
Rev Iberoam Micol 2002; 19: 44-4844

The presence of fluconazole-resistant
Candida dubliniensis strains among
Candida albicans isolates from immu-
nocompromised or otherwise debili-
tated HIV-negative Turkish patients 
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The newly described species Candida dubliniensis phenotypically resembles
Candida albicans in many respects and so it could be easily misidentified. The
present study aimed at determining the frequency at which this new Candida
species was not recognized in the authors’ university hospital clinical laboratory
and to assess antifungal susceptibility. In this study six identification methods
based on significant phenotypic characteristics each proposed as reliable tests
applicable in mycology laboratories for the differentiation of the two species were
performed together to assess the clinical strains that were initially identified as
C. albicans. Only the isolates which have had the parallel results in all methods
were assessed as C. dubliniensis. One hundred and twentynine C. albicans
strains isolated from deep mycosis suspected patients were further examined.
Three of 129 C. albicans ( two from oral cavity, one from sputum) were reidenti-
fied as C. dubliniensis. One of the strains isolated from oral cavity and that from
sputum were obtained at two months intervals from the same patient with acute
myeloid leukemia, while the other oral cavity strain was obtained from a patient
who had previously been irradiated for a laryngeal malignancy. Isolates were all
susceptible in vitro to amphotericin B, with the MIC range 0.125 to 0.5 µg/ml,
resistant to fluconazole, with the MICs ≥ 64 µg/ml, and resistant to ketoconazole,
with the MICs ≥ 16 µg/ml, dose-dependent to itraconazole with the MIC range
0.25-0.5 µg/ml, and susceptible to flucytosine, with the MIC range 1-4 µg/ml. 
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susceptibility, Fluconazole resistance, Staib agar

Presencia de cepas de Candida dubliniensis entre los
aislamientos de Candida albicans de pacientes turcos
VIH negativos inmunocomprometidos o debilitados

La especie Candida dubliniensis, recientemente descrita, se asemeja fenotípica-
mente a Candida albicans en muchos aspectos y puede ser fácilmente confundi-
da e identificada erróneamente. Este estudio ha tenido como objetivo determinar
la frecuencia de C. dubliniensis y su sensibilidad antifúngica en el laboratorio clí-
nico de un hospital universitario. Se emplearon seis métodos basados en carac-
terísticas fenotípicas significativas para la diferenciación de ambas especies con
el fin de confirmar la identidad de los aislamientos clínicos inicialmente identifica-
dos como C. albicans. Los aislamientos con resultados similares por todos los
métodos fueron considerados como C. dubliniensis. Se examinaron 129 aisla-
mientos de C. albicans de pacientes con sospecha de micosis invasora. Tres de
estos aislamientos, dos de la cavidad oral y uno de esputo, fueron reidentifica-
dos como C. dubliniensis. Uno de estos dos aislamientos orales y el aislamiento
de esputo se obtuvieron con un mes de intervalo del mismo paciente con leuce-
mia mieloide aguda, mientras que el otro aislamiento oral se obtuvo de un
paciente que había sido previamente irradiado para tratar una neoplasia larín-
gea. Todos los aislamientos fueron sensibles in vitro a anfotericina B, con un
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Candida dubliniensis is a newly described species
of genus Candida that shares many phenotypic characte-
ristics with, and is phylogenetically closed to, C. albicans.
The novel species has been isolated mostly from oral spe-
cimens of HIV infected patients. It has also been isolated
from different body sites including vaginal, fecal, lung,
sputum and blood specimens and now is recognized as a
minor constituent of normal human (oral) microbiota. For
C. dubliniensis, the clinical significans seems to be its
association with HIV-seropositive individuals [1-4] and
its ability to rapidly develop a stable fluconazole-resistant
phenotype on exposure to this antifungal in vitro [3,5]. 

C. dubliniensis forms germ tubes and chlamydoco-
nidia that are almost indistinguishable from those of
C. albicans. In addition, both species typically produced
blastoconidia with pseudohyphae, and true hyphae [2,3].
Since many laboratories use the germ tube and chlamydo-
conidium formation tests as their sole method for the rou-
tine identification of C. albicans , isolates of
C. dubliniensis have probably been overlooked and misi-
dentified for a long time [6].

