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What is the biggest risk factor for development of fungal infection in patients receiving cytotoxic therapy?

a) central line access

b) extended length of neutropaenia

c) graft v host disease

d) type of tumour

e) prophylactic antibiotics

From Harrisons:

Infections are a common cause of death and an even more common cause of morbidity in patients with a wide variety of neoplasms. Autopsy studies show that most deaths from acute leukemia and half of deaths from lymphoma are caused directly by infection. With more intensive chemotherapy, patients with solid tumors have become more likely to die of infection rather than their underlying disease. The risk of infection with Aspergillus correlates directly with the duration of neutropenia. Fungal infections in cancer patients are most often associated with neutropenia. Neutropenic patients are predisposed to the development of invasive fungal infections, most commonly those due to Candida and Aspergillus species and occasionally those caused by Fusarium, Trichosporon, and Bipolaris. Cryptococcal infection, which is common among patients taking immunosuppressive agents, is uncommon among neutropenic patients receiving chemotherapy for AML. Invasive candidal disease is usually caused by C. albicans or C. tropicalis but can be caused by C. krusei, C. parapsilosis, and C. glabrata.  Most clinicians add amphotericin B to antibacterial regimens if a neutropenic patient remains febrile despite 4 to 7 days of treatment with antibacterial agents. The rationale for the empirical addition of amphotericin B is that it is difficult to culture fungi before they cause disseminated disease and that mortality from disseminated fungal infections in granulocytopenic patients is high. The imidazoles (especially fluconazole) may have prophylactic efficacy in this regard, but the spectrum of activity of the currently available azoles is narrower than that of amphotericin B.
From UTD:

Fungal pathogens – Fungal pathogens are common, and usually arise later as a secondary infection in patients with prolonged neutropenia and antibiotic use. Oral and vaginal colonization with yeast is promoted by empiric antibiotics. Candida albicans and other yeasts are common fungal causes of line infections. Disseminated candidiasis can occur as well. In patients developing disseminated candidiasis following chemotherapy, hepatosplenic involvement is common; symptoms frequently are not present until the neutropenia resolves. In one autopsy study of patients who died after prolonged febrile neutropenia, 69 percent of patients had evidence of systemic fungal disease. Current diagnostic tests lack sufficient sensitivity to distinguish invasive fungal disease from colonization.

The incidence of fungal infection (especially Candida or Aspergillus) rises after patients have experienced more than seven days of persistent fever and neutropenia. Antifungal therapy is routinely added at five to seven days of neutropenia in patients with persistent fever.
The mold Aspergillus sp is also a common fungal pathogen in immunocompromised hosts; manifestations vary from localized skin ulcers and invasive pneumonia, to fulminant disseminated disease. Fusarium sp. have also been increasingly reported in the immunocompromised host. Reactivation of endemic fungi (histoplasmosis, blastomycosis, and coccidioidomycosis) or tuberculosis should also be considered in appropriate patients with prolonged steroid use or other immune suppression.

In one meta-analysis of 18 trials on the efficacy of quinolone prophylaxis in febrile neutropenics, the number of Gram negative and microbiologically proven infections decreased, but the number of Gram positive and fungal infections or death due to infections was not changed.
