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Urgent public health threat



Increasing cases of C. auris

Screening case Clinical case



Geographic spread of C. auris



Reported clinical cases of C. auris,
Nov 2021- Dec 2022 



C. auris no longer just introduced from 
abroad
• Most cases are the result of local 

transmission

• Introductions by colonized patients 
from high burden areas in the U.S. 
are more common

• The first case may represent local 
transmission and is just the tip of 
the iceberg

U.S. Facility transfer network
Fernandez-Garcia et al. Nature (2017)



Typical Candida infections

• Conventional wisdom: autoinfection 
from host flora, particularly from gut  
(not person-to-person transmission)

• Outbreaks: rare

• Resistance: depends on the species, 
generally low but increasing among 
some species



Why are we concerned about Candida auris?

Spreads in healthcare 
settings

Patients can 
become colonized 

and develop 
invasive infections

Highly 
drug-resistant



C. auris resistance in the United States

84% 25% 2%

Azoles Echinocandins Polyenes 

First-line treatment

Preliminary data from AR Lab Network



Increase in C. auris resistance
• Pan-resistant cases before 2020 

were rare, had no epi links, and 
developed in patients on 
echinocandin treatment

• 2 clusters of pan- or echinocandin-
resistant strains demonstrating first 
evidence of spread among patients 
in healthcare facilities

• One cluster in DC and one cluster in 
TX

First evidence of spread of pan- or echinocandin-resistant strains

https://www.cdc.gov/mmwr/volumes/70/wr/mm7029a2.htm 

https://www.cdc.gov/mmwr/volumes/70/wr/mm7029a2.htm


Increasing pan- or echinocandin resistance
~2% of isolates resistant to echinocandins (first-line treatment)



C. auris colonization
• Can lead to:

• Infections

• Transmission to others (so also require 
precautions)

• Primarily on skin
• Recommend screening by swabbing axilla/groin

• Nose and other body sites also can become 
colonized

• Colonization can persist for a long time, 
often months to years

• Currently, no well-established 
decolonization strategies

Colonization

Infection



Clinical Cases vs. Colonized Cases
• Colonized

• Identified in a non-invasive site (e.g., skin) 
• No signs of infection or disease
• Persistent and/or intermittent – up to several years
• Treatment is not recommended! 
• Can lead to infection in some individuals

• Clinical
• Identified in sites including blood and wounds
• Signs of infection and/or invasive disease 
• May remain colonized after recovering from C. auris infection



Long Term Colonization, but intermittent 
negatives
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C. auris colonization can continue after 
discharge

18% remained positive for 2 
screenings after discharge



Can cause invasive infections and high 
mortality
• 8% of colonized patients have positive clinical specimens, of 

which half are bloodstream infections

• Mortality of invasive infections is ~40% within the first 30 
days

Adams E, Quinn M, Tsay S, et al. Candida auris in Healthcare Facilities, New York, USA, 2013–2017. Emerg Infect Dis. 2018;24(10):1816-1824.



C. auris often affects the sickest of the sick

• Invasive devices                 
(e.g., tracheostomies)

• Ventilator-dependent
• Colonized with other 

multidrug-resistant organisms
• Recently received antibiotics 

and antifungals
• Not a threat to general public 

or healthy individuals



Spread is amplified in high acuity post-acute 
care facilities (similar to other MDROs)

• LTACHs and vent-capable 
SNFs:
• Long lengths of stay
• High acuity patients
• Less infection control 

infrastructure than short stay 
acute care hospitals

Won et al. Clin Infect Dis 2011; 53:532-540

LTACH = long-term acute care hospital
SNF =  skilled nursing facilities



vSNFs and LTACHs are disproportionately 
affected

in SNFs: 0-2%
In ACHs: 0-14%

C. auris prevalenceC. auris prevalence

in vSNFs: 23-71%
in LTACHs: 23-36%

Pacilli, et al. Clin Infect Dis. 2020 Dec 31;71(11):e718-e725. 

vSNF = skilled nursing facility with ventilator units
LTACH = long-term acute care hospital 

SNF = skilled nursing facility
ACH = short-stay acute care hospital



Acute care hospitals play an important 
role too!

