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CLINICAL VARIABLES 

 

(N= 232) 

AGE (median, IQR) 78 69-85)  

Charlson Index (median, IQR) 6 (5-8) 

Cerebrovascular diseases/dementia 101 (43.5%) 

Diabetes 61 (26%) 

Solid tumour 68 (29%) 

Chronic renal diseases 44 (19%) 

CVC 170 (73%) 

Parenteral nutrition 93 (40%) 
 

Surgery 24 (10%) 

Previous antibiotics 195 (84%) 

LOS before candidemia (median, IQR) 13 (5-22) 

Antifungal therapy within 24 h 110 (47%) 

Death 93 (40%) 
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Methods:  
 
Retrospective multicenter cohort study was conducted in 3 large teaching italian 
hospitals, in a 3-year period (January 2012 – December 2014). Hospitals 
participating to this study were: Nuovo Santa Chiara Hospital in Pisa, Umberto I 
Hospital in Rome, Santa Maria della Misericordia in Udine.  
 
Consecutive candidemic episodes in afebrile patients and matched febrile controls 
were enrolled during the three years study period (case/control ratio 1:1.). Controls 
were matched for age, sex, time of admission and comorbidities. 
 
Patient baseline characteristics and several infection-related variables were 
examined. 
 

  Am J Med 2016: 1330.e1-1330.e6.  



Variables 
Fever YES  
(n= 147) 

Fever NO  
(n= 147) 

p 

Median age, years ± SD 73 ± 15 73 ± 12 0.891 

Male 73 (50%) 81 (55%) 0.414 

Charlson Comorbidity index 7 [6 – 9] 7 [6 - 9] 1.0 

Diabetes mellitus 41 (28%) 106 (72%) < 0.001 

Δ Time admission to candidemia (days) 10 [2 - 21] 5 [1 - 10] < 0.001 

Total parenteral nutrition 87 (59%) 46 (31%) < 0.001 

C. difficile infection 9 (6%) 42 (29%) < 0.001 

SIRS 119 (81%) 116 (79%) 0.771 

Intravascular device (CVC/PICC) 113 (77%) 36 (24%) < 0.001 

Severe sepsis or septic shock 64 (44%) 61 (41%) 0.813 

Hospital stay (days) 28 [12 - 45] 32 [19 - 36] 0.457 

30-day mortality 72 (49%) 61 (41%) 0.410 

  Am J Med 2016: 1330.e1-1330.e6.  
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Probabilities of fever.. 



Variables 

Group 1 
(n = 64) 

Low probability of 
fever 

Group 2 
(n = 132) 

Intermediate 
probability  

of fever 

Group 3 
(n = 98) 

High probability of 
fever 

P 

Intravascular device (CVC/PICC) 0 (0%) *, § 70 (53%) # 89 (91%) < 0.001 

Diabetes mellitus 59 (92%) *, § 70 (53%) # 18 (18%) < 0.001 

Δ Time admission to candidemia 5 [2 - 8] °, § 2 [1 – 6] # 18 [12 - 31] < 0.001 

C. difficile infection 20 (31%) § 26 (20%) # 5 (5%) < 0.001 

Legend:  
* = Group 1 vs. Group 2 (p<0.001);  § = Group 1 vs. Group 3 (p<0.001); # = Group 2 vs. Group 3 (p<0.001);  
° = Group 1 vs. Group 2 (0.001<p<0.05) 

  Am J Med 2016: 1330.e1-1330.e6.  
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Nosocomial candidemia in patients admitted to medicine wards 
compared to other wards: a multicentre study 

Luzzati et al. Infection 2016 44:747-755 

Variable, 

 

Surgery/ICU 

(N= 319) 

Medicine wards  

(N= 367) 

p value 

Charlson score 3 (1-6) 3 (2-6) 

Severe sepsis or septic shock 71.7%) 59.9% 0.003 

CVC removal 79% 55.6% <0.001 

Time to CVC removal 2 (0-30) 3 (0-74) 0.002 

Adequate antifungal therapy 79% 60% <0.001 

Adequate therapy plus CVC removal 69.3% 46% <0.001 

Survivors 65.8% 47.1% <0.001 

Died with candidemia 21.6% 40.6% <0.001 



Nosocomial candidemia in patients admitted to medicine wards 
compared to other wards: a multicentre study 
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Nosocomial candidemia in patients admitted to medicine wards 
compared to other wards: a multicentre study 
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1) More frequently in frail or elderly patients 

