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Candida e colonizzazione

 Il significato di una colture positiva da 

drenaggio chirurgico

 Il significato di una coltura positiva da 

secrezioni respiratorie

 Il problema urinario









Which samples should undergo direct

microscopy and microbiological cultures for

Candida?

Recommendations

1. Direct microscopy examination for yeast detection from purulent and necrotic

intra-abdominal specimens obtained during surgery or by percutaneous aspiration

is recommended in all patients with nonappendicular abdominal infections

including secondary and tertiary peritonitis (AII).

2. Samples obtained from drainage tubes are not valuable except for

determination of colonization (DIII).

3. Intra-abdominal specimens should be specifically cultured for Candida spp.

(AII), and species identification should always be requested when Candida is

isolated (AII).

4. Superficial swabs of abdominal specimens should not be collected for culture

(DIII).

5. Tissue or liquid samples (preferably in syringe) should be sent to the laboratory

as soon as possible (AIII).
Bassetti M. et al. 2013



Which samples should undergo direct

microscopy and microbiological cultures for

Candida?

Recommendations

6. The minimal volume of samples sent for culture should be 1 ml (or 1 g of tissue)

(BIII).

7. Blood cultures should be taken through peripheral vein punctures upon

diagnosis or suspicion of intra-abdominal infections and tertiary peritonitis, and

specific media for fungi are recommended, if available (AII).

8. Other surveillance cultures, including swabs for Candida, are not required once

intra-abdominal infection is diagnosed (DIII), but before the diagnosis they may be

useful to calculate the Candida colonization in patients with suspected IAC (CIII).

9. Antifungal susceptibility testing should be performed on yeast isolates from

blood, sterile sites, and other appropriate specimens (BIII). MICs should be

reported to the clinicians, specifying the reference method used (CLSI versus

EUCAST) (BIII).

Bassetti M. et al. 2013



How should culture positivity for Candida

be interpreted?

Recommendations

1. Systemic antifungal treatment should be considered when adequate intra-

abdominal specimens (obtained surgically or within 24 h from external drainage)

are positive for Candida, irrespective of the fungal concentration and the

associated bacterial growth (AII).

2. Positive cultures from drains should not be treated, especially if the drains

have been in place for more than 24 h (DIII).

Bassetti M. et al. 2013
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Polmonite da Candida

Esiste veramente?

Significance of the isolation of Candida species from airway samples in critically ill 

patients: a prospective, autopsy study. 

Meersseman W, et al. Intensive Care Med. 2009;35(9):1526-31. 



IDSA guidelines 2016
Does the isolation of Candida spp. From the respiratory tract 

require antifungal therapy?

Recommendation Quality of Evidence

Growth of Candida from respiratory secretions 

usually indicates colonization and rarely requires 

treatment with antifungal therapy

STRONG MODERATE

Pappas et al., Clin Infect Dis 2016





Candida score



Of the 639 eligible patients, 114 (17.8%) were colonized with Candida in the 
enrollment culture.

A significant increase in median hospital stay (59.9 vs 38.6 days, P = .006) and hospital 
mortality (34.2% vs 21.0%, P = .003) was observed in patients with Candida 
colonization. In a multivariate model, Candida colonization of the respiratory tract was 
independently associated with hospital mortality (OR, 2.47; 95% CI, 1.39-4.37).

Respiratory tract Candida colonization is associated with worse clinical outcomes and 
is independently associated with increased hospital mortality. 

However, it is unclear whether Candida colonization is causally related to poor 
outcomes or whether it is a marker for increased morbidity and mortality.
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Candiduria is not an infection

IDSA 2015



Come trattare una infezione 

urinaria da Candida?

ESCMID 2012

1) Catheter removal and replacement

2) If candiduria persists after removal AmB deoxy w/out 5FC

3) Fungus ball: surgery

4) Pyelonephritis

1) Echinocandin?

2) Fluconazole

3) Deoxy-ASmB



Eccezioni

 Neonatologia
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Also called chronic cavitary aspergillosis?
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Also called chronic cavitary aspergillosis?



CCPA most frequent
(2.2 million people estimated)

CFPA end stage CCPA (untreated)

SAIA (similar to IPA):
• Rapid progression < 3 months
• mild immunosuppression







Chronic Pulmonary Aspergillosis and 
aspergilloma in a TB patient

• Male from Senegal;  54 years

• Adequately treated TB, diabetes and malnutrition (BMI 

15.6).

• June 15: low grade fever, cough, dyspnea 

• Sputum culture and PCR negative for TB 

• Lung CT scan: micetoma within a cavitation 

• Serum, sputum and BAL GM >10; serum β-glucan >523 

pg/mL. 

• BAL culture: Aspergillus niger (azole S). 

• Voriconazole i.v. with TDM

• Progressive worsening 

• Exitus.

Clinica Malattie Infettive 2015

IRCCS San Martino-IST GE 





Chronic Pulmonary Aspergillosis in Cystic 

Fibrosis

• Man; 42 years-old with cystic fibrosis and

ABPA

• Receiving steroids and itraconazole

• Colonization with Stenotrophomonas

maltophilia and Aspergillus fumigatus.

• Poorly controlled diabetes

• Severe respiratory conditions.

• Dense respiratory secretions with fungal

hyphae and spores

•

• Sputum culture: Aspergillus fumigatus e

Stenotrophomonas maltophilia

• Sputum GM 4,796 ODI.

• Endoscopy: right lower lobe bronchial

obstruction

• Purulent material at bronchial suction

• BAL results:

• TB tests negative

• BAL GM highly positiven(8,1 ODI).

