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Abstract
The introduction of more efficient diagnostic methods, new techniques in surgery and transplantation, antibiotics
and chemotherapeutics more potent and novel materials for prostheses, catheters and probes significantly increased
the life expectancy and quality of life of critically ill patients, on the other hand, hospital-acquired infections emerged
as important iatrogenic complications. Invasive infections are a growing problem in public health hospitals in Brazil
and worldwide. Among the various etiological agents found in the hospital environment, the genus Candida has been
the third most frequently isolated pathogen. In general, invasive fungal infections are associated with high morbidity
and mortality, difficulties in diagnosis, antimicrobial resistance, length of hospital stay and increased hospital costs.
This mini review of the literature describes about epidemiology of hospital infection of Candida species, as well as
its virulence factors and drugs resistance.
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Introduction
Nosocomial infections, also called "hospital-acquired infections",
are infections acquired during hospital care which is not present or
incubating at admission. Infections occurring more than 48 hours after
admission are usually considered nosocomial [1,2]. The transformation
of the commensal yeast in important agent of infections in hospital
due results of the very progress of medicine as: the emergence of a
large number of invasive procedures, breaking barriers of natural
protection, intensive use of broad-spectrum antibiotics and the ability
to sustain life of people very weak and susceptible to opportunistic
microorganisms [3]. Although increasing the number of commercially
available antifungal agents in recent years, they are still at a disadvantage
when compared to antibacterial drugs. Resistance to antifungal agents
has represented a major challenge for the clinic and a major public
health problem. Faced with the observed difficulties in the treatment
of mycoses in some groups of patients it is recommended, where
possible the isolation of the agent responsible for the infection and
the determination of minimum inhibitory concentration (MIC) of
drugs [4]. The literature on the presence of Candida species in hospital
infection, their current epidemiology, virulence factors and drug
resistance are reviewed in the present report.

Epidemiology
Infections caused by Candida species are termed candidiasis
or candidosis. Its spectrum is quite extensive, ranging from the
colonization of tissues and mucosal, up to the systemic organ invasion,
thus expressing the variety of relations that occur between the host and
commensal microorganisms. Candidemia corresponds to the most
important opportunistic mycosis in the world, besides being among
the leading causes of nosocomial infections. The main risk factors
are patients in ICUs, neutropenia related to cancer, major surgery
and preterm infants [5]. Nosocomial infections constitute a serious
public health problem, and are among the major causes of morbidity
and mortality in humans, leading to increased hospitalization time
and, consequently, generating high costs for patient treatment [6].
The epidemiological surveillance program in the United States has
shown that 5-10% of patients who go into hospitals acquire nosocomial
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infection [7]. In the United States, the prevalence of fungal infections
increased from 6% in 1980 to 10.4% in 1990, according to the National
Nosocomial Infections Surveillance of that country. Of these, about
80% were caused by Candida species. Moreover, this same surveillance
system reported that in the period 1989 to 1999 there were significant
increases in the prevalence of infections caused by C. albicans and C.
glabrata [8]. C. albicans is the sixth cause of most common nosocomial
infection according to studies by CDC [9].
C. tropicalis has a high prevalence in cases of candidemia in Brazil
and worldwide. Its transmission mechanism is essentially endogenous
[10]. It is considered that 50 to 60% of patients colonized with this species
develop systemic infections [11], frequently observed in neutropenic
patients suffering from diseases such as cancer and hematological
disorders or bone marrow recipients [12,13]. However, C. glabrata
constitutes the fourth leading cause of nosocomial infection fungal
yeast in Brazil, although it is reported less frequently in our country
than in Europe or the United States and Canada [14-16]. This species
is associated with both the cases of candidemia in elderly patients as in
the case of candiduria. Moreover, this kind of infection is associated to
intrinsic resistance to fluconazole [11].
The clinical manifestations of nosocomial fungal infections may
present in various forms: bloodstream infections (fungaemia), Urinary
Tract Infection (UTI), surgical wound infections, skin abscesses related
to insertion of the catheter, infection of the heart muscle and other
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[17]. The state of immunosuppression occurs when the integrity of the
defense system of the host is broken [18,19]. Polymorphonuclear cell
phagocytic system, immunity mediated by T lymphocytes and physicochemical barriers of the skin and mucous membranes are the primary
defenses against fungal infections [20]. Several factors (Intensive Care
Unit [ICU], vascular access, transplantation and neutropenia) can
produce interference in these defense mechanisms and predispose
individuals to mycotic processes [21]. However, the risk of infection is
determined by the interaction between epidemiological factors, degree
of immunosuppression, and exposure to potentially pathogenic fungi in
the hospital environment [22]. The epidemiological pattern of infection
observed in the ICU is the result of a combination of factors related to
the condition of medical-surgical patients and the degree of iatrogenic
intervention [23,24]. Intensive care units represent a point of interface
between the more severe patients who receive multiple therapies
and aggressive and more resistant pathogens, which are selected by
prolonged antimicrobial therapy [25,26]. In the hospital environment,
patients in intensive care units are the most vulnerable because they are
exactly those whose management is done from intravascular catheters,
probes bladder and mechanical ventilation, and other invasive
methods, which increases the risk of opportunistic infection [23,27].
Invasive fungal infections are important complications or disseminated
in immunocompromised and non-immunocompromised receiving
special care in intensive care units [28,29]. The increased incidence
of invasive mycosis in ICU patients is associated, in general, with
antineoplastic chemotherapy, immunosuppressive therapy, broadspectrum antibiotics, use of access devices and prostheses, orthopedic
and abdominal surgeries complex, extensive burns, degenerative
metabolic diseases, prematurity and environmental exposure and
length of stay in the unit [30,31].
Catheterization is one of the most important aspects of modern
medical practice, especially in the case of patients with neoplasms,
surgical patients and transplant recipients and other ICU critical
patients that require fluids, blood products, multiple drugs, nutritional
support and monitoring [32]. However, such devices expose patients
to local, systemic or metastatic infectious complications [33,34]. These
infections can result in increased rates of mortality, longer hospital stays
and higher medical costs [35-37]. The incidence of catheter-related
infection varies considerably with the material composition and device
type, length of stay, frequency of manipulation, ability to adhere to the
catheter and virulence factors of pathogens and clinical condition of the
patients [32,33]. The most serious infections are associated with central
venous catheters [38]. These devices are a major source of infection
in hospitals, accounting for over 90% of all bloodstream infections
[39,40]. The central venous access may be needed for extended periods
of time and the catheter can be manipulated several times a day for
administration of substances, hemodynamic and to obtain samples for
laboratory analysis, thus increasing the possibility of infectious events
occur [32,41]. Although showing comparatively lower incidence of
infection and more related to the occurrence of phlebitis, peripheral
venous catheters have considerable morbidity due to their widespread
use [33,42]. Urinary catheter to monitor urine output is also important
causes of nosocomial infection, showing percentage of morbidity
and significant mortality and hospital costs [25,43]. Colombo and
Guimaraes [44] conducted a study involving cases of candiduria as
epidemiology, diagnosis and therapy. This infection is an important
cause of nosocomial infection, since 20% of hospitalized patients may
present candiduria during hospitalization. Among isolates of Candida
found in urinary infections, the species C. albicans is still the most
prevalent (50 to 70% of cases), followed by C. glabrata (5 to 33%)
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and other non-albicans species such as C. tropicalis, C. parapsilosis, C.
krusei, C. lusitaniae and C. guillermondi. The Table 1 adapted Colombo
and Guimaraes [44] show an increased incidence of infections by
non-albicans species in brazilian studies. In this table we can see the
highlighted C. tropicalis (4.6 to 52.5%) and C. glabrata (7 to 8.8%).
The Table 1 shows the significant incidence of non-albicans species in
patients with candiduria in U.S. and Brazil hospitals, highlighting the
species C. glabrata (16% of cases) and C. tropicalis (8%).
Candida spp. has been isolated in 8% of cases of nosocomial
infection of the bloodstream and nearly half of the isolates are Candida
non-albicans, including C. glabrata and C. krusei [32,45]. This finding,
the emergence of strains resistant to antifungal drugs has been a trend
[46-48]. Occasionally, the transplanted organ itself can be a source of
infection [49,50]. Although bacterial and viral processes occur more
frequently, those caused by fungi are associated with a high mortality
rate [51]. The fungal species and the type of infection differ with the
transplanted organ and geographic area. However, Candida spp. and
Aspergillus spp. are responsible for over 80% of cases [41,52].
The cytotoxic chemotherapeutic affect the tissues with high
replication, including hair, gonads, bone marrow and the epithelial
cells of the gastro-intestinal and genito-urinary tract [53]. Mucositis
and ulcerative lesions of the oropharynx, esophagus and intestines
induced by cytostatic therapy have been related to the pathogenesis
of opportunistic fungal infections in patients with oncohematologic
colonizing processes [54-56]. It is well established that the use of
broad spectrum antibiotics for prevention and treatment of bacterial
complications, particularly those acting at high concentrations in the
gastro-intestinal tract and which exhibit good activity against gram
negative anaerobic bacteria results in a substantial increase in the
population endogenous Candida spp. [57,58]. This increase, combined
with the destruction of the epithelial barrier following antineoplastic
chemotherapy has been considered an important factor for the
development of endogenous acquisition of candidemia [37,59].
Chang et al. [60] evaluated 152 isolates of candidemia in Medicine
Hospital of China in Taiwan, from October 2004 to December 2006.
In this study 95% of the isolates belong to the four main species of
Candida: C. albicans (52.6%), C. glabrata (8.6%), C. parapsilosis (14.5%)
and C. tropicalis (19.7%). There is a considerable increase of candidemia
by non-albicans species. The authors show a high prevalence of C.
parapsilosis in candidemia in children, but non-albicans species with
higher isolation rate in this study was C. tropicalis, as described in
another study conducted in Brazil [61]. In Brazil, a study evaluating the
Hospital U.S.