A variety of methods have been developped for
phenotypically discrimination of isolates of C. dublinien-
sis from C. albicans, including among others, ability to
produce germ tubes and chlamydoconidia [3], lack of
growth at 45°C [7], carbohydrate assimilation profiles
[2,8], ß-glucosidase activity [2,9], colony color on
CHROMagar Candida medium [10,11], ability to produce
rough colonies and chlamydoconidia on Staib agar
[12,13], immunofluorescence [14], coaggregation with
Fusobacterium nucleatum [15]. However all have been
demonstrated being insufficient alone for accurate diffe-
rentiation of the two species [6,16]. The most reliable
method has been considered molecular genotypic analysis
[3] but not yet used routinely by many clinical microbio-
logy laboratories. Therefore, this retrospective study
designed to use of a combination of mycological and bio-
chemical methods developped to identify C. dubliniensis.
The isolates only which have had the results in line with
all these methods were assessed as C. dubliniensis to con-
firm their identification by a variety of techniques. 

On the other hand, Sullivan and Coleman [2] esta-
blished that the distribution of C. dubliniensis is wide-
spread -probably world wide-, and in clinical laboratories
the incidence of this yeast species is continuing to increa-
se [3]. Despite the clinical importance, its epidemiology
remains to be elucidated. 

The incidence of C. dubliniensis and antifungal
susceptibility patterns of clinical Turkish isolates have not
been established yet. The present study was therefore
undertaken to reevaluate C. albicans strains of clinical ori-
gin isolated at author’s systemic mycology laboratory for
the presence of C. dubliniensis isolates among them and
to confirm and extend the previous few data about
C. dubliniensis can be associated with carriage and infec-

tion in the absence of HIV infection. In this sample,
C. albicans strains were reexamined through use of phe-
notypic criteria. The isolates reidentified as C. dublinien-
sis were also assessed for in vitro susceptibility against
fluconazole and other commonly used antifungal agents. 

In the present study, the tested strains were isolated
from non-HIV-infected subjects but with malignancy
and/or underlying diseases, and interestingly, three reiden-
tified isolates were found resistant to fluconazole while
detected have decreased susceptibility to azoles. 

MATERIALS AND METHODS

Test organisms. One hundred and twentynine clini-
cal C. albicans strains isolated from oral cavity (n= 31),
respiratory tract (n= 59), vagina (n= 27) and feces (n= 12)
were previously identified based on their ability to produ-
ce germ tubes and chlamydoconidia. The isolates were
obtained only from debilitated and immunocompromised
patients due to various causes i.e. malignancy and corti-
costeroids, neutropenia, extensive surgery and previous
antibiotic usage, diabetes mellitus and others; whose HIV
status were unknown except two HIV-seropositive ones.
All isolates were mainted on two Sabouraud glucose agar
(SGA) (prepared in-house) slants at 4 °C. Strains were
subcultured onto SGA and were incubated at 30 °C for 24
to 48h before a second subculture on SGA. Colonies from
the second subculture were used for the tests.

Germ tube and chlamydoconidia formation tests.
Germ tube formation tests were performed in human
serum at 37 °C for 3h. Rough (mycelial) and smooth
(yeast) colony forms were assessed on Guizotia abyssini-
ca creatinine agar [12]. Degree of chlamydoconidium pro-
duction and their arrangement were examined on
cornmeal agar which was prepared in-house supplemented
with 1% Tween 80 (Sigma, USA) after 48h at 25 °C. 

Fluorescence on methyl blue SGA tests. SGA with
0.01% methyl blue [17] were surface inoculated by strea-
king of each isolates and incubated at 37 °C in ambient air
for 24 to 48h and examined under a Wood’s lamp
[3,10,18].

Growth at 37 °, 42 °, 45 °C. The test were perfor-
med on conventional solid media. A small portion of a
single colony of each isolate was removed from SGA
plate and streaked over the surface of three plates of SGA
and one of which was incubated at 37 °C, the second at
42 °C, and the third was placed at 45 °C. Growth if any,
on all three plates was usually assessed after 24 and 48h
of incubation [6,7].

