mortalitesi 7%25-60
» C.albicans 7.65-82; takiben C.glabrata



Table 2 Risk factors for intra-abdominal Candida infection

Risk factor Notes References
1. Specific
Recurrent abdominal Laparoscopies [33]
surgery included
GI tract perforations Recurmrent perforations [17]
and/or perforations
untreated within
24 h*
Gastrointestinal More severe if the [2:3; 17;:31)
anastomosis leakage leakage is in the
upper GI tract”
Multifocal
colonization by
Candida spp.
2. Additional nonspecific
Acute renal failure, [20, 31]

central venous
catheter placement,
total parenteral
nutrition, ICU stay,
severity of sepsis,
diabetes and
immunosuppression,
prolonged broad-
spectrum
antibactenal therapy

a

oblematic [65]

Gastroduodenal surgery, in particular that

esophagus

Surgical control of upper gastrointestinal perforations is more

involving the



Table 4 Principal recommendations on the management of intra-abdominal candidiasis

Topic Recommendation Quality
of evidence
and strength of
recommendation

Diagnosis Direct microscopy examination for yeast detection from purulent and necrotic intra-abdominal Al

specimens obtained during surgery or by percutaneous aspiration is recommended in all patients
with nonappendicular abdominal infections including secondary and tertiary peritonitis
Samples obtained from drainage tubes are not valuable except for study of colonization DIII
Blood cultures should be taken through peripheral vein punctures upon diagnosis or suspicion of intra- ATl
abdominal infections and tertiary peritonitis, and specific media for fungi are recommended, if
available
Antifungal susceptibility test should be performed on yeast isolates from blood, sterile sites, and other BIII
appropriate specimens. MICs should be reported to the clinicians, specifying the reference method
used (CLSI versus EUCAST)
Culture Systemic antifungal treatment should be considered when adequate intra-abdominal specimens ATl
interpretation (obtained surgically or within 24 h from extemal drainage) are positive for Candida, irrespective of
the fungal concentration and the associated bacterial growth
Positive cultures from drains should not be treated, especially if the drains are in place for more than DIII
24 h

Nonculture test When available, mannan and antimannan tests and BDG should be performed in patients with BII

secondary or tertiary peritonitis and at least one specific risk factor for IAC

Prophylaxis Patients with recent abdominal surgery and recurrent gastrointestinal perforation or anastomotic BII

leakage should receive treatment with fluconazole

An echinocandin should be considered if there is a high likelihood of azole resistance CII

Empirical Empirical antifungal treatment may be considered in patients with a diagnosis of intra-abdominal CIII
therapy infection and at least one specific risk factor for Candida infection (Table 2)

In patients with intra-abdominal infection with or without specific risk factor for Candida infection, BII
empirical antifungal treatment should be administered if a positive mannan/antimannan or BDG or
PCR test result is present

Fungicidal antifungal agents (i.e., echinocandins or lipid formulation of amphotericin B) should be AIl
prescribed for the empirical therapy of all critically ill patients or patients with previous exposure to
azoles

Azoles can be adopted for the empirical therapy of non-critically ill patients without previous BII
exposure to azoles unless they are known to be colonized with a Candida strain with reduced
susceptibility to azoles

Targeted Fungicidal agents such as echinocandins or lipid formulations of amphotericin B should be used for BII

therapy targeted therapy of all critically ill patients or patients with previous exposure to azoles
For the subgroup of patients infected with C. parapsilosis, lipid formulations of amphotericin B or BII
fluconazole should be preferred
Azoles (fluconazole) can be used for targeted therapy of non-critically ill patients without previous BII
exposure to azoles unless there is evidence of multisite colonization with a Candida strain
characterized by reduced susceptibility to azoles
Treatment In patients with IAC and clinically ameliorating, antifungal treatment should be continued for at least CIII
duration 10—14 days after the beginning of treatment for IAC
In patients without proven Candida infection but clinically improved, empirical antifungal therapy BIII
should be discontinued after 3—5 days
In patients without proven Candida infection and not clinically improved, empirical antifungal BIIT
therapy should be stopped

Step-down Treatment can be simplified to an azole (fluconazole or voriconazole) after 5—7 days of echinocandins BIII

therapy or lipid formulations of amphotericin B, if the species is susceptible and the patient is clinically

stable



Table 4 Principal recommendations on the management of intra-abdominal candidiasis

Topic Recommendation Quality
of evidence
and strength of

recommendation
Diagnosis Direct microscopy examination for yeast detection from purulent and necrotic intra-abdominal ATl
specimens obtained during surgery or by percutaneous aspiration is recommended in all patients
with nonappendicular abdominal infections including secondary and tertiary peritonitis
Samples obtained from drainage tubes are not valuable except for study of colonization DIII
Blood cultures should be taken through peripheral vein punctures upon diagnosis or suspicion of intra- AIl

abdominal infections and tertiarv penrtonitis. and specific media for fiimmoei are recommendead. if