Hospital Brazil

Etiological Agent

No de isolates

Percentage

Candida albicans

446

52,0%

Candida glabrata

134

16,0%

Candida tropicalis

68

8,0%

Candida parapsilosis

35

4,0%

Candida krusei

9

1,0%

Others

162

19,0%

Candida albicans

24

48,3%

Candida glabrata

5

7,9%

Candida tropicalis

19

30,7%

Candida parapsilosis

4

6,2%

Candida krusei

2

4,4%

1,4

2,5%

Others
Adapted from Colombo and Guimarães [44]

Table 1: Etiology of 861 episodes of candiduria sample of hospitals in the U.S.
and in hospitals in Brazil (2001-2006).
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frequency and distribution of Candida species infections in hospitals,
showed that C. albicans remains the species most important, accounting
for 44% of clinical isolates obtained, but the non-albicans species have
high significance between infections highlighting C. tropicalis 21.7% of
the isolates, C. parapsilosis (14.4%), C. glabrata (11.2%) and C. krusei
(3.5%). The authors show a significant increase in the incidence of
C. glabrata reaching 23.5% and this increase may be related to risk
factors and high prevalence of infection by this species in patients with
malignant diseases [61]. Another study conducted in a rural tertiary
hospital in India, showed a high incidence of Candida spp isolated in
different hospital departments. The largest number of positive isolates
of Candida was in ICU (32.69%), followed by surgical units (25%),
department of medicine (19.23%), department of obstetrics (17.31%),
department of pediatrics (3.85%) and orthopedic department (1.92%).
The isolates were identified as 53.85% Candida non-albicans, 25% of
which were identified as C. glabrata, C. tropicalis (21.43%), C. kefyr
(21.43%) and C. krusei (17.58%). A greater awareness of the risk factors
and transmission of fungal infections by health care workers helps to
prevent nosocomial outbreaks caused by Candida spp infections [62].
A review of opportunistic fungal infections in Latin America, was
conducted by Nucci et al. [5], reporting significantly the high incidence
of Candida species infections in hospitals in Brazil, Argentina,
Chile, Costa Rica and Mexico. In most studies of the epidemiology
of candidemia, the primary agent is C. albicans, but two surveys in
Argentina in neonates and a survey in Porto Alegre, Brazil, showed
a higher incidence of infection with C. parapsilosis. The Brazilian
Network Candidemia Study, has shown in recent studies that C.
albicans accounts for 40.9% of all cases of candidemia, followed C.
tropicalis (20.9%), C. parapsilosis (20.5%) and C. glabrata (3.5%). The
candidemia caused by C. tropicalis is associated with cancer, especially
in patients with leukemia and neutropenia [5].
Other species such as C. rugosa and C. guilliermondii are relatively
uncommon in the development of candidemia, but Medeiros et al.
[62,63] found an outbreak by C. guillermondii in a hospital in Brazil,
which is very troubling, since these two species have low sensitivity to
fluconazole and itraconazole and they are considered resistant.