Assimilation tests. The modification of the
Wickerham medium with carbohydrates and bromocresol
purple (1.6%) indicator was used in tubes to investigate
indicative assimilation profiles of the isolates [19]. Yeast
inocula were prepared in sterile water and standardized to
a turbidity equivalent to that of a 1 McFarland standard

rango de CMI entre 0,125 y 0,5 µg/ml, resistentes a fluconazol, con CMIs≥64
µg/ml, resistentes a ketoconazol, con CMIs≥16 µg/ml, de sensibilidad depen-
diente de la dosis para itraconazol (CMI 0,25-0,5 µg/ml) y sensibles a 5-fuoroci-
tosina (CMI 1-4 µg/ml).
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with a spectrophotometer at 530 nm. The yeast suspension
was further diluted in sterile water to yield an inoculum
concentration of approximately 30x106 cells/ml and was
mixed for 15 s with a vortex. A negative control tube wit-
hout any carbon source was included for each series of
tests. Assimilation and negative control tubes were inocu-
lated with 1 ml of a yeast suspension, incubated at 30 °C
and controlled at 24, 48 or 72h. A color change to yellow
was considered positive if the medium in negative control
tube was purple. The incubation period was prolonged to
31 days for strains with negative reaction.

Antifungal susceptibility tests. Susceptibility tes-
ting was performed according to the National Committee
for Clinical Laboratory Standards (NCCLS) reference
broth macrodilution method [20]. Ten two fold serial dilu-
tions of the antifungal agents were prepared. Antibiotic
medium 3 (Oxoid, England) was used for testing ampho-
tericin B (Bristol-Meyers-Squibb, USA) (0.03 to
16 µg/ml), and RPMI-1640 (Sigma) buffered with 0.165
M morpholinepropanesulfonic acid (MOPS) (Sigma) was
used to prepare for testing fluconazole (Pfizer, Turkey)
(0.125 to 64 µ g/ml), itraconazole (Janssen
Pharmaceuticals, Belgium) (0.03 to 16 µg/ml), ketacona-
zole (Milen, Turkey) (0.03 to 16 µg/ml) and 5-fluorocyto-
sine (5-FC) (Sigma) (0.125 to 64 µg/ml). AmphotericinB,
itraconazole and ketoconazole were dissolved in dimethyl
sulfoxide, flucytosine and fluconazole were dissolved in
sterile distilled water. Yeast suspensions were prepared in
sterile (0.85%) saline and the turbidity of the suspensions
were adjusted to match that of a 0.5 McFarland turbidity
standard. A growth control tube contained drug-free
medium and inoculum suspension, and a sterility control
tube contained uninoculated, drug-free medium were
included in each series. Inoculated test tubes were incuba-
ted at 35 °C and read at 24 h. C. albicans ATCC 90028
was tested used as quality control strain with each testing
series. The interpretive criteria used for antifungal agents
(susceptible, dose-dependent, intermediate and resistant)
were those proposed by the NCCLS and by Rex et al.
[20,21].

RESULTS

Reevaluation of clinical C. albicans strains. All
129 isolates produced germ tubes in serum. On Guizotia
abyssinica creatinine agar 19 of 129 isolates formed rough
colonies due to abundant mycelial growth while the others
produced smooth colonies consisting of mostly yeast
cells. On cornmeal-Tween 80 agar abundant chlamydoco-
nidium production in unusual configurations in pairs, tri-
plets or in larger clusters attached to a single suspensor
cell, indicative of C. dubliniensis was seen in only 17 of
these colonies (17/129). On methyl blue SGA 116 of 129
isolates fluoresce with a yellow color on exposure to long-
wave UV light and other 13 (13/17) fail to fluoresce under
these conditions. In differential temperature growth test
all isolates grew well at 37 °C. Very poor or no growth
occured at 42 and at 45 °C in 10 of these 13 strains
(10/129). Overall carbohydrate assimilation profiles of the
test isolates were positive for glucose, maltose, galactose
and negative for lactose, melibiose, cellobiose, inositole,
raffinose and dulcitole. Only one isolate was sucrose
negative and the others was positive. Trehalose assimila-
tion was negative in five of the former 10 strains (5/129).
Xylose utilisation was negative in three isolates (3/129)
and was positive in all the rest. Briefly, a total of three of
129 (2.3%) isolates were positive for fluorescence, utili-
zed both xylose and trehalose as sole carbon source and
demonstrated no growth at 45 °C. Based on the whole fin-

