
Intraabdominal candidosis – 
Myth or Fact? 

V. Adamková – Clinical Microbiology and ATB center; General University Hospital, 
Prague, Charles University 

Roma, 20.-22.10.2016 

This project has received funding from the European Union’s Horizon 2020 research and innovation programme under grant agreement No 687697 



Incidence of Candida peritonitis 
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Culture results in SP and TP: % positive findings with relation 
to  primary source of infection   

deRuiterJ,WeelJ,ManusamaE,etal.Theepidemiologyof intra-abdominal flora in critically ill patients with second- ary and tertiary abdominal sepsis. Infection 2009; 37: 522-7  
 



Man 1942 
• 8/2015 – GIT bleeding for gastric ca 

• 4.11. gastrectomy; anastomotic leak 

• 12.11. oesophageal stent  

• 19.11. worsening again 

• 20.11. stent dislocation, revision 

• 22.11. lungs auscultation, susp. 
mediastinitis?????? – therapy MER, VAN -> shock 

• 23.11. transfer to ICU; CRRT 

• 24.11. exitus lethalis 

PIP/TAZ 



Autopsy findings: 

 

•  Thrombosis of vena cava sup., thrombosis of v. 
femoralis dx, persistent foramen ovale, st. p. 
gastrectomy, left liver lobe necrosis, spleen 
infarctions, septic spleen activation, pleural 
exudate, peritoneal exudate, heart ventricules 
hypertrophy and dilation, lung oedema, 
oesopfageal stent 



Microbiological findings: 

• Thrombus – C.albicans +++ 

• Spleen tissue - C.albicans  
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1st Surgigal department – 6 m, 123 patients 

• Yeasts in 28 patients (9 % of all findings).  13 patients with 
rupture of upper GIT. The most frequent isolates: Candida 
albicans, C. glabrata a S. cerevisiae. 

C. albicans 
52% 

non-albicans 
druhy 
38% 

S. cerevisiae 
10% 

C. glabrata 
46% 

C. 
dubliniensis 

9% 

C. tropicalis 
9% 

C. krusei 
18% 

C. lusitaniae 
9% 

C. fabianii 
9% 
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Recurrent GI perforation is associated with IAC 

Calandra T et al. Clin Infect Dis 2004;39:S185–92 

49 sur.pts with positive culture of yeast in peritoneal fluid 

p=0.005 

p<0.001 



 AmarCand 1 Study – IAC in 34 % ICU patients 

with proven IC 

 IAC the second most frequent candidosis on 

ICU  

 IAC - >10 % of all peritonitis 

Mortality 25 – 60 % 







Principal recommendations on 
manamegent of IAC 



Therapy of IAC 







IAC 

• Candida peritonitis is life-threatening complication 
of surgical patients  

• With poor prognosis 

• Patients with IA catastrophe are at high risk of IAC 

 

• Colonisation vs infection?????? 
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Candida score 

 - >7 d at ICU 

• Surgery (1 pt) 

• Multifocal Candida colonization (1 pt) 

• Parenteral nutrition (1 pt) 

• Severe sepsis (2 pt) 

 

• Cut off >3 = at high risk for IC 

• Sensitivity 81 %, specificity 74 % 
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Conclusion  

• Endogenous source, no exogenous 

 

• 7 – 10 days interval between exposition to risk 
factors and development of IAC 

 

• Enough time for evaluation of risk factors and 
consideration of AF prophylaxis/empirical 
therapy 



Thank you. 