Virulence Factors Relevant for Nosocomial Candidemia
Virulence factors are genetically determined, but expressed by
microorganisms when subjected to certain conditions [64]. Virulence
attributes specialized and developed by Candida spp. are directly
involved in adhesion and invasion of host tissues, biofilm formation
and evasion of the immune system, factors that determine infection
[65]. Hematogenous infections caused by Candida spp are preceded by
colonization of yeast in the patient and in general these are responsible
for yeast infection. The main risk factors that lead to candidemia
include yeast colonization in catheters and hands of health professionals
[66]. A study conducted at a hospital in Paraná, Brazil, evaluated the
potential virulence of yeasts isolated from catheters and the hands of
professionals in relation to adherence and hydrophobicity. The results
indicate that yeasts isolated from catheters exhibited greater virulence
potential, since they were more adherent and hydrophobic when
compared to yeasts isolated from hands of workers [64]. Moreover, it
is clear that numerous Candida species secrete proteins to survive in
different environments of the host. Recent studies highlight the analysis
of the secretome of C. albicans as an approach that has enabled a deeper
understanding of virulence mechanisms adopted by the fungus to
cause infection. It is predicted that the secretome of C. albicans includes
more than 200 proteins involved in pathways that act in host tissue
penetration, nutrient acquisition, tissue destruction, formation of the
Trop Med Surg
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extracellular matrix of the cell wall remodeling, cell separation and thus
biofilm formation [65]. Punctuating potential virulence factors, there
is the production of proteases and phospholipases, which correlate
directly to the ability of the microorganism to adhere to host cells, a fact
that determines the success of colonization and infection. This adhesion
is facilitated, since the production of proteases and phospholipases are
capable of inducing a dysfunction or even rupture of membranes in
host cells [67]. The secretion of these hydrolytic enzymes is a process
that requires attention especially in ICU patients with candidemia
associated with the use of catheters De Luca et al. [68,69] investigated the
activity of proteases and phospholipases in 59 episodes of candidemia
documented in the Clinical Institute Humanitas, Milan, Italy, and the
results indicate that all strains of C. albicans exhibited phospholipase
activity and 48% had proteinase activity. Moreover, the secretion
of protease was identified in only one strain of C. parapsilosis. In C.
glabrata no enzyme was detected. Therefore, in systemic infections, C.
albicans has higher proteinase activity compared to the species Candida
non-albicans. In addition, Candida species interact directly with
host cells and this property is associated with the interactive surface
adhesins. Regarding membership, physical integration between the
yeast cells and the host is a process fully mediated structural integrity of
the fungal cell wall and by virtue of its location, and this interaction can
occur between proteins and proteins or between proteins and sugars.
In general, the adhesins described have so far been identified by farWestern blotting, immunoprecipitation and affinity chromatography
[70] and a group that has received considerable attention includes Als
family proteins that have been identified as adhesins wall fungal cells
that interact with multiple ligands of the host cell [71]. In this context,
biofilm formation also involves surface interactions. Some studies have
shown that als genes are up-regulated during biofilm formation of C.
albicans [72-74]. Biofilms directly affect the quality of life and survival
of patients with candidemia, since when installed in intravascular
catheters, peritoneal dialysis catheters and other implanted devices
serve as a reservoir of infectious particles, which then break off from an
initial structure and spread occupying niches not previously colonized,
creating a metastatic infection in other organs [75].
Two important aspects related to biofilms complicate therapy in
systemic infections caused by Candida species. Initially, it is important
to note that much of the clinical manifestations of candidiasis are
uniquely associated with biofilm formation and, in a second aspect,
the cells found in the structure of the biofilm exhibit high levels of
resistance to most clinically used antifungals [76,77]. In this regard,
several studies have focused on the investigation of biofilms of Candida
species with the goal of finding new therapeutic targets. The latest
innovation described in this context involves a study conducted by
Srinivasan et al. [76] who developed a device named C. albicans biofilm
chip (CaBChip), a high-density robotic microarray that consists of C.
albicans nano-biofilms used to print yeast cells onto a solid substrate.
The main advantages of CaBChip include automation, miniaturization,
and cost savings in amount of reagents, qualities that make this device
ideal for drug discovery using the real high-throughput screening.

