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Table 1. A summary of the guidelines for Candida peritonitis
Mycoses Forum Task Force on the Guidelines for Deep-Seated
SITI/ISC guidelines 2013 Mycoses/Guidelines for the Diagnosis and Management of
Deep-Seated Mycoses 2014
(1) Empiric therapy (1) Empiric therapy
* Echinocandin or L-AMB (A-I) * MCFG, CPFG, F-FLCZ (B-II)
+ Azoles can be prescribed in the empirical therapy for non- (2) Target therapy
critically ill patients without previous exposure to azoles.  (B-II) * C. albicans: F-FLCZ, MCFG, CPFG (A-I)
+ AMPH-B should not be used due to its toxicity. (D-I) * C. glabrata: MCFG, CPFG (A-I)
(2) Target therapy * C. parapsilosis: F-FLCZ (A-I)
* Echinocandins or L-AMB should be used for targeted * C. tropicalis: F-FLCZ, MCFG, CPFG (A-I)
therapy of all critically ill patients or for patients with * C. krusei: MCFG, CPFG, L-AMB (B-1m)
previous exposure to azoles. (B-I)  Non-severe peritonitis in the community: onset of
+ Azoles can be used for targeted therapy of non-critically empirical treatment is not required. (C-Im)
ill patients with IAC due to susceptible strain(s). (B-I) * When Candida is detected from the ascites of critically
+ AMPH-B should not be used. (D-I) ill patients and post operative patients can be treated. ~ (B-II)
* C. tropicalis: L-AMB or FLCZ (B-I) * Catheter should be removed for the peritonitis in (A-I)
(3) The duration of treatment CAPD.
+ 10-14 days (C-m) * Echinocandins were recommended for critically ill
+ In patients without proven Candida infection but patients.
clinically improved, empirical antifungal therapy should
be discontinued after 3-5 days. (B-IM)

SITI/ISC: Italian Society of Intensive Care/International Society of Chemotherapy, IAC: intra-abdominal Candidiasis, CAPD: continuous ambula-
tory peritoneal dialysis, F-FLCZ: fosfluconazole, FLCZ: fluconazole, MCFG: micafungin, CPFG: caspofungin, L-AMB: liposomal amphotericin B,

AMPH-B: amphotericin B

Table 2. Therapeutic efficacy in cases of Candida peritonitis

Efficacy of primary therapy Efficacy of alternative therapy Total
(%) (%)

Azoles 13/19 (68.4%) 2/2 (100%) 15/21 (71.4%)
F-FLCZ 13/19 (68.4%) 0 13/19 (68.4%)
VRCZ 0 2/2 (100%) 2/2 (100%)

Echinocandins 19/21 (90.5%) 0 22/24 (91.7%)
MCFG 12/14 (85.7%) 3/3 (100%) 15/17 (88.2%)
CPFG 7/7 (100%) 0 7/7 (100%)

L-AMB 0 0 0

F-FLCZ: fosfluconazole, VRCZ: voriconazole, MCFG: micafungin, CPFG: caspofungin, L-AMB: liposo-

mal amphotericin B
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Candida is a major cause of secondary and tertiary peritonitis. Candida peritonitis can be diagnosed when
Candida is detected in the pus extracted from percutaneous drainage, or from intraperitoneal necrotic tissue
under a microscope. However, if a drainage tube is in place when Candida is detected, the tube should be re-
garded as a colonization site. Therefore, in perforative peritonitis, not all cases are treated for Candida, even if
its presence is detected. The Candida score was proposed for the early diagnosis of peritonitis suspected as
having Candida. However, laboratory culture is complicated and requires a long time. In Japan, beta-D-glucan
is often used for serodiagnosis. Positive Candida detection from two or more places, or a beta-D-glucan test is
a standard start to empiric treatment. Although Candida albicans is the most common strain responsible for
Candida peritonitis, the incidence of non-albicans Candida peritonitis is increasing. In the period from 2006 to
2013, forty patients with Candida peritonitis were treated in this study. C. albicans was the most commonly
isolated organism (684%), followed by C. glabrata (10.5%). As initial antibiotic therapy, fosfluconazole (19/40
patients: 47.5%) and echinocandins (21/40 patients: 52.5%) were administered. Following the lack of any im-
provement, 21.1% of the patients who were originally on fosfluconazole went over to echinocandins. In the 33
patients in whom the therapeutic effects were evaluated, efficacy was seen in all cases.



