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Candida lusitaniae — a case report of an intraperitoneal infection
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Abstract

Candida lusitaniae is a rare opportunistic yeast which is known for its resistance to amphotericin B (AmB).
It is responsible for about 19.3% of all infections caused by non-Candida albicans species, and for about 1.7% of
all cases of genitourinary candidiasis brought about by the entire spectrum of Candida species. Most commonly
it occurs in patients with hematologic malignancies, especially when a patient is receiving chemotherapy. Candida
lusitaniae infection usually presents with fungemia; however, only 7.3% of all patients will develop peritonitis.

This case study describes an immunocompetent female patient with an intraperitoneal infection caused
by C. lusitaniae after laparoscopic hydrosalpinx surgery. The patient was treated with fluconazole according to
susceptibility testing. Fluconazole was implemented both orally and by transvaginal injection into the space
after the evacuated pseudocyst. Conservative treatment resulted in a temporary improvement of the patient’s
condition and a reduction of the pseudocyst.

Candida lusitaniae is very similar to other Candida species in generating systemic and local infections —
mainly in compromised patients. It is also unique in its ability to develop resistance to AmB. Proper identifica-
tion and quick implementation of selective therapy with the right anti-fungal drug are crucial for successfully
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treating infected patients. Surgery should always be considered as a final treatment option.
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Introduction

Candida lusitaniae is a rare opportunistic yeast
which is known for its resistance to amphotericin B
(AmB). The prevalence of AmB resistance varies be-
tween 21 and 60%, depending on the study [1]. Candida
lusitaniae isolates not only show resistance to AmB, but
some can also develop it in vivo during the treatment [2].
Reversible switching from resistant to sensitive AmB
strains occurs as well, but at a much lower rate [3].

Candida lusitaniae is responsible for about 19.3% of
all infections caused by non-Candida albicans species [4]
and for about 1.7% of all cases of genitourinary can-
didiasis brought about by the entire spectrum of Can-
dida species [5]. It occurs most commonly in patients
with hematologic malignancies [6], especially when
a patient is receiving chemotherapy. Other risk factors
include neutropenia, long-term corticosteroid therapy,
receipt of broad-spectrum antibiotics, bone marrow
transplant, central venous catheter and dialysis [7].

Candida lusitaniae infection was considered fatal
before the era of fluconazole. Nowadays, death among
patients with C. lusitaniae is not very usual and does
not exceed 5% of all cases [1]. The most common type
of C. lusitaniae infection is fungemia. Indeed, in the
study conducted by Hawkins et al. reviewing 55 patients
with C. lusitaniae infection, 80% showed fungemia, yet

only 7.3% of all patients presented peritonitis. The most
common symptom of C. lusitaniae infection is fever [7].

This article describes a case of a patient with in-
traperitoneal C. lusitaniae infection after hydrosalpinx
removal.

Case presentation

A 46-year-old female patient was admitted to
our clinic for the surgical treatment of hydrosalpinx.
The patient had a history of laparoscopic supracervical
hysterectomy with the right fallopian tube due to uterine
fibroids ten months prior to admission. On admission,
she complained of abdominal pain. She had no fever and
no other symptoms. Laboratory results showed: white
blood cells 9.03 K/ul; red blood cells 4.28 M/ul; hemo-
globin 13.5 g/dl; platelets 209 K/ul; C-reactive protein
3.33 mg/l; cancer antigen 125 9.8 U/ml. Vaginal ultra-
sound showed an enlarged fallopian tube with a fluid
space (Fig. 1). Based on pelvic examination, laboratory
results and ultrasound imaging, she was qualified for
a laparoscopic hydrosalpinx removal. During laparosco-
py, adhesions between the left fallopian tube, abdomi-
nal wall and cervical stump were released. Furthermore,
an enlarged left fallopian tube with a diameter of about
4 cm and a brown, serum-like fluid reservoir next to the
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left ovary were exposed. After the evacuation of the
fluid, the left fallopian tube was removed. The result of
a histopathological examination confirmed a hydrosal-
pinx. The patient was discharged after three days, in
a good condition.