Drugs Resistance
The antifungal drugs may interfere with the synthesis of nucleic
acids (pyrimidines), microtubules (griseofulvin), synthesis of ergosterol
(azoles, allylamines, thiocarbamates, morpholines), cell membrane
integrity (polyene), cell wall synthesis (echinocandins, nicomicinas)
and protein synthesis (sodarinas) and other cellular sites [78-80].
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The clinical use of systemic antifungal drugs are the most common
amphotericin B and its lipid preparations, itraconazole, fluconazole,
triazoles (voriconazole, posaconazole and ravuconazole) and derivatives
of echinocandins (caspofungin, micafungin and anidulafungin) [8183]. However, available in Brazilian public hospitals, are only derived
polyene (amphotericin B) and azoles (itraconazole and fluconazole) [84].
The resistance can be defined in terms of clinical and microbiological
[85,86]. The concept of microbiological resistance includes the
resistance primary (or intrinsic) which is present in an organism that
without prior exposure to secondary resistance and antifungal drugs
(or acquired) which is one developed in response to exposure to these
substances [87]. Typically, the secondary resistance is due to phenotypic
changes and/or genotypic character stable or transitory [88,89]. In turn,
the strength has been defined as clinical progression or persistence of
an infection, despite the establishment of appropriate antimicrobial
therapy [90]. The occurrence of clinical resistance is associated with
host factors, pharmacological factors, iatrogenic factors and fungal
factors [91]. Inside of invasive fungal infections, the clinical resistance
typically manifests in patients with profound, prolonged neutropenia,
patients undergoing multiple therapies and patients with prostheses
and catheters [31,92]. The primary resistance to amphotericin B has
a limited occurrence. Some emerging pathogens such as Aspergillus
spp., C. glabrata, C. guilliermondii, C. krusei, C. lusitaniae, Fusarium
spp., Scedosporium spp., Scopulariopsis spp. and Trichosporon beigelii,
however, have shown some degree of primary resistance in vitro [93,94].
Likewise, the secondary resistance to polyene drug is hardly prevalent
among fungal species. However, some cases of disseminated infection
by strains of C. glabrata, C. krusei and C. albicans that have developed
resistance to amphotericin B during the antifungal treatment have been
described [90]. A polyene resistance is primarily related to qualitative
and quantitative changes of the fungal cell membrane lipids [93]. The
biochemical mechanisms of resistance include reduction of ergosterol
content without concomitant change in its composition, replacement
of sterols with greater affinity for polyene and reorientation of existing
sterols, making the connection with the polyene and sterically less
favorable thermodynamics [95,96]. Other sources of resistance are
increased cell catalase activity that acts minimizing oxidative destruction
produced by polyene drugs and decreased content of β-1,3-glucan that
stabilizes the fungal cell wall, influencing access of macromolecules, such
as amphotericin B the plasma membrane [87,97]. Different molecular
mechanisms of resistance to azoles are possible [87,91]. The secondary
resistance to these drugs is best described in yeasts [98]. In Candida
spp. resistance may result from overexpression of pumps that enables
elimination, regulating the transport and / or intracellular accumulation
of azoles. ABC transporters and carriers MSF are the two major efflux
pumps found in these fungi. Overexpression of ABC transporters in C.
albicans genes coding for CDR1 and CDR2, and mdr1 gene encoding
the MSF carriers determine decreased susceptibility to most clinical use
and the fluconazole and azole respectively [85,99]. Different molecular
mechanisms of resistance to azoles are possible [86,87]. A resistance
mechanism is directly related to the structural change of the enzyme
lanosterol 14-demethylase (ERG11p) which is the cell site and the
azole derivatives key enzyme in the synthesis of ergosterol. Increased
expression of the ERG11 gene also appears to contribute to resistance
to azole derivatives [100]. The change in the ergosterol biosynthetic
pathway is another mechanism associated with resistance. This toxic
methylated sterol is formed by blocking ERG11p, being a consequence
of the activity of azole drugs on the fungal cell. Erg3 gene mutation
removes the toxic effect and is considered a mechanism of resistance
[92,99].
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Chang et al. [60] studied the susceptibility of 52 isolates of C.
guilliermondii antifungal caspofungin, anidulafungin and micafungin
and the results showed that these antifungals used exhibited good
activity (98%) in vitro against this species of Candida. Studies
performed in Korea for Jang et al. [99,101] to determine the fluconazole
and voriconazole susceptibility of Candida bloodstream isolates (BSIs)
using both the CLSI and EUCAST methods, demonstrated of the
341 BSIs of 3 common Candida species (i.e., C. albicans, C. tropicalis,
and C. parapsilosis), presented 0.3% to 1.5% of isolates categorized
as fluconazole and voriconazole resistant according to the CLSI and
EUCAST.
Antifungal resistance of Candida species is a clinical problem
in the management of diseases caused by these pathogens. Studies
performed for Eddouzi et al. [100,102] identified from a collection of
423 clinical samples taken from Tunisian hospitals two clinical Candida
species (Candida albicans JEY355 and Candida tropicalis JEY162)
with decreased susceptibility to azoles and polyenes. For JEY355, the
fluconazole (FLC) MIC was 8 μg/ml. Azole resistances in C. albicans
JEY355 was mainly caused by overexpression of a multidrug efflux
pump of the major facilitator superfamily, Mdr1. The regulator of
Mdr1, MRR1, contained a yet-unknown gain-of-function mutation
(V877F) causing MDR1 overexpression. C. tropicalis JEY162 isolate
demonstrated cross-resistance between FLC (MIC>128 μg/ml),
voriconazole (MIC>16 μg/ml), and amphotericin B (MIC>32 μg/ml).
Sterol analysis using gas chromatography-mass spectrometry revealed
that ergosterol was undetectable in JEY162 and that it accumulated
14α-methyl fecosterol, thus indicating a perturbation in the function
of at least two main ergosterol biosynthesis proteins (Erg11 and Erg3).
Sequence analyses of C. tropicalis ERG11 (CtERG11) and CtERG3 from
JEY162 revealed a deletion of 132 nucleotides and a single amino acid
substitution (S258F), respectively. The authors conclusion, in addition
to identify to identifying a novel MRR1 mutation in C. albicans,
constitutes the first report on a clinical C. tropicalis with defective
activity of sterol 14α-demethylase and sterol α-(5,6)-desaturase leading
to azole-polyene cross-resistance. Table 2 shows the mechanisms of
resistance of clinical isolates of Candida albicans from HIV-positive
patients to fluconazole and itraconazole. In this work, Cataldo and
Petrosillo [103], which describe a review of antifungal susceptibility
testing of Candida and their clinical break points.

