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Candida lusitaniae is a rare opportunistic pathogen, and its most common risk factors include immunocompromised patients
often with an underlying malignancy. It commonly displays resistance to amphotericin B, and historically, echinocandins have
been considered first-line treatment. We present a 77-year-old male with a history of diabetes mellitus. He was treated for cellulitis
and discharged to a skilled nursing facility with an indwelling urinary catheter. Despite recommendations from the medicine team
to remove the catheter, the patient refused even after discussing the risks and benefits. He returned to the hospital 3 weeks later
with symptoms of dysarthria, right-sided facial droop, and right-sided weakness. Ultimately, he was determined to have fungemia
and native valve endocarditis due to Candida lusitaniae stemming from his indwelling urinary catheter. He was treated with
micafungin, but repeated blood cultures continued to grow C. lusitaniae, and he eventually expired following withdrawal of care.
We present this case report to illustrate a rare occurence of Candida lusitaniae in a patient without typical risk factors. C. lusitaniae
fungemia is an extremely uncommon disease in patients without underlying malignancy. Despite this lack of apparent, classic risk
factors, our patient developed endocarditis of his native valve due to C. lusitaniae fungemia from an indwelling urinary catheter.
The ability of this organism to form biofilms, and its rapid mutation rate, makes treating C. lusitaniae very difficult. The treatment
of choice for C. lusitaniae endocarditis is surgical intervention due to biofilm formation on the cardiac valves. Medical treatment
recommendations are currently fluconazole, which is in contrast to the historical use of echinocandins. Infection due to Candida
lusitaniae, though rare, should be remembered by clinicians. This particular fungal agent is especially difficult to treat due to its
multiple virulence factors. Additionally, the use of indwelling urinary catheters should only occur when proper indications are
present and should be promptly discontinued when their placement is no longer necessary.

1. Introduction

Candida lusitaniae fungemia is a very rare disease that affects
patients with underlying malignancy and/or undergoing
chemotherapy. Fungemia with endocarditis of native valves
due to C. lusitaniae is an even more unique case, which
necessitates discussion. This case report discusses an in-
teresting occurrence of C. lusitaniae fungemia and endo-
carditis in a patient without underlying malignancy, all
originating from an indwelling urinary catheter. A literature
review is then discussed, including a review on this path-
ogen’s multiple virulence factors and the best initial ap-
proach to treat it.

2. Case Presentation

A 77-year-old Caucasian male with a past medical history of
insulin-dependent diabetes mellitus, dyslipidemia, hyper-
tension, and chronic kidney disease stage IIla presented to
the emergency department due to bilateral lower extremity
pain. The patient was diagnosed and treated for lower ex-
tremity cellulitis. Due to pain of his lower extremities with
ambulation, the patient requested an indwelling urinary
catheter. Therefore, urinary catheter placement was per-
formed on the patient’s request. Prior to discharge to the
skilled nursing facility, discontinuation of the indwelling
urinary catheter was recommended multiple times to the
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patient, but he refused the catheter’s removal. He was dis-
charged to the skilled nursing facility after having completed
his antibiotic course. He was to continue furosemide,
gabapentin, and also nystatin cream for prophylactic pre-
vention of fungal infection on his feet bilaterally.

Nearly three weeks after discharge to the skilled nursing
facility, the patient was brought to the emergency depart-
ment by emergency medical services due to signs of a
possible stroke observed at the facility. He was demon-
strating dysarthria, right-sided facial droop, and right-sided
weakness. These symptoms were first noted about 2.5 hours
prior to arrival. Computed tomography head showed no
acute abnormality. The patient was not a candidate for
alteplase due to an elevated INR.

Initial emergency department vitals showed a temper-
ature of 38.3. After blood cultures were drawn, a single dose
of one gram of ceftriaxone was given to the patient. Later
that day, the patient’s antibiotics were broadened to van-
comycin and cefepime. On his physical exam, the patient’s
speech remained dysarthric, and he also exhibited a right-
sided facial droop with right-sided weakness. The indwelling
urinary catheter from his previous admission was still in
place. His labs were remarkable for a creatinine level of 3.50,
a blood urea nitrogen of 105, a potassium level of 5.2, and a
serum bicarbonate of 17. His white blood cell count was
within normal limits. Computed tomography angiography
of the head and neck vessels was performed in the emer-
gency department even with his acute on chronic kidney
injury with a creatinine of 3.50. The computed tomography
scans revealed a 50% to 70% stenosis of the left carotid artery
and a less than 50% stenosis of the right carotid artery at the
bifurcation. The patient underwent magnetic resonance
imaging of the brain the following day, which revealed no
signs of an acute stroke.