dings three clinical C. albicans strains isolated two from
oral cavity, one from sputum were reidentified as
C. dubliniensis. The sucrose negative isolate was assessed
as C. stellatoidea variant of C. albicans. It is worth to note
that one of the strains isolated from oral cavity and that
from sputum were obtained at two months intervals from
the same patient with acute myeloid leukemia (AML),
while the other oral cavity strain was obtained from a
patient who have previously been irradiated for a larynge-
al malignancy. These isolates were obtained as the sole
fungus from the specimens. In this retrospective study,
clnical information concerning candidiasis status for
patients from whom C. dubliniensis isolates were recove-
red was not obtained. 

Antifungal susceptibilities. Antifungal susceptibi-
lity tests were performed on the three isolates plus control
strain according to the guideliness of NCCLS M27-A
document [20] with current antifungals amphotericin B,
fluconazole, itraconazole, ketoconazole and 5-fluorocyto-
sine (5FC). Isolates were all susceptible in vitro to ampho-
tericin B, with the MIC range 0.125 to 0.5 µg/ml, resistant
to fluconazole, with the MICs ≥ 64 µg/ml, and resistant to
ketoconazole, with the MICs ≥ 16 µg/ml, dose-dependent
to itraconazole with the MIC range 0.25-0.5 µg/ml, and
susceptible to 5 FC, with the MIC range 1-4 µg/ml. 

DISCUSSION

C. dubliniensis is a newly recognized fungal patho-
gen predominantly causing mucosal disease in AIDS
patients and has become a significant cause of infections
in humans including abdominal infections and fungemia
[5,15-22]. Although preliminary studies indicate that most
strains of C. dubliniensis are susceptible to presently avai-
lable antifungal agents, fluconazole-resistant strains have
been detected [5,23]. Several investigators suggested that
fluconazole resistance may be induced in patients as a
result of treatment with the drug protracted periods [23].
Thus, there is an increasing interest in C. dubliniensis
regarding incidence, drug resistance, pathogenesis, and
epidemiology of infections caused by this newly recogni-
zed pathogen. The present study aimed at determining the
frequency at which this new Candida species was not
recognized at authors’ laboratory and to assess antifungal
susceptibility. 

In practise, identification and classification of
Candida species has depended to a large extent on the
analysis of a limited number of physiological traits and
morphological features. Because C. dubliniensis and its
close relative C. albicans share many phenotypic charac-
teristics in common and the lack of a sole reliable predic-
tive characteristic stimulated recent development methods
for discriminating between C. albicans and C. dublinien-
sis. Recently Tintelnot et al. [24] has reevaluated pre-
viously described discriminatory criterion and proposed a
flow scheme based on phenotypic markers for identifying
C. dubliniensis. Similarly, in the present study six method
were used together to eliminate as possible the false posi-
tive results and the isolates only which have had the para-
llel results in all methods were assessed as C. dubliniensis.

One hundred and twentynine germ-tube and
chlamydoconidia positive yeast strains isolated from deep
mycosis suspected patients were further examined. Three
of 129 C. albicans (2.3%) were found by the process of
reidentification. In a prospective study [4] in the United
States, six of 699 yeasts (0.9%) isolated were C. dubli-
niensis, five from HIV-seropositive patients and one from
a patient whose HIV status was unknown. In another
study a total of 15 (1.2%) isolates from 12 patients were
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identified as C. dubliniensis by the same authors. Ten of
the patients were found to be immunocompromised inclu-
ding HIV infected or AIDS and cancer patients receiving
chemotherapy and patients awaiting transplantation [25]. 

