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Introduction and Aim of The Work

Introduction

The incidence of nosocmial infection by candida has
surged over the past decade, from the eighth to the fourth most
common cause of nosocomial bloodstream infections in the
general hospitals population (Playford, 2006).

Many candida Spp. Produce surface-adherent biofilm
populations that are resistant to antifungal compounds and
other environmental stresses (Harrison et al., 2007).

Biofilms are microbial communities that are associated
with solid surfaces such as intravascular Catheters, Candida
species are a major cause of medical device — associated
infections.

Twenty percent to 70% of all candidemias are
associated with this biofilms process (Nett et al., 2007).

Usage of bio-prostheses such as IV lines and urinary
catheters provide ample opportunity for candida biofilms to set
up anidus for disease that is not easily amenable to
conventional antifungal therapy (Kumar CP and Menon T,
2006).

In the recent years, there has been a marked increase in
the incidence of treatment failures in Candidiasis patients
receivieng long-term antifungal therapy, which has posed a
serious problem in its successful use in chemotherapy, Biofilm
associated candida show uniform resistance to a wide
spectrum of antifungal drugs (Mishra et al., 2007).




Introduction and Aim of The Work

Hypothesis

Colonizing candidal strains in pediatric ICU patients
that can form biofilm need high concentration of antifungal
drugs to be eradicated.

Aim of the Work

The aim of the work is to study the ability of clinical
isolates of candida Spp. To form biofilms in vitro and to
compare the antifungal susceptibility of sessile cells and their
planktonic counterparts in patients admitted in pediatric ICU
in Ain Shams University Hospitals.
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Critically 1ll Child

Historical review:

The first pediatric ICU was established in Europe by
Goran Haglund in 1955 at Children's Hospital of Goteburg in
Sweden, 10 years before the unit at Children's Hospital of the
District of Columbia developed by Cheston Berlin. John
Downes opened the next recorded pediatric ICU at Children's
Hospital of Philadelphia in 1967 (Downes, 1992).

Over the next 40 years, hundreds of pediatric 1CUs
would be established in academic institutions, children's
hospitals, and many community hospitals throughout North
America and Europe identified 306 general pediatric ICUs in
the United States in 1995 and 349 in 2001 (Randolph et al.,
2004).

Introduction:

Patients requiring intensive care usually require support for
hemodynamic instability (hypertension/hypotension), airway or
respiratory compromise (such as ventilator support), acute renal
failure, potentially lethal cardiac dysrhythmias, and frequently
the cumulative effects of multiple organ system failure. Patients
admitted to the intensive care unit not requiring support for the
above are usually admitted for intensive/invasive monitoring
(Kahn et al., 2006).

A common denominator of critical illness in children is
cardiopulmonary compromise, this typically occurs as a result
of Progressive deterioration of respiratory and circulatory
function during the course of various diseases as outlined in
(Fig. 1) and (Table 1) (Chameides, 1990).




Review of Literature

Table (1): Common conditions presenting as

cardiopulmonary failure

1- Intrinsic lung diseases
- Pneumonia

-Adult respiratory distress syndrome

- Loss of lung volume
- Pleural effusion
- Pneumothorax

2- Airway diseases

- Bronchiolitis

- Acute severe bronchial asthma
- Laryngiotracheobronchitis

- Epiglottitis

- Foreign body aspiration

3- Inadequate respiratory effort
- Sepsis

- Severe trauma

- Poisoning

- Guillain-Barre syndrome

- Poliomylitis

4- Cardiogenic shock

- Myocarditis
-Congenital heart disease
- Cardiac tamponade

5- Hypovolemia

- Burns

- Diabetic ketoacidosis

- Hemorrhage

- Gastrointestinal losses

(Chameides, 1990)
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Fig.(1):Pathway ~ of  deterioration  in  critical  illness.

Common diseases in groups 1 through 5 lined in table (1).
WOB: Work of breathing (Chameides, 1990).

Unlike pediatric patients who require general care, these
patients usually have a disease process that affects more than
one organ system, commonly referred to as multiple organ
system failure (MOSF) or dysfunction (MOSD). Successful
PICUs use a multidisciplinary approach to care for these
patients (Frankel, 2004).