Upon returning to his hospital room after his magnetic
resonance imaging scan, the patient was observed to be
unresponsive with no palpable pulses. Cardiopulmonary
resuscitation was started. Once return of spontaneous cir-
culation was achieved, the follow-up electrocardiogram did
not reveal any ST-segment or T-wave changes concerning
for ischemia or infarction. Transthoracic echocardiogram
with a bubble study revealed an ejection fraction estimated at
50% to 55% without any wall motion abnormalities and a
negative bubble study. Alarmingly, the echocardiogram
reported “a possible vegetation attached to the tricuspid
valve with a separate possible vegetation attached to the
Eustachian valve.” It also reported mild-to-moderate tri-
cuspid regurgitation.

At this time, the patient’s blood cultures returned
positive for fungal growth. Urine cultures were drawn fol-
lowing the blood culture results, and those cultures also
demonstrated fungal growth. The patient’s blood and urine
cultures were finalized as Candida lusitaniae, and the patient
continued on micafungin 150 mg daily. As this organism is
highly uncommon, multiple blood cultures were drawn.
However, on 3 different days, the blood cultures resulted
positive for C. lusitaniae.

As the days progressed, the patient displayed findings
consistent with an anoxic brain injury. Therefore, the
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decision was made with the family to withdraw care, and the
patient expired soon after.

3. Discussion

The dangers of indwelling urinary catheters without proper
care are fairly well known [1]. They lead to around 80% of
nosocomial urinary tract infections [2]. Proper training in
indwelling urinary catheter insertion and care has been shown
to reduce the number of catheter-associated urinary tract in-
fections [1]. An indwelling urinary catheter should be main-
tained no more than 30 days at a time, and with the European
Association of Urology Nurses (EAUN) recommending, no
more than 14 days [3]. We postulate that our patient’s fun-
gemia was due to his indwelling urinary catheter.

C. lusitaniae is a rare opportunistic infection that causes
disseminated infections in immunocompromised patients
with underlying malignancy and/or undergoing chemo-
therapy [2, 4, 5]. Our patient does not have the typical risk
factors for C. lusitaniae. C. lusitaniae has been described to
contribute to colonization and infection in patients with
prolonged hospitalizations and use of broad-spectrum an-
tibiotics [6].

Another unique attribute of C. lusitaniae is that many
isolates have demonstrated resistance to amphotericin B
[4, 7, 8]. C. lusitaniae develops antifungal resistance rapidly.
It is hypothesized that this ability may be enhanced when
biofilm formation occurs [9]. Although biofilm formation by
C. lusitaniae has been previously documented to occur on
central venous catheters [10], we theorize that a biofilm may
have formed on our patient’s indwelling urinary catheter as
our patient never had a central venous catheter.

We are presuming that our patient developed endo-
carditis due to C. lusitaniae as there were transthoracic
echocardiogram image findings of vegetations on the tri-
cuspid and eustachian valves. Additionally, the only cultures
that were positive were for C. lusitaniae on multiple days. As
the antibiotics were given after the blood cultures were
drawn in the emergency department, we are safely assuming
that the culture results are the cause of the echocardiogram
findings. We did not pursue a postmortem autopsy due to
the family’s preferences and wishes. Although we do not
have pathology results indicating these findings, we have
strong reasons to believe that the culture results were
pathologic as they were isolated from two different sites on 3
separate days.

If this patient had survived, the treatment of choice for
his C. lusitaniae endocarditis is surgery [7, 11]. This is be-
cause it is assumed that C. lusitaniae forms biofilms on the
cardiac valves as well, thus making it difficult to treat without
surgical intervention [7].

Given this infectious agent’s ability to form biofilms as
well as the ability to mutate rapidly to develop resistance to
various antifungals makes treating C. lusitaniae very difhi-
cult. A number of case reports describe successful eradi-
cation of C. lusitaniae using fluconazole [12-16]. This is in
contrast to the historical use of echinocandins and should be
taken into consideration in the setting of a C. lusitaniae
infection.
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4. Conclusions

Fungemia and endocarditis due to C. lusitaniae is incredibly
rare and even more so when involving native cardiac valves.
Nonetheless, the dangers of less-common pathogens should
be considered when making treatment decisions. Our case
showed a patient with nontypical risk factors for
C. lusitaniae infection. Our case also sheds light on the
dangers of indwelling urinary catheters without proper care,
and this needs to be remembered by all those providing
patient care. Finally, based on our experience and from the
review of the existing literature, echinocandins may not be
the best first option for C. lusitaniae, and when this par-
ticular fungus is suspected, extra care should be taken when
initiating antifungal therapy.

Data Availability

The health record data used to support the findings of this
case report are restricted in order to protect patient privacy.
Where appropriate, certain health record data are included
verbatim within the article. This case report also provides a
discussion of Candida lusitaniae. The data used in the
discussion were found within peer-reviewed journals and
previously published case reports. Appropriate citations and
references are included within the article.
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