Prophylaxis in Nosocomial Infection
Health professionals can act as vectors of disease, disseminating
new infections among patients if professionals do not use preventive
strategies to reduce rates of disease transmission [103]. It is important
to underscore that, beyond prophylaxis with antifungal agents, standard
measures to prevent nosocomial infections should always be applied
both for their efficacy and for their low cost. Because transmission of
Candida could occur via the hands of health care workers, especially
during the care of catheters, all hospitals need to improve their
adherence to hand hygiene. Also, extremely important is adherence
N° isolates (Candida albicans)

Molecular change

1

None (WT)

3

Increase in MDR1 mRNA

4

Mutation ERG11 gene, loss of hetezygosity in
ERG11, increase in ERG11 mRNA

2

Increase in CDR mRNA

Adapted from Pfaller and Diekema [103]
Table 2: Azoles resistance mechanisms in isolates of Candida albicans from an
HIV-infected patient with recurrent oropharyngeal candidiasis.
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to current recommendations for placement and care of central venous
catheters. Finally, the correct use of antibiotics is another important
component of candidemia prevention that would lead to a decrease in
economic and ecological costs.

Conclusion
Several studies have shown increased resistance of isolates of
species Candida, as well as increased morbidity and mortality caused by
this pathogen in hospitalized individuals, thus it is necessary to prevent
infection with this pathogen.
References
1. Garner JS, Jarvis WR, Emori TG, Horan TC, Hughes JM (1988) CDC definitions
for nosocomial infections, 1988. Am J Infect Control 16: 128-140.
2. Ducel G, Fabry J, Nicolle L (2002) World Health Organization Prevention of
hospital-acquired infections A PRACTICAL GUIDE (2ndedn).
3. Edwards JE Jr (1991) Invasive candida infections--evolution of a fungal
pathogen. N Engl J Med 324: 1060-1062.
4. Batista JM, Birman EG, Cury AE (1999) Susceptibility to antifungal drugs of
Candida albicans strains isolated from patients with denture stomatitis. Rev
Odontol Univ São Paulo13: 343-348.
5. Nucci M, Queiroz-Telles F, Tobón AM, Restrepo A, Colombo AL (2010)
Epidemiology of opportunistic fungal infections in Latin America. Clin Infect Dis
51: 561-570.
6. Barchiesi F, Caggiano G, Falconi Di Francesco L, Montagna MT, Barbuti S,
et al. (2004) Outbreak of fungemia due to Candida parapsilosis in a pediatric
oncology unit. Diagn Microbiol Infect Dis 49: 269-271.
7. Lacaz CS, Porto E, Martins JEC, Heins-Vaccari E, Melo NT (2002) Tratado de
Micologia Médica – Lacaz. Sarvier, São Paulo, SP, Brazil.
8. Trick WE, Fridkin SK, Edwards JR, Hajjeh RA, Gaynes RP; National
Nosocomial Infections Surveillance System Hospitals (2002) Secular trend of
hospital-acquired candidemia among intensive care unit patients in the United
States during 1989-1999. Clin Infect Dis 35: 627-630.
9. Sheevani, Sharma P, Aggarwal A (2013) Nosocomial Candida infection in a
rural tertiary care hospital. J Clin Diagn Res 7: 405-406.
10. Cantón E, Viudes A, Pemán J (2001) [Systemic nosocomial infection by yeasts].
Rev Iberoam Micol 18: 51-55.
11. Colombo AL, Guimarães T (2003) [Epidemiology of hematogenous infections
due to Candida spp]. Rev Soc Bras Med Trop 36: 599-607.
12. Kontoyiannis DP, Vaziri I, Hanna HA, Boktour M, Thornby J, et al. (2001) Risk
Factors for Candida tropicalis fungemia in patients with cancer. Clin Infect Dis
33: 1676-1681.
13. Leung AY, Chim CS, Ho PL, Cheng VC, Yuen KY, et al. (2002) Candida
tropicalis fungaemia in adult patients with haematological malignancies: clinical
features and risk factors. J Hosp Infect 50: 316-319.
14. Colombo AL, Nucci M, Salomão R, Branchini ML, Richtmann R, et al. (1999)
High rate of non-albicans candidemia in Brazilian tertiary care hospitals. Diagn
Microbiol Infect Dis 34: 281-286.
15. Fidel PL Jr, Vazquez JA, Sobel JD (1999) Candida glabrata: review of
epidemiology, pathogenesis, and clinical disease with comparison to C.
albicans. Clin Microbiol Rev 12: 80-96.
16. Antunes AG, Pasqualotto AC, Diaz MC, d'Azevedo PA, Severo LC (2004)
Candidemia in a Brazilian tertiary care hospital: species distribution and
antifungal susceptibility patterns. Rev Inst Med Trop Sao Paulo 46: 239-241.
17. Mavor AL, Thewes S, Hube B (2005) Systemic fungal infections caused by
Candida species: epidemiology, infection process and virulence attributes. Curr
Drug Targets 6: 863-874.

