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Candida Infections in Non Neutropenic Patients - Full Clinical Guideline 
 

Reference no.: CG-PHARM/2015/001 

 

NOTE: For the empirical treatment of suspected fungal infections in neutropenic patients, 

see the separate guideline on the Trust intranet. 

1. Introduction 

Candida spp is the most prevalent cause of invasive fungal infections, with bloodstream infection 

being the main form. There has been a shift from Candida albicans to non-albican Candida spp 

which are less susceptible to azole antifungals e.g. fluconazole. 

 

2. Aim and Purpose 

1. Candidaemia or suspected disseminated candidal infection  

2. Candida in sputum or respiratory secretions 

3. Oropharyngeal candida 

4. Oesophageal candida 

5. Candida in the urine (non-neutropenic patients) 

6. Osteoarticular candida 
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1. Candidaemia – a form of Invasive fungal disease(IFD) 

 Positive blood culture for candida  

 

Associated infectious diseases include fungal endophthalmitis and infective endocarditis; therefore, 

ophthalmology review and echocardiogram are recommended. Repeat blood cultures are also 

recommended for evidence of clearance. 
 

 Intravenous monotherapy, awaiting sensitivity-resistance profile: 
 

First line, caspofungin: 
If ≥ 81 kg, 70 mg daily. 
If < 81 kg, 70 mg for first 24 hours, 50 mg daily thereafter. 
 

Second line, Ambisome®: 3 mg/kg daily. 
 

 Intravenous monotherapy, with sensitivity-resistance profile: 
 
First line, fluconazole: 

Candida albicans: 800 mg for first 24 hours, 400 mg daily thereafter. 
Candida glabrata: 800 mg daily. 
Other Candida species: collaborate with the microbiologist. 

 
Second line, caspofungin: if ≥ 81 kg, 70 mg daily; if < 81 kg, 70 mg for first 24 hours, 50 
mg daily thereafter. 
 
Third line, Ambisome®: 3 mg/kg daily. 
 

 Per oral step down: 
Physicians and pathologists generally collaborate on intravenous to per oral step down, 
taking into account: 

- Reconstitution of immune function. 
- No evidence of fungal endophthalmitis or infective endocarditis. 
 
First line, fluconazole: 

Candida albicans: 400 mg daily. 
Candida glabrata: 800 mg daily. 
Other Candida species: collaborate with the microbiologist. 

 
Second line, voriconazole: 400 mg 12 hourly for 24 hours, 200 mg 12 hourly thereafter. 
TDM recommended for treatment. 
 
Third line, posaconazole: 300 mg tablet 12 hourly for 24 hours, 300 mg tablet daily 
thereafter. TDM recommended for treatment. 
 

 Duration: 
In general, if ophthalmology and echocardiogram are negative: 

At least 2 weeks from reconstitution of immune function AND 
At least 2 weeks from the first negative, repeat blood cultures. 
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Other important management steps 

  Daily or alternate day blood cultures to confirm clearance of candidaemia 

  Central venous Catheter (CVC) related infection:  

- Remove and replace at a new site; catheter retention is associated with higher 
mortality  

- For fungal septic thrombophlebitis: catheter removal and incision and drainage and 
resection of the vein, as needed, are recommended 

 Evaluation for ophthalmic involvement: 

- Non-neutropenic patients: perform fundoscopic examination within first week of 
therapy, to exclude ophthalmic involvement (wait until candidaemia appears to be 
controlled and new spread to the eye is unlikely). Ocular findings, which usually 
resolve with systemic therapy alone, occur in ~15% of patients and endophthalmitis 
is uncommon (<2%) 

- Treatment of ocular disease depends on degree of involvement, chorioretinitis vs. 
endophthalmitis  

  Echocardiography (a recent observational study found infective endocarditis in 8.3% of 
patients) 

2. Candida in sputum or respiratory secretions 

Colonization of the airway with Candida and contamination of respiratory secretions with 
oropharyngeal material is very common. Candida pneumonia is very rare. The decision to initiate 
antifungal treatment should NOT be based on respiratory tract culture alone. 

 

3. Oropharyngeal candida 

First line treatment; Miconazole oral gel 2.5 mL 4 times a day.  