2) More difficult to diagnose 

3) More frequently delayed therapy/high mortality 

4) Need of early diagnostic tools  

 

Candidemia in Internal Medicine wards  



T2 Magnetic Resonance Assay for the Rapid 
Diagnosis of Candidemia in Whole Blood 



Falcone et al. Eur J Intern Med 2017 

Assessment of risk factors for nosocomial candidemia in non-neutropenic 
patients hospitalized in Internal Medicine wards: a multicenter study  

DERIVATION COHORT 
317 candidemia vs 634 matched controls 
 
Policlinico Umberto I (Rome) 
Azienda Ospedaliera Universitaria Pisana (Pisa) 
San Giovanni-Addolorata (Rome) 

EXTERNAL VALIDATION COHORT 
 
University Hospital of Trieste  
 

For each case, two controls matched for 
age (± 2 ), date of hospital admission 
and duration of hospitalization were 
selected (cases:controls ratio 1:2).  

Multivariate analysis to identify 
independent risk factors for mortality was 
performed using a logistic regression 
model.  
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Risk factors by importance 
 

points 

SEVERE SEPSIS/SEPTIC SHOCK 2.5 

RECENT C. difficile INFECTION 2 

DIABETES MELLITUS 2 

PICC 1.5 

TOTAL PARENTERAL NUTRITION 1.5 

CONCOMITANT GLYCOPEPTIDE THERAPY 1.5 

COPD 1.5 

PREVIOUS ANTIBIOTIC THERAPY 1 

IMMUNOSUPPRESSIVE THERAPY 0.5 

Eur J Intern Med. 2017 Mar 14 
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Clinical characteristics and predictors of mortality in cirrhotic 
patients with candidemia and intra-abdominal 

candidiasis: a multicenter study 

Bassetti M et al, Intensive Care Med 2017; 43:509-518 

Retrospective multinational study (several italian centers) 
 
Both cases of candidemia and intra-abdominal candidasis were included 

 
 241 total cases. Candidemia accounted for 169 episodes (70.1%). IAC (29.9%) 
consisted in peritonitis in the majority of cases (46, 63.9%), including 
spontaneous  primary peritonitis (11/46, 15.3%) followed by abdominal 
abscesses (9, 12.5%), biliary tract infections (7, 9.7%), pancreatitis (2, 2.8%), 
and other infection sites (8, 11.1%)were less common. 

 
 Septic shock in 34.9% 

 
 30-day mortality 35.3% 



Clinical characteristics and predictors of mortality in cirrhotic patients with 
candidemia and intra-abdominal candidiasis: a multicenter study 

Bassetti M et al, Intensive Care Med 2017; 43:509-518 

Variable, 

 

Total  

(N= 241) 

ICU wards  

(N= 121) 

Non-ICU wards  

(N= 120) 
p value 

Candida colonization 113 (46.9%) 81 (66.9%) 32 (26.7%) 0.002 

Dialytic renal failure 52 (21.1%) 43 (33.9%) 8 (6.7%) 0.002 

SOFA score (median) 5 (3-9) 8 (5-11.5) 4 (3-7) 0.02 

Ascites 155 (64.3%) 58 (47.9%) 97 (80.8%) 0.002 

Concomitant bacterial infection 122 (50.6%) 75 (62%) 47 (39.2%) 0.004 

Adequate source control within 24 h 60.5%  73.8% 42.9% 0.008 

Adequate source controlwithin 48-72 h  7.9% 1.5% 16.3% 0.02 

Septic shock 84 (34.9%) 63 (52.1%) 21 (17.5%) 0.002 

Initial antifungal used 

         Amphotericin B 23 (9.5%) 20 (16.5%) 3 (2.5%) 0.002 

         Azoles 82 (34%) 30 (24.8%) 52 (43.3%) 0.02 

         Echinocandin 108 (44.8%) 62 (51.2%) 46 (38.3%) 0.1 

Death 85 (35.3%) 45 (37.2%) 40 (33.3%) 0.39 



Clinical characteristics and predictors of mortality in cirrhotic 
patients with candidemia and intra-abdominal 

candidiasis: a multicenter study 

Bassetti M et al, Intensive Care Med 2017; 43:509-518 



The effect on mortality of fluconazole or echinocandins treatment 
in internal medicine wards 

De Rosa et al, PLoS One. 2015;10:e0125149 