more doubts than certainties? Int J Antimicrob Agents 16: 135-137.
21. Torres-Rodríguez JM (1996) [Current status of antifungal prophylaxis in
opportunistic mycoses]. Enferm Infecc Microbiol Clin 14: 44-53.
22. Bow EJ (1998) Invasive fungal infections in patients receiving intensive
cytotoxic therapy for cancer. Br J Haematol 101 Suppl 1: 1-4.
23. Petri MG, König J, Moecke HP, Gramm HJ, Barkow H, et al. (1997) Epidemiology
of invasive mycosis in ICU patients: a prospective multicenter study in 435
non-neutropenic patients. Paul-Ehrlich Society for Chemotherapy, Divisions of
Mycology and Pneumonia Research. Intensive Care Med 23: 317-325.
24. Richards M, Thursky K, Buising K (2003) Epidemiology, prevalence, and sites
of infections in intensive care units. Semin Respir Crit Care Med 24: 3-22.
25. Leone M, Albanèse J, Antonini F, Michel-Nguyen A, Blanc-Bimar MC, et al.
(2003) Long-term epidemiological survey of Candida species: comparison of
isolates found in an intensive care unit and in conventional wards. J Hosp Infect
55: 169-174.
26. Meersseman W, Lagrou K, Maertens J, Van Wijngaerden E (2007) Invasive
aspergillosis in the intensive care unit. Clin Infect Dis 45: 205-216.
27. Schelenz S (2008) Management of candidiasis in the intensive care unit. J
Antimicrob Chemother 61 Suppl 1: i31-34.
28. Cornwell EE 3rd, Belzberg H, offne TV, Dougherty WR, Morales IR, et al. (1995)
The pattern of fungal infections in critically ill surgical patients. Am Surg 61:
847-850.
29. Vincent JL, Anaissie E, Bruining H, Demajo W, el-Ebiary M, et al. (1998)
Epidemiology, diagnosis and treatment of systemic Candida infection in
surgical patients under intensive care. Intensive Care Med 24: 206-216.
30. Holzheimer RG, Dralle H (2002) Management of mycoses in surgical patients
-- review of the literature. Eur J Med Res 7: 200-226.
31. Playford EG, Marriott D, Nguyen Q, Chen S, Ellis D, et al. (2008) Candidemia in
nonneutropenic critically ill patients: risk factors for non-albicans Candida spp.
Crit Care Med 36: 2034-2039.
32. O'grady NP, Alexander M, Dellinger EP, Gerberding JL, Heard SO, et al (2002)
Guidelines for the prevention of intravascular catheter-related infections.
Centers for Disease Control and Prevention. MMWR Recomm Rep 51: 1-29.
33. Greene JN (1996) The microbiology of colonization, including techniques for
assessing and measuring colonization. Infect Control Hosp Epidemiol 17: 114118.
34. Ramasethu J (2008) Complications of vascular catheters in the neonatal
intensive care unit. Clin Perinatol 35: 199-222, x.
35. Moss HA, Elliot TSJ (1997) The cost of infections related to central venous
catheters designed for long-term use. Br J Med Econ 11: 1-7.
36. Pittet D, Li N, Woolson RF, Wenzel RP (1997) Microbiological factors influencing
the outcome of nosocomial bloodstream infections: a 6-year validated,
population-based model. Clin Infect Dis 24: 1068-1078.
37. Cheng MF, Yang YL, Yao TJ, Lin CY, Liu JS, et al. (2005) Risk factors for fatal
candidemia caused by Candida albicans and non-albicans Candida species.
BMC Infect Dis 5: 22.
38. Tacconelli E, Tumbarello M, Pittiruti M, Leone F, Lucia MB, et al. (1997) Central
venous catheter-related sepsis in a cohort of 366 hospitalised patients. Eur J
Clin Microbiol Infect Dis 16: 203-209.
39. Gowardman JR, Montgomery C, Thirlwell S, Shewan J, Idema A, et al.
(1998) Central venous catheter-related bloodstream infections: an analysis of
incidence and risk factors in a cohort of 400 patients. Intensive Care Med 24:
1034-1039.
40. Calandra T, Cohen J; International Sepsis Forum Definition of Infection in the
ICU Consensus Conference (2005) The international sepsis forum consensus
conference on definitions of infection in the intensive care unit. Crit Care Med
33: 1538-1548.

18. Pizzo PA (1999) Fever in immunocompromised patients. N Engl J Med 341:
893-900.

41. Maki DG, Kluger DM, Crnich CJ (2006) The risk of bloodstream infection in
adults with different intravascular devices: a systematic review of 200 published
prospective studies. Mayo Clin Proc 81: 1159-1171.

19. Carneiro-Sampaio M, Coutinho A (2007) Immunity to microbes: lessons from
primary immunodeficiencies. Infect Immun 75: 1545-1555.

42. Safdar N, Maki DG (2006) Lost in translation. Infect Control Hosp Epidemiol
27: 3-7.

20. Del Favero A (2000) Management of fungal infections in neutropenic patients:

43. Ha US, Cho YH (2006) Catheter-associated urinary tract infections: new

Trop Med Surg
ISSN: 2329-9088 TPMS, an open access journal

Volume 1 • Issue 5 • 1000141

Citation: de Cássia Orlandi Sardi J, de Souza Pitangui N, Gullo FP, e Maria José Soares Mendes Giannini AMFA (2013) A Mini Review of Candida
Species in Hospital Infection: Epidemiology, Virulence Factor and Drugs Resistance and Prophylaxis. Trop Med Surg 1: 141. doi:
10.4172/2329-9088.1000141
Page 6 of 7
aspects of novel urinary catheters. Int J Antimicrob Agents 28: 485-490.
44. Colombo AL, Guimarães T (2007) [Candiduria: a clinical and therapeutic
approach]. Rev Soc Bras Med Trop 40: 332-337.
45. Galbán B, Mariscal F (2006) [Epidemiology of candidemia in ICU]. Rev Iberoam
Micol 23: 12-15.
46. Nguyen MH, Peacock JE Jr, Morris AJ, Tanner DC, Nguyen ML, et al. (1996)
The changing face of candidemia: emergence of non-Candida albicans species
and antifungal resistance. Am J Med 100: 617-623.
47. Pfaller MA, Jones RN, Messer SA, Edmond MB, Wenzel RP (1998) National
surveillance of nosocomial blood stream infection due to species of Candida
other than Candida albicans: frequency of occurrence and antifungal
susceptibility in the SCOPE Program. SCOPE Participant Group. Surveillance
and Control of Pathogens of Epidemiologic. Diagn Microbiol Infect Dis 30: 121129.
48. Pfaller MA, Messer SA, Houston A, Rangel-Frausto MS, Wiblin T, et al.
(1998) National epidemiology of mycoses survey: a multicenter study of strain
variation and antifungal susceptibility among isolates of Candida species.
Diagn Microbiol Infect Dis 31: 289-296.
49. Len O, Pahissa A (2007) [Donor-transmitted infections]. Enferm Infecc Microbiol
Clin 25: 204-212.
50. Singer AL, Kucirka LM, Namuyinga R, Hanrahan C, Subramanian AK, et al.
(2008) The high-risk donor: viral infections in solid organ transplantation. Curr
Opin Organ Transplant 13: 400-404.
51. Silveira FP, Husain S (2007) Fungal infections in solid organ transplantation.
Med Mycol 45: 305-320.
52. Manuel RJ, Kibbler CC (1998) The epidemiology and prevention of invasive
aspergillosis. J Hosp Infect 39: 95-109.
53. Shaw MT, Spector MH, Ladman AJ (1979) Effects of cancer, radiotherapy and
cytotoxic drugs on intestinal structure and function. Cancer Treat Rev 6: 141151.

