RESEARCH LETTERS

References

1. Misbah SA. Progressive multi-focal leukoencephalopathy: driven
from rarity to clinical mainstream by iatrogenic immunodeficiency.
Clin Exp Immunol. 2017;188:342-52. http://dx.doi.org/10.1111/
cei. 12948

2. Dyck L, Mills KHG. Immune checkpoints and their inhibition in
cancer and infectious diseases. Eur J Immunol. 2017;47:765-79.
http://dx.doi.org/10.1002/eji.201646875

3. McCarthy MW, Walsh TJ. Checkpoint inhibitors and the risk of
infection. Expert Review of Precision Medicine and Drug
Development. 2017;2:287-93. http://dx.doi.org/10.1080/
23808993.2017.1380517

4. Redelman-Sidi G, Michielin O, Cervera C, Ribi C, Aguado JM,
Fernandez-Ruiz M, et al. ESCMID Study Group for Infections in
Compromised Hosts (ESGICH) Consensus Document on the
safety of targeted and biological therapies: an infectious diseases
perspective (immune checkpoint inhibitors, cell adhesion
inhibitors, sphingosine-1-phosphate receptor modulators and
proteasome inhibitors). Clin Microbiol Infect. 2018;
S1198-743X(18)30148-4.

5. Costa R, Costa RB, Talamantes SM, Helenoswki I, Carneiro BA,
Chae YK, et al. Analyses of selected safety endpoints in phase 1
and late-phase clinical trials of anti-PD-1 and PD-L1 inhibitors:
prediction of immune-related toxicities. Oncotarget. 2017;8:67782—
9. http://dx.doi.org/10.18632/oncotarget. 18847

6. Cuzzubbo S, Javeri F, Tissier M, Roumi A, Barlog C, Doridam J,
et al. Neurological adverse events associated with immune
checkpoint inhibitors: review of the literature. Eur J Cancer.
2017;73:1-8. http://dx.doi.org/10.1016/j.ejca.2016.12.001

7. Rao M, Valentini D, Dodoo E, Zumla A, Maeurer M. Anti-PD-1/
PD-L1 therapy for infectious diseases: learning from the
cancer paradigm. Int J Infect Dis. 2017;56:221-8. http://dx.doi.org/
10.1016/4.ijid.2017.01.028

8. Tan CS, Bord E, Broge TA Jr, Glotzbecker B, Mills H,

Gheuens S, et al. Increased program cell death-1 expression

on T lymphocytes of patients with progressive multifocal
leukoencephalopathy. J Acquir Immune Defic Syndr. 2012;60:244—
8. http://dx.doi.org/10.1097/QAI.0b013e31825a313¢

9. Del Castillo M, Romero FA, Argiiello E, Kyi C, Postow MA,
Redelman-Sidi G. The spectrum of serious infections among
patients receiving immune checkpoint blockade for the treatment
of melanoma. Clin Infect Dis. 2016;63:1490-3. http://dx.doi.org/
10.1093/cid/ciw539

10. Carson KR, Evens AM, Richey EA, Habermann TM, Focosi D,
Seymour JF, et al. Progressive multifocal leukoencephalopathy
after rituximab therapy in HIV-negative patients: a report of 57
cases from the Research on Adverse Drug Events and Reports
project. Blood. 2009;113:4834-40. http://dx.doi.org/10.1182/
blood-2008-10-186999

Address for correspondence: Martin Martinot, Medecine Interne et
Rhumatologie, Hopital Pasteur, 39 Ave de la Liberte, Colmar 68024,

France; email: martin.martinot@ch-colmar.fr

1596

Isolation of Candida auris
from Ear of Otherwise Healthy
Patient, Austria, 2018

Shiva Pekard-Amenitsch, Agnes Schriebl,
Wilhelm Posawetz, Birgit Willinger, Bettina Kolli,
Walter Buzina

Author affiliations: AGES—Austrian Agency for Health and Food
Safety, Graz, Austria (S. Pekard-Amenitsch, A. Schriebl); Private
otorhinolaryngology practice, Graz (W. Posawetz); Medical
University of Vienna, Vienna, Austria (B. Willinger); Medical
University Graz, Graz (B. Kolli, W. Buzina)

DOI: https://doi.org/10.3201/eid2408.180495

The emerging pathogen Candida auris is isolated mostly from
hospitalized patients and often shows multidrug resistance. We
report on the isolation of this yeast in Austria from an outpatient’s
auditory canal. The isolate showed good susceptibility against
antifungals except for echinocandins; the patient was treated
successfully with topical administration of nystatin.

he yeast Candida auris was first isolated from the

external auditory canal of a person in Japan in 2009 (/).
Reports from all continents except Australia (2) exist, but an
outbreak in Europe was reported only recently, from a hospital
in London (3). Major outbreaks of C. auris from countries
in Europe have been reported from the United Kingdom
and Spain, and sporadic isolations have been reported in
Germany, France, Belgium, and Norway (2,4). We report
on an isolation of C. auris in Austria, cultivated from an
infection of the external auditory canal (otitis externa).