Sekonder ve tersiyer peritonit dahil non-appendikiiler
i abdominal cerrahide per-op kiiltir veya perkitan
merprewtic agpirasyon kiiltird ve mikroskopisi onerilmektedir

Positive cultures from draJns should not be treated, especially if the drains are in place for more than DIII

24 h
Nonculture test When available, mannan and antimannan tests and BDG should be performed in patients with BII
secondary or tertiary peritonitis and at least one specific risk factor for IAC
Prophylaxis Patients with recent abdominal surgery and recurrent gastrointestinal perforation or anastomotic BII
leakage should receive treatment with fluconazole
An echinocandin should be considered if there is a high likelihood of azole resistance CII
Empirical Empirical antifungal treatment may be considered in patients with a diagnosis of intra-abdominal CIII
therapy infection and at least one specific risk factor for Candida infection (Table 2)

In patients with intra-abdominal infection with or without specific risk factor for Candida infection, BII
empirical antifungal treatment should be administered if a positive mannan/antimannan or BDG or
PCR test result is present

Fungicidal antifungal agents (i.e., echinocandins or lipid formulation of amphotericin B) should be AIl
prescribed for the empirical therapy of all critically ill patients or patients with previous exposure to
azoles

Azoles can be adopted for the empirical therapy of non-critically ill patients without previous BII
exposure to azoles unless they are known to be colonized with a Candida strain with reduced
susceptibility to azoles

Targeted Fungicidal agents such as echinocandins or lipid formulations of amphotericin B should be used for BII
therapy targeted therapy of all critically ill patients or patients with previous exposure to azoles

For the subgroup of patients infected with C. parapsilosis, lipid formulations of amphotericin B or BII
fluconazole should be preferred

Azoles (fluconazole) can be used for targeted therapy of non-critically ill patients without previous BII
exposure to azoles unless there is evidence of multisite colonization with a Candida strain
characterized by reduced susceptibility to azoles

Treatment In patients with TAC and clinically ameliorating, antifungal treatment should be continued for at least CIII
duration 10—14 days after the beginning of treatment for IAC

In patients without proven Candida infection but clinically improved, empirical antifungal therapy BIII

should be discontinued after 3—5 days

In patients without proven Candida infection and not clinically improved, empirical antifungal BIII
therapy should be stopped
Step-down Treatment can be simplified to an azole (fluconazole or voriconazole) after 5—-7 days of echinocandins BIII
therapy or lipid formulations of amphotericin B, if the species is susceptible and the patient is clinically

stable



Table 4 Principal recommendations on the management of intra-abdominal candidiasis

Topic Recommendation Quality
of evidence
and strength of
recommendation

Diagnosis Direct microscopy examination for yeast detection from purulent and necrotic intra-abdominal Al

specimens obtained during surgery or by percutaneous aspiration is recommended in all patients
with nonappendicular abdominal infections including secondary and tertiary peritonitis
Samples obtained from drainage tubes are not valuable except for study of colonization DIII
Blood cultures should be taken through peripheral vein punctures upon diagnosis or suspicion of intra- ATl
abdominal infections and tertiary peritonitis, and specific media for fungi are recommended, if
available
Antifungal susceptibility test should be performed on yeast isolates from blood, sterile sites, and other BIII
appropriate specimens. MICs should be reported to the clinicians, specifying the reference method
used (CLSI versus EUCAST)
Culture Systemic antifungal treatment should be considered when adequate intra-abdominal specimens ATl
interpretation (obtained surgically or within 24 h from extemal drainage) are positive for Candida, irrespective of
the fungal concentration and the associated bacterial growth
Positive cultures from drains should not be treated, especially if the drains are in place for more than DIII
24 h

Nonculture test When available, mannan and antimannan tests and BDG should be performed in patients with BII

secondary or tertiary peritonitis and at least one specific risk factor for IAC

Prophylaxis Patients with recent abdominal surgery and recurrent gastrointestinal perforation or anastomotic BII

leakage should receive treatment with fluconazole

An e o i ’ . 3 ’ CII

Empirical Em i1 ninal CIII
S 24 saatten uzun siire kalmig drenlerden

In = o - . . fection, BII
< tanisal amagh kiiltir almak onerilmemektedir! ;o6

Fungicidal antifungal agents (i.e., echinocandins or lipid formulation of amphotericin B) should be AIl
prescribed for the empirical therapy of all critically ill patients or patients with previous exposure to
azoles

Azoles can be adopted for the empirical therapy of non-critically ill patients without previous BII
exposure to azoles unless they are known to be colonized with a Candida strain with reduced
susceptibility to azoles