In a recent study by Polachek et al. [26] five
C. dubliniensis isolates recovered from separate HIV-
negative hospitalized patients in Jerusalem, Israel, one
from urine samples and the remaining four were recove-
red from upper respiratory tract and oral samples of non-
HIV infected patients. Meis et al. [27] added their data for
the year 1999, from Netherlands, a prevalence of 0.8%.
They obtained this new species from 11 patients, of them
six were HIV negative, and of five patients, no antibodies
against HIV were tested since there was no clinical suspi-
cion for HIV-related disease. In a large scale retrospective
study by Odds et al. [6], it was reported that among the
2.589 yeast isolates examined 52 isolates were identified
as C. dubliniensis. These findings indicate that C. dubli-
niensis isolates from clinical material predate the AIDS
epidemic and that this species has been isolated in the past
from HIV-negative subjects. 

In this study, three (2.3%) C. dubliniensis strains
were identified using phenotypical criteria. However,
since phenotipic-based identification methods are not as
accurate as molecular genotypic discrimination, there is
the possibility that there may be a small number of addi-
tional isolates of C. dubliniensis in our strain collection. 

In the present study three C. dubliniensis strains
were obtained from two immunocompromised patients,
one with AML and the other have previously irradiated.
The findings is in accordance with the results previously
reported by Odds et al., Meis et al., Jabra-Rizk et al.
[4,6,25,27]. Several recent studies have shown that it is
more prevalent in HIV negative individuals than pre-
viously thought. Several studies have reported that
C. dubliniensis is found as a commensal organism in HIV
negative individuals and it can cause various forms of
candidiasis in this group. All these studies confirm that
C. dubliniensis might be associated with carriage and
infection in the absence of HIV infection. 

In this study all C. dubliniensis isolates were found
susceptible to amphotericin B and 5FC, dose dependent-
susceptible to itraconazole and resistant to fluconazole.

All isolates showed high MIC values against ketoconazo-
le. Although preliminary studies indicate that most strains
have been susceptible to conventional antifungals, fluco-
nazole resistant strains have also been reported [5,23,25-
34]. Fluconazole-resistant strains of C. dubliniensis are
easily obtained in vitro and this fact could be a complica-
tion if this resistance develop during treatment with this
drug [16,25,28]. Furthermore several reports describing
fluconazole resistance have also reported strains that exhi-
bited increased expression of multidrug resistance trans-
porters [5,23]. 

The cross-resistant phenotypes could be a compli-
cation if this resistance develop during treatment with
these drugs. In the present study three C. dubliniensis
strains were found in vitro resistant to fluconazole and
also to ketoconazole, and dose-dependent against itraco-
nazole. Considering the usual prophylactic usage of fluco-
nazole for the patients with malignancy we speculate thar
these species possibly developped resistance to azoles
because of repeatedly exposure to the drug. However
these isolates were found susceptible to 5FC and ampho-
tericin B that might be the alternatives to azole drugs for
the treatment of infections by them.

All these studies confirm that C. dubliniensis can
be associated with carriage and infection in the absence of
HIV infection and fluconazole-resistant strains are easily
derived in vitro. As the immunocompromised population
continues to grow in numbers, it might be important for
epidemiological aspects to determine patient populations
with which C. dubliniensis is associated and to establish
its prevalence in different patient groups. In conclusion,
regarding the potential for the development of resistant
strains of C. dubliniensis the data obtained in this study
could be added the previous similar ones to emphasize the
need of proper identification of germ-tube and chlamydo-
conidia positive yeasts. Additional studies are necessary
to determine the incidence and prevalence of C. dublinien-
sis among the various susceptible populations, especially
in invazive and systemic mycoses suffering patients and
for therapeutic purposes as well.

The authors thank to Prof. V.Vidotto for kindly reading
the manuscript.

1. Coleman D, Sullivan D, Harrington B, et
al. Molecular and phenothypic analysis of
Candida dubliniensis: a recently identified
species linked with oral candidosis in
HIV-infected and AIDS patients. Oral Dis
1997; 3 (Suppl 1): S96-S101.