• Treatment: voriconazolo with improvement



ICU    Blot 2012



 A total of 563 patients were included, of whom 266 were colonized (47%), 203 had putative IA 

(36%) and 94 had proven IA (17%). 

 Patients with IA had higher incidences of cancer and organ transplantation than those with 

colonization. Compared with other patients, they were more frequently diagnosed with sepsis on 

ICU admission and more frequently received vasopressors and renal replacement therapy (RRT) 

during the ICU stay.

 Mortality was 38% among colonized patients, 67% in those with putative IA and 79% in those with 

proven IA (P < 0.001). 

 Independent risk factors for death among patients with IA included older age, history of bone 

marrow transplantation, and mechanical ventilation, RRT and higher Sequential Organ Failure 

Assessment score at diagnosis.

 Conclusions: IA among critically ill patients is associated with high mortality. Patients diagnosed 

with proven or putative IA had greater severity of illness and more frequently needed organ 

support than those with Aspergillus spp colonization.



ABPA

• Allergic bronchopulmonary aspergillosis (ABPA) is a 
pulmonary disorder caused by hypersensitivity to 
Aspergillus fumigatus that complicates the course of 
patients with asthma and cystic fibrosis (CF). 

• Varied clinical and radiological manifestations usually 
with uncontrolled asthma, recurrent pulmonary 
infiltrates with or without bronchiectasis.

• The disease remains under-diagnosed in many 
countries, and as many as one-third are misdiagnosed 
as pulmonary tuberculosis in developing countries



ABPA: DEFINITION 

ABPA

Clinica

IgG

Eosinofiliae/o

Radiologia

(2/3)

PRIST

RAST o PRICK

Underlying disease:

– Cystic fibrosis and asthma

Both the following criteria

– Increased total IgE (> 1.000 IU/mL)

– Increased Aspergillus-specific or positive skin test 

Two out of 3 of the following

– Precipitins

– Eosinophylia (> 500/μL)

– Pulmonary infiltrates

Agarwal L, et al. Clinical & Experimental Allergy, 2013 (43) 850–873.



Dati nostri (M. Mikulska; studio 

ongoing)



OBIETTIVI

 Riportare l’esperienza clinica riguardante 

l’isolamento di Aspergillus o un GM positivo  

dal 01/01/2015 al 31/12/2015 presso 

l’Ospedale Universitario IRCSS San Martino-

IST.

 Valutare il significato clinico del dato 

diagnostico



MATERIALI  E METODI 3 

CRITERI EORTC/MSG E AspICU

PROVEN PROBABLE POSSIBLE PUTATIVE

1. Istologico positivo

2. Coltura positiva da

sito sterile

3. Citologico o

microscopico

diretto positivo da

sito sterile

HOST FACTOR

1. Storia di neutropenia (ANC<500/mmc per più di

10 d)

2. Allo-HSCT

3. Uso di corticosterodi <0,3 mg/kg/d per 13 sett

4. Tp con immunosoppressori biologici o inibitori di

calcineutrina

5. immunodeficienza

CLINICAL FACTOR

1. Addensamento circoscritto +/- halo sign

2. Air-crescent sign

3. Cavità

MYCOLOGICAL

CRITERIA

1. Esame

microscopico

diretto positivo da

sito non sterile

2. GM positivo

ENTRY CRITERIA

Colturale positivo da campione del

tratto respiratorio inferiore

CLINICAL FACTOR

Segno o sintomo compatibile:

febbre non responsiva agli AB,

ripresa della febbre dopo tp AB per

48 h sine causa,

dolore toracico pleuritico,

sfregamenti pleurici,

dispnea o emottisi,

peggioramento della funzione

respiratoria a dispetto della terapia

AB e ventilazione

RADIOLOGICAL FACTOR

Anomalie radiologiche alla TC o

RX-T

1. HOST FACTOR simile ad

EORTC

2. BAL coltura positiva senza

sovracrescita batterica o

Citologico positivo
Blot et al. American Journal of Respiratory and Critical Care Medicine 186, no. 1 (July 1, 2012): 56–

64. doi:10.1164/rccm.201111-1978OC.



RISULTATI 

51 GM materiale respiratorio

43 GM siero

36 colturali materiale 
respiratorio

1 GM liquor

1 coltura liquor

1 coltura biopsia 

113 Pazienti Totali

43/113 (38%) Aspergillosi

70/113 (62%) Colonizzazioni/ FP



113 Pazienti

50/113 (44%)

Ematologici

29/50 (58%)

Aspergillosi

21/50 (42%)

Colonizzazione/Falso 
positivo

63/113 (56%)

Non ematologici

14/63 (22%)

Aspergillosi

49/63 (78%)

Colonizzazione/Falso 
positivo



RISULTATI 6

VALORE PREDITTIVO POSITIVO DEI 

COLTURALI

TOTALE IA EMATOLOGICI NON EMATOLOGICI ICU

Coltura secrezioni

respiratorie

7/36

19%

5/11

45%

2/25

8%

0/3

0%

Coltura BAL 0/3

0%

NON ESEGUITO 0/3

0%

0/0

0% 

Coltura BAS 0/8

0%

NON ESEGUITO 0/8

0%

0/3

0%

Coltura 

espettorato

5/19

26%

3/5

60%

2/14

14%

NON ESEGUITO

Coltura           

tampone nasale

2/6

33%

2/6

33%

NON ESEGUITO NON ESEGUITO