Targeted Fungicidal agents such as echinocandins or lipid formulations of amphotericin B should be used for BII

therapy targeted therapy of all critically ill patients or patients with previous exposure to azoles
For the subgroup of patients infected with C. parapsilosis, lipid formulations of amphotericin B or BII
fluconazole should be preferred
Azoles (fluconazole) can be used for targeted therapy of non-critically ill patients without previous BII
exposure to azoles unless there is evidence of multisite colonization with a Candida strain
characterized by reduced susceptibility to azoles
Treatment In patients with TAC and clinically ameliorating, antifungal treatment should be continued for at least CIII
duration 10—14 days after the beginning of treatment for IAC
In patients without proven Candida infection but clinically improved, empirical antifungal therapy BIII
should be discontinued after 3—5 days
In patients without proven Candida infection and not clinically improved, empirical antifungal BIII
therapy should be stopped

Step-down Treatment can be simplified to an azole (fluconazole or voriconazole) after 5—7 days of echinocandins BIII

therapy or lipid formulations of amphotericin B, if the species is susceptible and the patient is clinically

stable



Table 5 Treatment recommendations

Strategy Drug Quality of
evidence
and strength of
recommendation

Prophylaxis  Fluconazole BII

Caspofungin CIl
Empirical Caspofungin All
therapy Micafungin
Anidulafungin
Liposomal amphotericin B All
Amphotericin B lipid complex
Fluconazole BII
Voriconazole
Amphotericin B deoxycholate  DII
Targeted Caspofungin All
therapy Micafungin
Anidulafungin
Liposomal amphotericin B All
Amphotericin B lipid complex
Fluconazole BII
Voriconazole
Amphotericin B deoxycholate DIl
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1. Agreement regarding the variables considered risk factors
to initiate early empirical antifungal treatment in patients with
community-acquired peritonitis, located in the upper Gl tract (above
the angle of Treitz).

Answers provided by the coordinators: Recent or current
immunosuppressive therapy, pancreatic neoplasm, severe sepsis
or septic shock, previous antibiotic treatment (5 days), upper GI
neoplasm, and chronic PPT-antiH2 treatment.

2.Agreement on the microbiological diagnostic techniques based on
their positive predictive value and their possible usefulness to initiate
empirical therapy in patients with intra-abdominal candidiasis.

Answers provided by the coordinators: blood culture, direct
examination of abdominal fluid, (1 — 3)-B-D-glucan, and PCR.

3.Agreement on the microbiological diagnostic techniques based on
their negative predictive value (NPV) and their possible usefulness to
discontinue empirical/early antifungal therapy in patients with intra-
abdominal candidiasis.

Answers provided by the coordinators: blood culture, direct
examination of the abdominal fluid, (1 — 3)-B-D-glucan, and PCR.



4. Agreement on the systematic initiation of empirical/early anti-
fungal treatment in patients with anastomotic leakage (independent
of the CS).

Most of the experienced consultants (75%) agreed on the need
to initiate empirical/early antifungal treatment in every patient
with anastomotic leakage, regardless of the presence of IC. Specif-

5. Agreement on the usefulness of the CS to decide on an empir-
ical/early antifungal treatment in patients with anastomotic leaks,

and/or tertiary peritonitis.

The vast majority of the board members (82%) agreed to
consider the use of the CS to determine empirical/early antifungal
therapy useful in this population. Specifically, and using a 0-10

7. Agreement on the prescription of the following antifungal drugs
as first-line empirical/early treatment in unstable patients with intra-
abdominal infection and/or with serum lactate >3 mmol/l, previous
azoles intake and/or continuous renal replacement therapy.

Answers provided by the coordinators: fluconazole, ampho-
tericin lipid B complex, liposomal amphotericin B, anidulafungin,

caspofungin, and micafungin.
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Surgical patients with ICU extended stay

1. Agreement on the variables considered as risk factors for IC in
abdominal surgical patients.

Answers provided by the coordinators: parenteral nutrition,
patients with extended burns, high severity (APACHE II> 25
points), upper abdominal surgery (above the angle of Treitz),
broad-spectrum antibiotic intake for more than 72 h, extended
hospitalization (>10 days in ICU or hospital), presence of solid neo-
plasm, and lower abdominal surgery.

2. Agreement on the need to consider the presence of multi-

colonization as a mandatory variable of the CS to prescribe an early
anttfungal treatment

Most of the panel members (75%) agreed on considering the
presence of multi-colonization necessary to prescribe an antifun-
gal treatment in this situation. Specifically, on a scale of 0-10,

3. Agreement on initiating fungal treatment based on the following
results of the CS in stable (no shock) post-operative abdominal surgery
patients, IC risk factors and sepsis with no evident focus.

Answers provided by the coordinators: CS=3, CS=4, and CS=5.



4. Agreement on the performance of the following actions in stable
(no shock) post-operative abdominal surgery patients, IC risk factors
and sepsis with no evident focus, CS= 3 and high clinical suspicion.

Answers provided by the coordinators: determining non-
culture-based microbiological techniques to diagnose IC, and
initiating antifungal treatment in the event of a positive non-
culture-based microbiological method.
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