spp. isolates from catheter, blood and oral cavity. Rev Inst Med Trop Sao Paulo
52: 139-143.
67. Mohan das V, Ballal M (2008) Proteinase and phospholipase activity as
virulence factors in Candida species isolated from blood. Rev Iberoam Micol
25: 208-210.
68. De Luca C, Guglielminetti M, Ferrario A, Calabr M, Casari E (2012) Candidemia:
species involved, virulence factors and antimycotic susceptibility. New Microbiol
35: 459-468.
69. Chaffin WL (2008) Candida albicans cell wall proteins. Microbiol Mol Biol Rev
72: 495-544.
70. Hoyer LL, Green CB, Oh SH, Zhao X (2008) Discovering the secrets of the
Candida albicans agglutinin-like sequence (ALS) gene family--a sticky pursuit.
Med Mycol 46: 1-15.
71. García-Sánchez S, Aubert S, Iraqui I, Janbon G, Ghigo JM, et al. (2004)
Candida albicans biofilms: a developmental state associated with specific and
stable gene expression patterns. Eukaryot Cell 3: 536-545.
72. Green CB, Cheng G, Chandra J, Mukherjee P, Ghannoum MA, et al. (2004) RTPCR detection of Candida albicans ALS gene expression in the reconstituted
human epithelium (RHE) model of oral candidiasis and in model biofilms.
Microbiology 150: 267-275.
73. O'Connor L, Lahiff S, Casey F, Glennon M, Cormican M, et al. (2005)
Quantification of ALS1 gene expression in Candida albicans biofilms by RTPCR using hybridisation probes on the LightCycler. Mol Cell Probes 19: 153162.
74. Uppuluri P, Chaturvedi AK, Srinivasan A, Banerjee M, Ramasubramaniam AK,
et al. (2010) Dispersion as an important step in the Candida albicans biofilm
developmental cycle. PLoS Pathog 6: e1000828.
75. Ramage G, Bachmann S, Patterson TF, Wickes BL, López-Ribot JL (2002)
Investigation of multidrug efflux pumps in relation to fluconazole resistance in
Candida albicans biofilms. J Antimicrob Chemother 49: 973-980.

54. Bow EJ (2005) Long-term antifungal prophylaxis in high-risk hematopoietic
stem cell transplant recipients. Med Mycol 43 Suppl 1: S277-287.

76. Srinivasan A, Lopez-Ribot JL, Ramasubramanian AK (2012) Candida albicans
biofilm chip (CaBChip) for high-throughput antifungal drug screening. J Vis Exp:
e3845.

55. Clarkson JE, Worthington HV, Eden OB (2007) Interventions for preventing oral
candidiasis for patients with cancer receiving treatment. Cochrane Database
Syst Rev 1: 3807.

77. Vanden Bossche H (1997) Mechanisms of antifungal resistance. Rev Iberoam
Micol 14: 44-49.

56. Volpato LE, Silva TC, Oliveira TM, Sakai VT, Machado MA (2007) Radiation
therapy and chemotherapy-induced oral mucositis. Braz J Otorhinolaryngol 73:
562-568.
57. Anaissie E (1992) Opportunistic mycoses in the immunocompromised host:
experience at a cancer center and review. Clin Infect Dis 14 Suppl 1: S43-53.
58. Segal BH, Freifeld AG (2007) Antibacterial prophylaxis in patients with
neutropenia. J Natl Compr Canc Netw 5: 235-242.
59. Sims CR, Ostrosky-Zeichner L, Rex JH (2005) Invasive candidiasis in
immunocompromised hospitalized patients. Arch Med Res 36: 660-671.
60. Chang TP, Ho MW, Yang YL, Lo PC, Lin PS, et al. (2013) Distribution and drug
susceptibilities of Candida species causing candidemia from a medical center
in central Taiwan. J Infect Chemother.
61. Moretti ML, Trabasso P, Lyra L, Fagnani R, Resende MR, et al. (2013) Is the
incidence of candidemia caused by Candida glabrata increasing in Brazil? Fiveyear surveillance of Candida bloodstream infection in a university reference
hospital in southeast Brazil. Med Mycol 51: 225-230.

78. Georgopapadakou NH (1998) Antifungals: mechanism of action and resistance,
established and novel drugs. Curr Opin Microbiol 1: 547-557.
79. Loo DS (2006) Systemic antifungal agents: an update of established and new
therapies. Adv Dermatol 22: 101-124.
80. Anaissie EJ (2008) Diagnosis and therapy of fungal infection in patients with
leukemia--new drugs and immunotherapy. Best Pract Res Clin Haematol 21:
683-690.
81. Mensa J, Pitart C, Marco F (2008) Treatment of critically ill patients with
candidemia. Int J Antimicrob Agents 32 Suppl 2: S93-97.
82. Cornely OA, Böhme A, Buchheidt D, Einsele H, Heinz WJ, et al (2009)
Primary prophylaxis of invasive fungal infections in patients with hematologic
malignancies. Recommendations of the Infectious Diseases Working Party of
the German Society for Haematology and Oncology. Haematologica 94: 113122.
83. Salci TP, Gimenes M, dos Santos CA, Svidzinski TI, Caparroz-Assef SM (2013)
Utilization of fluconazole in an intensive care unit at a university hospital in
Brazil. Int J Clin Pharm 35: 176-180.

62. Medeiros EA, Lott TJ, Colombo AL, Godoy P, Coutinho AP, et al. (2007)
Evidence for a pseudo-outbreak of Candida guilliermondii fungemia in a
university hospital in Brazil. J Clin Microbiol 45: 942-947.

84. Mellado E, Cuenca-Estrella M, Rodríguez-Tudela JL (2002) [Clinical relevance
of mechanisms of antifungal drug resistance in filamentous fungi]. Enferm
Infecc Microbiol Clin 20: 523-529.