Three months later, the patient was referred to our
clinic again due to a very strong pelvic pain. Ultrasound
examination revealed a multilocular, fluid reservoir
(77 x 72 mm) next to the cervical stump (Fig. 2). Trans-
vaginal aspiration of 150 ml of clear fluid was per-
formed under ultrasound guidance. Subsequently,
300 mg/14 ml of doxycycline was injected into the
space after aspiration. The patient was discharged the
same day, in a good condition.

At this time, a fluid sample was taken for culture,
and Candida lusitaniae was isolated. The patient then
had another transvaginal aspiration of a pseudocyst
because of its recurrence (Fig. 3) performed in our clin-
ic. A solution of 20 mg/10 ml fluconazole was injected
after aspiration of the pseudocyst’s fluid. The patient
was started on doxycycline (100 mg twice daily, orally),
clarithromycin (250 mg twice daily, orally) and flucona-
zole (150 mg once daily, orally) and discharged home.

Currently, the patient is being referred to our clinic
again due to a bilateral recurrence of pseudocysts. Be-
cause of the failure of conservative treatment, she is
going to have pseudocysts removed surgically.

Discussion

Hydrosalpinx is a fluid-filled fallopian tube which
usually gives no symptoms, although sometimes it
can lead to pelvic pain, pelvic pressure or dyspareunia.
The most common causes of hydrosalpinx are pelvic in-
flammatory disease, previous abdominal surgery, endo-
metriosis, ectopic pregnancy or a congenital malforma-
tion [8]. The treatment may be difficult especially when
a patient is trying to conceive. In perimenopausal wom-
en, the best treatment option is laparoscopic removal of
the hydrosalpinx because it is associated with less bleed-
ing and faster recovery.

Intra-abdominal infections are a major cause of mor-
bidity in patients undergoing abdominal surgery. When
it comes to Candida infection after abdominal surgery, it
is mainly represented by, but not limited to, peritonitis or
intra-abdominal abscesses [9]. Candida albicans is the
most common fungal pathogen, but the prevalence of
non-C. albicans is also not trivial. In the study conducted
by Rodolico et al., 66 cases of intra-abdominal infections
with Candida spp. were identified during a 5-year study
period. Moreover, C. albicans was isolated in 35 patients,
and non-C. albicans spp. (C. tropicalis 19%; C. parapsilo-
sis 16%; C. glabrata 8%,; C. lusitaniae 7.5%) in 31 patients.
The prevalence of C. albicans and non-C. albicans species
was comparable in this study, with non-C. albicans spp.
being related mainly to critically ill surgical patients [10].

D1 5.06 cm
D2 6.37 cm

Fig. 2. Multilocular fluid reservoir next to the cervical stump
three months after surgery

Fig. 3. Multilocular fluid reservoir after transvaginal aspiration
and antibiotic treatment

Our case involved a very rare opportunistic yeast,
Candida lusitaniae [4], which infected a healthy pa-
tient after a simple surgical procedure conducted in
a sterile environment. The patient was first treated
with broad-spectrum antibiotics due to the fact that
bacteria usually cause an infection. After the culture
result and according to the susceptibility testing, the
patient was then switched to an anti-fungal drug. In
this case, fluconazole administration resulted in tem-
porary improvement of her condition and a reduction
of the pseudocyst. Due to the failure of conservative
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treatment and recurrence of pseudocysts, the patient
has to undergo surgery, which should be considered as
a final treatment option.

The presented case study illustrates the importance
of taking cultures, as these enable isolation, identifi-
cation, and speciation of the pathogen. All isolates of
C. lusitaniae should also undergo susceptibility testing.
In addition, when the isolate is found to be suscep-
tible to AmB and the patient is started on the treat-
ment, it might be necessary to test the susceptibility of
C. lusitaniae again during the treatment, especially if
the patient’s condition is not improving. This is due to
the abovementioned ability of C. lusitaniae to develop
resistance to AmB during treatment.

Conclusions

Candida lusitaniae is very similar to other Candida
species in causing systemic and local infections, mainly
in compromised patients, but it is also unique in its
ability to develop resistance to AmB. Proper identifi-
cation and quick implementation of selective therapy
with a dedicated anti-fungal drug are crucial for the
successful conservative treatment of an infected pa-
tient. Surgery should always be considered as a final
treatment option.
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