2. Sullivan D, Coleman D. Candida dubli-
niensis: an emerging opportunistic patho-
gen. Curr Top Med Mycol 1997; 8: 15-25.

3. Sullivan D, Coleman D. Candida dubli-
niensis: characteristics and identification.
J Clin Microbiol 1998; 2: 329-334. 

4. Jabra-Rizk MA, Baqui AAMA, Kelley JI,
Falkler WA, Merz WG, Meiller TF.
Identification of Candida dubliniensis in a
prospective study of patients in the
United States. J Clin Microbiol 1999; 37:
321-326.

5. Pfaller MA, Messer SA, Gee S, et al. In
vitro susceptibilities of Candida dublinien-
sis isolates tested against the new triazo-
le and echinocandin antifungal agents. J
Clin Microbiol 1999; 37: 870-872.

6. Odds FC, van Nuffel L, Dams G.
Prevalence of Candida dubliniensis isola-
tes in a yeast stock collection. J Clin
Microbiol 1998; 36: 2869-2873.

7. Pinjon E, Sullivan D, Salkin I, Shanley D,
Coleman D. Simple, inexpensive, reliable
method for differentiation of Candida
dubliniensis from Candida albicans. J Clin
Microbiol 1999; 36:2093-2095. 

8. Pincus DH, Coleman DC, Pruitt WR, et al.
Rapid identification of Candida dublinien-
sis with commercial yeast identification
systems. J Cin Microbiol 1999; 37: 3533-
3539.

9. Boerlin P, Boerlin-Petzold F, Durussel C,
et al. Cluster of atypical Candida isolates
in a group of human immunodefficiency
virus-positive drug users. J Clin Microbiol
1995; 33: 1129-1135.

10. Schoofs A, Odds FC, Colebunders R,
Ieven M, Goossens H. Use of specialized
isolation media for recognition and identi-
fication of Candida dubliniensis isolates

from HIV-infected patients. Eur J Clin
Microbiol Infect Dis 1997; 16: 296-300. 

11. Jabra-Rizk MA, Brenner TM, Romagnoli
M, et al. Evaluation of a reformulated
chromagar candida. J Cin Microbiol
2001; 39: 2015-2016.

12. Staib P, Morschhauser J. Chlamydospore
formation on Staib agar as a species
specific characteristic of Candida dubli-
niensis. Mycoses 1999; 42: 521-524.

13. Al Mosaid A, Sullivan D, Salkin IF,
Shanley D, Coleman DC. Differentiation
of Candida dubliniensis from Candida
albicans on Staib agar and caffeic acid-
ferric citrate agar. J Clin Microbiol 2001;
39: 323-327. 

14. Bikandi J, San Millan R, Moragues MD,
et al. Rapid identification of Candida
dubliniensis by indirect immunofluores-
cence based on differential localization of
antigens on C. dubliniensis blastospores
and Candida albicans germ tubes. J Clin
Microbiol 1998; 36: 2428-2433.

References



Rev Iberoam Micol 2002; 19: 44-4848

15. Jabra-Rizk MA, Falkler WA Jr, Merz WG,
Kelley JI, Baqui AAMA, Meiller TF.
Coaggregation of Candida dubliniensis
with Fusobacterium nucleatum. J Cin
Microbiol 1999; 37: 1464-1468.

16. Tintelnot K, Haase G, Seibold M, et al.
Evaluation of phenotypic markers for
selection and identification of Candida
dubliniensis. J Clin Microbiol 2000; 38:
1599-1608.

17. Goldschmidt MC, Fung DYC, Grant R,
White J, Brown T. New aniline blue dye
medium for rapid identification and isola-
tion of Candida albicans. J Clin Microbiol
1991; 29: 3095-3099.

18. Kirkpatric WR, Revankar SG,
McAtee RK, et al. Detection of Candida
dubliniensis in oropharyngeal samples
from human immunodeficiency virus-
infected patients in North America by pri-
mary CHROMagar Candida screening
and susceptibility testing of isolates. J
Clin Microbiol 1998; 36: 3007-3012. 