In January 2018, an otherwise healthy 22-year-old man
came to an established otorhinolaryngology practice with
therapy-refractory otitis externa in both ears that had persisted
for almost 4 years despite antimicrobial drug treatment. The
patient is an Austrian citizen with Turkish ancestry. He used
to travel to Turkey frequently; his last visit was in 2017,
and other trips abroad were not reported. A smear test was
taken and sent to a microbiological laboratory for bacterial
examination. A yeast grew after 48 hours at 37°C; the yeast
was transferred to chromogenic mycological media, and
an intense pink-colored yeast was cultivated on Brilliance
Candida Agar (Oxoid, Basingstoke, UK). The isolate showed
a pale rose color on BBL CHROMagar Candida Medium
(Becton Dickinson, Heidelberg, Germany), and on Candida
ID medium (bioMérieux, Marcy I’Etoile, France) (online
Technical Appendix Figure, https://wwwnc.cdc.gov/EID/
article/24/8/18-0495-Techapp1.pdf). On Sabouraud glucose
agar and on malt extract agar (both from Becton Dickinson),
the colonies were white. The maximum temperature at
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which the isolate grew on the chromogenic media and on
malt extract agar was 42°C.

We further examined the isolate using the VITEK 2
system (bioMérieux). This system (version 08.01) identified
the yeast as C. auris but with only 90% probability. We
transferred the isolate to another laboratory and to the Austria
national reference laboratory for antifungal susceptibility
testing and molecular identification. Repeated examination
with 2 more VITEK 2 systems with different versions (07.01,
99% probability C. haemulonii; 08.01, 98% probability
C. duobushaemulonii) and the VITEK MS system (no
identification) failed to identify the yeast correctly. Two
different MALDI Biotyper Systems (Bruker Daltonics,
Bremen, Germany) failed to identify the isolate with the in
vitro diagnostic library. However, using the research use only
library, we identified the isolate as C. auris with scores of 1.72
(formic acid extraction with additional washing step) to 1.96
(formic acid extraction) of a log(score) value between 0.00
and 3.00, which translates to a low confidence identification.

For molecular analysis, we extracted DNA from the
isolate and performed PCR with the primer pairs ITS5
and ITS4 for the internal transcribed spacer region of the
rRNA gene and NL-1 and NL-4 for the D1/D2 region of the
large subunit of the rRNA gene (5,6). We then purified the
amplicons and sequenced them with the same primers as
for PCR. We submitted the sequence data of both sequences
to GenBank under accession nos. MH071441 (ITS) and
MHO071440 (D1/D2). We deposited the strain for public
use in the CBS-KNAW yeast collection of the Westerdijk
Fungal Biodiversity Institute in Utrecht, the Netherlands,
where it was assigned strain no. CBS 15366.

For antifungal susceptibility tests, we used 3 systems:
the European Committee on Antimicrobial Susceptibil-
ity Testing (EUCAST) microdilution method (http://www.
eucast.org/ast of fungi/), Micronaut (Merlin Diagnostica,
Bornheim, Germany), and Etest (bioMérieux). Despite re-
ports from other studies (2,7), our strain showed good an-
tifungal susceptibilities for the tested antimycotics except
for the echinocandins; their MICs were higher than those
for the EUCAST breakpoints for C. albicans, for example.
However, no breakpoints have been determined for C. au-
ris. In the case of anidulafungin, Etest revealed a lower
MIC than did the other tests. The susceptibility results
(in MIC, pg/mL, by test) in detail are as follows: ampho-
tericin B, 0.5-1.0 (EUCAST, Micronaut); anidulafungin,
0.012-0.125 (EUCAST, Micronaut, Etest); caspofungin,
0.032-0.125 (EUCAST, Micronaut); micafungin, 0.064—
0.125 (EUCAST, Micronaut, Etest); 5-flucytosine, <0.064
(EUCAST, Micronaut); fluconazole, 0.25-0.5 (EUCAST,
Micronaut, Etest); itraconazole, <0.03 (Micronaut, Etest);
posaconazole, <0.008-0.032 (EUCAST, Micronaut, Etest);
voriconazole, <0.008-0.016 (EUCAST, Micronaut, Etest);
and isavuconazole, 0.002 (Etest).
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We treated the patient twice weekly for 3 weeks with
an oral suspension of nystatin; the patient did not return
for the next 4 weeks. Thereafter, we examined the pa-
tient’s ears by otoscopy and found that the external ear
canal was only slightly reddened and there were no signs
of fungal growth.

In conclusion, C. auris is isolated not only from
hospital settings and from severely ill patients but also
from otherwise healthy persons. Despite new develop-
ments of databases and libraries for mass spectroscopy
and biochemical-based instruments, molecular identi-
fication (e.g., ITS or D1/D2 domain of rDNA) is still
the most, or in many cases the only, tool to identify C.
auris reliably.
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