Continue for at least 7 days after lesions have healed or symptoms have cleared. Administered 
after meals, retain near oral lesions before swallowing (dental prostheses and orthodontic 
appliances should be removed at night and brushed with gel. 

Significant systemic absorption of miconazole may occur with use of the oral gel, and there are 
several significant drug interactions e.g. with warfarin, which may preclude its use.  See full list of 
interactions in the BNF.  

In patients who are unsuitable for miconazole 

Nystatin oral suspension 100,000 units (1ml) four times daily after food for 7 days. Patients 
should swish the solution over the affected areas and refrain from swallowing for up to 5 mins to 
ensure adequate penetration of the affected areas. Treatment should continue for 2 days after 
symptoms resolve. The dose can be increased to 400,000–600,000 units (4–6 ml) in stubborn 
cases. Nystatin is less effective in  immunocompromised patients.  

If topical treatments have failed;, then fluconazole 50–100mg daily for 7–14 days or if this fails, 
then itraconazole oral liquid 100–200mg bd for 14 days, swished around the mouth and 
swallowed. 
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Advise denture-wearing patients to clean dentures thoroughly and soak them in sodium 
hypochlorite (Milton) to try to reduce the risk of reintroducing a source and re-establishing 
infection. 
 

4. Oesophageal candida 

Fluconazole: loading dose 200–400mg on day one then 100–200mg daily for 14 days. 

If fluconazole has failed, itraconazole oral liquid 100 - 200mg bd for 14 days. 

  

5. Candida in the urine (non-neutropenic patients) 

Remove or replace urinary catheter if present 

If the patient is asymptomatic treatment is not usually required 

- Confirm with a second sample. If this is also positive, look for and manage any pre-
disposing factors e.g. urinary catheter, diabetes, structural abnormalities, reduced 
renal function, broad spectrum antibiotics 

- If the pre-disposing factors can be removed and the patient is asymptomatic, then 
candiduria should resolve in weeks to months 

- If candiduria persists after removing pre-disposing factors, then consider imaging to 
look for a deep seated focus e.g. renal abscess, fungal ball 

- If the patient is undergoing a urological manipulation, give fluconazole 200–400mg 
daily for several days before and after 

If the patient is symptomatic  

- If suspected disseminated disease treat as for candidaemia 
- If symptoms of cystitis, fluconazole 200–400mg daily for 14 days 

- Pyelonephritis – Fluconazole 400mg daily for 14 days 

- Renal fungus ball – surgical removal, then treat as for pyelonephritis until symptoms 
resolve and urine no longer yields Candida 

NOTE: 

Fluconazole is the preferred treatment for candida urinary tract infections as it reaches high 
concentrations in the urine. Azoles other than fluconazole do not.  

If a candida species resistant to fluconazole is isolated, then amphotericin deoxycholate (Fungizone) 
may be preferred to liposomal amphotericin (AmBisome) as it reaches higher concentrations in the 
urinary tract. Note that Fungizone and AmBisome doses are not the same, Fungizone dosing is 
lower – Test dose 1 mg, to be given over 20–30 minutes, then 250 micrograms/kg once daily, 
gradually increased over 2–4 days, increased if tolerated to 1 mg/kg daily.  

There is very limited evidence for echinocandins and the urinary concentration is very poor. Both 
AmBisome and an echinocandin may be considered in pyelonephritis if it is the result of 
candidaemia rather than retrograde spread from the bladder.  Patients with urinary Candida 
resistant to fluconazole should be discussed with a consultant microbiologist. 
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6. Osteoarticular Candida  

Osteomyelitis  
Surgical debridement is the mainstay of treatment.  
Fluconazole (oral or IV) 400mg once daily (or 6mg/kg) for 6–12 months, or caspofungin (IV) 70 mg 
on day one, then 50 mg once daily (patients over 80 kg, continue on 70 mg once daily) for two 
weeks, followed by oral fluconazole 400mg once daily for 6–12 months (confirm sensitivity to 
fluconazole before using). 
 
Septic arthritis native joint  
Washout and debridement of joint.  
Treat as above for a minimum of 6 weeks. 
 
Prosthetic joint infection  
Remove the prosthesis 
Treat as above for at least 6/52 
If prosthesis cannot be removed, then chronic suppressive treatment with fluconazole 400mg daily 
or 6mg/kg (if sensitivity to fluconazole confirmed) 
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