19. Adams ED, Cooper BH. Evaluation of
modified Wickerham medium for identif-
ying medically important yeasts. Am J
Med Technol 1974; 40: 377-388.

20. National Committee for Laboratory
Reference Method for Broth Dilution
Antifungal Susceptibility Testing for
Yeasts. Approved Standard; Document
M27-A National Committee for Laboratory
Standards.Villanova, USA, 1997.

21. Rex JH, Pfaller MA, Galgiani JN, et al.
Development of interpretive breakpoints
for antifungal testing: conceptual frame-
work and analysis of in vitro-in vivo corre-
lation data for fluconazole, itraconazole,
and Candida infections. Clin Infect Dis
1997; 34: 235-247.

22. Brandt ME, Harrison LH, Pass M, et al.
Candida dubliniensis fungemia: The first
four cases in North America. Emerg
Infect Dis 2000; 6: 46-49.

23. Ruhnke M, Schmidt-Westhausen A,
Morschhauser J. Development of resis-
tance to fluconazole in Candida albicans
and Candida dubliniensis in a patient with
AIDS. J Antimicrob Chemother 2000; 46:
291-295. 

24. Schorling SR, Korting HC, Froschb M,
Muhlschlegel FA. The role of Candida
dubliniensis in oral candidiasis in human
immunodeficiency virus-infected indivi-
duals. Crit Rev Microbiol 2000; 26: 59-68. 

25. Meis JFMG, Ruhnke M, DePauw BE,
Odds FC, Siegert W, Verweij PE.
Candida dubliniensis candidemia in
patients with chemotherapy-induced neu-
tropenia and bone marrow transplanta-
tion. Emerg Infect Dis 1999; 5: 150-153.

26. Meiller TF, Jabra-Rizk MA, Baqui AA,
et al. Oral Candida dubliniensis as a clini-
cally important species in HIV-seropositi-
ve patients in the United States. Oral
Surg Oral Med Oral Pathol Oral Radiol
1999; 88: 573-580. 

27. Kamei K, McCullough MJ, Stevens DA.
Initial case of Candida dubliniensis infec-
tion from Asia: non-mucosal infection.
Med Mycol 2000; 38: 81-83. 

28. Velegraki A, Nicolatou O, Theodoridou M,
Mostrou G, Legakis NJ. Pediatric AIDS-
related linear gingival erytrema: a form of
erythematous candidiasis? J Oral Pathol
Med 1999; 28: 178-182.

29. Salesa R, Moragues MD, Sota R, Pemán
J, Quindós G, Pontón J. Specific antibody
response in a patient with Candida dubli-
niensis fungemia. Rev Iberoam Micol
2001; 18: 42-44.

30. Moran GP, Sullivan DJ, Henman MC,
et al. Antifungal drug susceptibilities of
oral Candida dubliniensis isolates from
human immunodeficiency virus (HIV)-
infected and non HIV-infected subjects
and generation of stable fluconazole-
resistant derivatives in vitro. Antimicrob
Agents Chemother 1997; 41:617-623.

31. Jabra-Rizk MA, Falkler WA, Merz WG,
Baqui AAMA, Kelley JI, Meiller TF.
Retrospective identification and charac-
terization of Candida dubliniensis isola-
tes among Candida albicans clinical
laboratory isolates from human immuno-
defficiency virus (HIV)-infected and non-
HIV-infected individuals. J Clin Microbiol
2000; 38: 2423-2426.

32. Polachek I, Strahilevitz J, Sullivan D,
Donelly S, Salkin IF, Coleman DC.
Recovery of Candida dubliniensis from
non-human immunodefficiency virus-
infected patients in Israel. J Clin
Microbiol 2000; 38: 170-174.

33. Meis JFGM, Lunel FMV, Verveij PE,
Voss A. One-year prevalence of Candida
dubliniensis in a Dutch University
Hospital. J Clin Microbiol 2000; 38:3139-
3140.

34. Quindós G, Carrillo-Muñoz AJ, Arévalo
MP, et al. In vitro susceptibility of
Candida dubliniensis to current and new
antifungal agents. Chemotherapy 2000;
46: 395-401.


