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INTRODUCTION

Candida famata, formerly recognized as Debaryomyces hansenii
and Torulopsis candida and historically regarded as a benign
commensal yeast, has recently emerged as an opportunistic
pathogen in human infections.! Initially isolated from dairy
products, marine environments, and animals, its pathogenic
potential was underestimated until the early 2000s2+
Although C. famata accounts for 0.2 to 2% of Candida
bloodstream infections, its clinical significance is growing due
to its reduced susceptibility to antifungal agents such as
fluconazole and echinocandins.6

The rise in C. famata infections emphasizes the need for
heightened clinical vigilance, especially in patients with
predisposing risk factors such as prolonged hospitalizations,
invasive procedures, or prior antimicrobial use. This case
report presents the diagnostic and therapeutic challenges of C.
famata fungemia in an elderly, immunocompromised patient,
stressing the importance of early recognition and prompt
antifungal therapy. This report adds to the growing literature
on rare fungal pathogens and their management in modern
healthcare.

CASE PRESENTATION

We present the case of an 88-year-old Filipino male with
chronic obstructive pulmonary disease, type 2 diabetes
mellitus (non-insulin requiring), coronary artery disease,
chronic kidney disease stage 1V, and hypertension. The patient
had recurrent hospitalizations due to various medical
conditions such as sepsis, pneumonia, and post-Guillain-Barré
syndrome. He also completed steroid therapy and received
multiple antibiotics.

One month prior to admission, the patient experienced
progressive loss of appetite and generalized body weakness
without other symptoms. Six days before admission, he
developed an undocumented fever and occasional dry cough.
Progressive symptoms prompted the visit to the emergency
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department (ED). Upon arrival at the ED, the patient was
bradycardic (pulse rate 30 to 40 beats per minute), tachypneic
(respiratory rate 22 to 28 cycles per minute), and had oxygen
saturation of 96% at room air. Physical examination revealed
pale conjunctivae, dry lips, generalized crackles, occasional
wheezing, and whitish plaques on the tongue, palate, and
buccal mucosa. A chest X-ray revealed pneumonic infiltrates in
the right paracardiac area and ipsilateral pleural effusion
(Figure 1A). The patient was diagnosed with healthcare-
associated pneumonia with right parapneumonic pleural
effusion, atrial fibrillation with slow ventricular response, and
congestive heart failure.

Cefepime was initially started but, on the seventh hospital day,
the patient developed high-grade fever, tachycardia, tachypnea,
and hypotension. He produced copious yellowish sputum and
became  progressively = drowsier. Repeat laboratory
investigations revealed leukocytosis with predominant
neutrophilic response. A repeat chest X-ray revealed
progression of basal pneumonia. Cefepime was shifted to
meropenem.

On the same day, a peripherally inserted central catheter
(PICC) was placed at the R basilic vein. Blood cultures were
drawn from two peripheral sites which grew Candida famata
(Figure 2) in one site and Staphylococcus hemolyticus in
another. Based on these results, vancomycin and voriconazole
200 mg IV once daily were added.

On the 12t day, the patient developed red man syndrome from
vancomycin, prompting the switch to linezolid. The right PICC
line was removed and replaced with a new one in the left arm.
Despite these measures, the patient remained febrile and
developed respiratory failure, requiring high-flow oxygen and
methylprednisolone. Meropenem was shifted to imipenem.

By the 15t hospital day, the patient appeared more
comfortable and was clinically stable. High-flow oxygen was
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Figure 1. Chest radiographs on admission and upon discharge. Pneumonic
infiltrates in the right paracardiac area and right-sided pleural effusion were noted
during admission (A). There was regression of findings in the discharge chest X-ray

(B).

gradually titrated down until weaned off. Repeat blood culture
indicated persistent fungemia, with sensitivity to voriconazole.
The dose of voriconazole was increased to 200 mg IV every 12
hours (weight-adjusted). The left PICC line was removed.

By the 17t hospital day, the patient showed marked
improvement, without recurrence of fever, and with resolution
of pneumonia on chest X-ray (Figure 1B). Repeat blood cultures
from two sites showed no growth which confirmed resolution
of the infection. After three weeks of voriconazole, two weeks
of imipenem, and two weeks of linezolid, the patient was
discharged in an improved condition.

DISCUSSION

Managing Candida famata bloodstream infections presents
significant challenges, especially in immunocompromised
patients with multiple comorbidities. Once considered non-
pathogenic, C. famata has emerged as an opportunistic
pathogen, particularly in individuals with weakened immune
systems.11.12.13 The rarity of C. famata infection, accounting for
only 0.08 to 0.5% of invasive candidiasis cases, complicates
diagnosis and treatment. Its reduced susceptibility to common
antifungals such as fluconazole and echinocandins adds
complexity to the management. 1415

In this case, voriconazole was chosen for its broad-spectrum
activity and susceptibility profile on blood culture. A second-
generation triazole, voriconazole is effective against a variety of

-

Figure 2. Candida famata seen under light microscope at 40x using Gram stain.
The specimen was grown in blood culture using VITEC 2 technology and YST card
or identification.

fungi, well-tolerated, and distributes widely in body fluids,
making it an effective agent in systemic fungal infections.1¢ It is
also available in both oral and intravenous formulations,
making it suitable for patients requiring prolonged antifungal
therapy.

After dose adjustment of voriconazole following clinical
guidelines and with removal of catheter, the patient’s condition
improved with prolonged three-week voriconazole therapy.16
Studies have demonstrated voriconazole’s similar efficacy to
amphotericin B, and better safety profile especially in patients
with renal impairment, because of fewer nephrotoxic effects.1”

The rarity of C. famata infection makes standardized treatment
protocols challenging. As highlighted in the case, prompt
antifungal therapy and central venous catheter removal are
critical to effective management.

The management of C. famata bloodstream infections requires
close collaboration among infectious disease specialists,
microbiologists, and intensivists to optimize therapeutic
strategies and patient outcomes. While more extensive studies
are needed to establish standardized treatment protocols, our
experience suggests that voriconazole remains an effective
therapeutic agent, especially in patients without prior
antifungal exposure. Timely recognition, appropriate antifungal
susceptibility  testing, and individualized therapeutic
adjustments are key to managing these rare infections
effectively.

CONCLUSION

This case emphasizes the emerging importance of Candida
famata as an opportunistic pathogen, especially in
immunocompromised patients with central venous catheters.
Its reduced susceptibility to common antifungals like
fluconazole and echinocandins poses therapeutic challenges.

Voriconazole proved effective in this case, particularly given
the patient's lack of prior antifungal exposure. Despite initial
complications like persistent fungemia, adjustments in
antifungal therapy, catheter removal, and close monitoring led
to the patient’s clinical improvement.

Early recognition and timely, targeted antifungal therapy are
crucial for managing invasive candidiasis. A multidisciplinary
approach is key to optimizing care, and further research is
needed to refine treatment strategies and improve outcomes
for vulnerable populations.
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