63. Tamura NK, Negri MF, Bonassoli LA, Svidzinski TI (2007) [Virulence factors
for Candida spp recovered from intravascular catheters and hospital workers
hands]. Rev Soc Bras Med Trop 40: 91-93.

85. Espinel-Ingroff A (2008) Mechanisms of resistance to antifungal agents: yeasts
and filamentous fungi. Rev Iberoam Micol 25: 101-106.

64. Sorgo AG, Heilmann CJ, Brul S, de Koster CG, Klis FM (2013) Beyond the
wall: Candida albicans secret(e)s to survive. FEMS Microbiol Lett 338: 10-17.
65. Hota B (2004) Contamination, disinfection, and cross-colonization: are hospital
surfaces reservoirs for nosocomial infection? Clin Infect Dis 39: 1182-1189.
66. Costa CR, Passos XS, e Souza LK, Lucena Pde A, Fernandes Ode F, et al.
(2010) Differences in exoenzyme production and adherence ability of Candida

Trop Med Surg
ISSN: 2329-9088 TPMS, an open access journal

86. Loeffler J, Stevens DA (2003) Antifungal drug resistance. Clin Infect Dis 36:
S31-41.
87. Kontoyiannis DP, Lewis RE (2002) Antifungal drug resistance of pathogenic
fungi. Lancet 359: 1135-1144.
88. Perea S, Patterson TF (2002) Antifungal resistance in pathogenic fungi. Clin
Infect Dis 35: 1073-1080.

Volume 1 • Issue 5 • 1000141

Citation: de Cássia Orlandi Sardi J, de Souza Pitangui N, Gullo FP, e Maria José Soares Mendes Giannini AMFA (2013) A Mini Review of Candida
Species in Hospital Infection: Epidemiology, Virulence Factor and Drugs Resistance and Prophylaxis. Trop Med Surg 1: 141. doi:
10.4172/2329-9088.1000141
Page 7 of 7
89. Espinel-Ingroff A (2000) Clinical utility of in vitro antifungal susceptibility testing.
Rev Esp Quimioter 13: 161-166.
90. White NJ (1998) Preventing antimalarial drug resistance through combinations.
Drug Resist Updat 1: 3-9.
91. Masiá Canuto M, Gutiérrez Rodero F (2002) Antifungal drug resistance to
azoles and polyenes. Lancet Infect Dis 2: 550-563.
92. Cuenca-Estrella M, Gomez-Lopez A, Mellado E, Buitrago MJ, Monzon A, et
al. (2006) Head-to-head comparison of the activities of currently available
antifungal agents against 3,378 Spanish clinical isolates of yeasts and
filamentous fungi. Antimicrob Agents Chemother 50: 917-921.
93. Ghannoum MA, Rice LB (1999) Antifungal agents: mode of action, mechanisms
of resistance, and correlation of these mechanisms with bacterial resistance.
Clin Microbiol Rev 12: 501-517.
94. Barker KS, Rogers PD (2006) Recent insights into the mechanisms of antifungal
resistance. Curr Infect Dis Rep 8: 449-456.
95. Sanglard D (2002) Resistance of human fungal pathogens to antifungal drugs.
Curr Opin Microbiol 5: 379-385.
96. Sanglard D, Odds FC (2002) Resistance of Candida species to antifungal
agents: molecular mechanisms and clinical consequences. Lancet Infect Dis
2: 73-85.

97. Mishra NN, Prasad T, Sharma N, Payasi A, Prasad R, et al. (2007) Pathogenicity
and drug resistance in Candida albicans and other yeast species. A review.
Acta Microbiol Immunol Hung 54: 201-235.
98. Klepser ME (2001) Antifungal
Pharmacotherapy 21: 124S-132S.

resistance

among

Candida

species.

99. Jang MJ, Shin JH, Lee WG, Kim MN, Lee K, et al. (2013) In vitro fluconazole
and voriconazole susceptibilities of Candida bloodstream isolates in Korea: use
of the CLSI and EUCAST epidemiological cutoff values. Ann Lab Med 33: 167173.
100. Eddouzi J, Parker JE, Vale-Silva LA, Coste A, Ischer F, et al. (2013) Molecular
mechanisms of drug resistance in clinical Candida species isolated from
Tunisian hospitals. Antimicrob Agents Chemother 57: 3182-3193.
101. Pfaller MA, Diekema DJ (2012) Progress in antifungal susceptibility testing
of Candida spp. by use of Clinical and Laboratory Standards Institute broth
microdilution methods, 2010 to 2012. J Clin Microbiol 50: 2846-2856.
102. Saloojee H, Steenhoff A (2001) The health professional's role in preventing
nosocomial infections. Postgrad Med J 77: 16-19.
103. Cataldo MA, Petrosillo N (2011) Economic considerations of antifungal
prophylaxis in patients undergoing surgical procedures. Ther Clin Risk Manag
7: 13-20.

Submit your next manuscript and get advantages of OMICS
Group submissions
Unique features:
•
•
•

User friendly/feasible website-translation of your paper to 50 world’s leading languages
Audio Version of published paper
Digital articles to share and explore

Special features:

Citation: de Cássia Orlandi Sardi J, de Souza Pitangui N, Gullo FP, e Maria

José Soares Mendes Giannini AMFA (2013) A Mini Review of Candida Species
in Hospital Infection: Epidemiology, Virulence Factor and Drugs Resistance
and Prophylaxis. Trop Med Surg 1: 141. doi: 10.4172/2329-9088.1000141

Trop Med Surg
ISSN: 2329-9088 TPMS, an open access journal

•
•
•
•
•
•
•
•

250 Open Access Journals
20,000 editorial team
21 days rapid review process
Quality and quick editorial, review and publication processing
Indexing at PubMed (partial), Scopus, EBSCO, Index Copernicus and Google Scholar etc
Sharing Option: Social Networking Enabled
Authors, Reviewers and Editors rewarded with online Scientific Credits
Better discount for your subsequent articles

Submit your manuscript at: http://www.omicsonline.org/submission/

Volume 1 • Issue 5 • 1000141