• Can still have transmission and outbreaks
• Can identify local cases and outbreaks that might be missed
• Role model for infection control



Pediatric cases
• Total <10 pediatric cases of C. auris have previously been 

identified in the United States

• In May, identified the first cluster of pediatric cases at a single 
facility
• 3 cases from a single ICU in a hospital with adult C. auris cases

• All <1 year of age and 2 had never left the hospital
• All with bloodstream infections (and 2 with endocarditis)

Concerning for transmission from adult patients through shared exposures



C. auris spreads throughout units, not just 
to roommates

vSNF = skilled nursing facility with ventilator units;  PPS = point-prevalence survey

March 2017



vSNF = skilled nursing facility with ventilator units;  PPS = point-prevalence survey

Jan 2018

C. auris spreads throughout units, not just 
to roommates



C. auris spreads throughout units, not just 
to roommates

Many patients have other MDROs too

CPO = carbapenemase-producing organism



C. auris persists in 
the environment

• Contaminates surfaces and 
medical equipment

• Can survive over a month
• Some common disinfectants 

(quaternary ammonia 
compounds) don’t work



Preventing spread of 
C. auris



Battling Spread of C. auris and MDROs

• Early detection of people who are infected or colonized with 
MDROs

• Strong infection control

• Communications about MDRO status within and between 
facilities



Inter-facility infection control transfer form

https://www.cdc.gov/hai/prevent/prevention_tools.html 

https://www.cdc.gov/hai/prevent/prevention_tools.html


MSDH C. auris inter-facility infection control 
transfer letters



Detection of cases has been challenging

• Clinical specimens
• Laboratory ability to identify these organisms 

correctly
• Enhanced detection methods (e.g., identify the 

species of all Candida or yeast species from 
any specimen type)

• Colonization screening
• Admission screening of high-risk patients
• Point prevalence survey (PPS)
• Discharge screening for outbreak facilities 

Colonization

Infection

The type of screening and target population should be based on local epidemiology



Prevention strategies: back to the basics

Hand Hygiene Transmission-based 
precautions & Personal 
Protective Equipment

Environmental Cleaning 
& Disinfection



C. auris specific cleaning and disinfection 
products

• First choice:
• List P: Antimicrobial Products Registered with EPA for Claims Against Candida auris

• Second choice: 
• List K: EPA’s Registered Antimicrobial Products Effective Against C. diff Spores

https://www.epa.gov/pesticide-registration/list-p-antimicrobial-products-registered-epa-claims-against-candida-auris

https://www.epa.gov/pesticide-registration/list-p-antimicrobial-products-registered-epa-claims-against-candida-auris


Improving infection prevention and 
control (IPC) compliance

• Making supplies readily available
• Educating and training staff 

regularly
• Conducting routine audits (e.g., 

observations, fluorescent 
marking)



Facilities shouldn’t wait until they have a 
case!

Strengthen IPC and consider 
using disinfectants effective 

against Candida auris

…even in facilities/units without 
cases



We are all connected 

• Healthcare facilities exist in 
intricate networks of patient 
sharing

• What one facility does or does 
not do can affect a whole region  

• Coordinated communication 
between facilities and with 
health departments in essential



Important steps
• Assess and ensure good IPC practices, even before having a case or 

transmission
• Consider using List P disinfectants
• Strengthen communication and public health reporting practices
• Ensure C. auris identification from clinical specimens (even non-

sterile sites)
• Assess local risk for transmission or new introductions
• Screening based on local epidemiology
• Be proactive and early to prevent or mitigate spread



Educational links & resources 
https://www.cdc.gov/hai/containment/guidelines.html

https://www.cdc.gov/fungal/candida-auris/health-
professionals.html

https://www.cdc.gov/fungal/candida-auris/c-auris-infection-
control.html

https://www.cdc.gov/fungal/covid-fungal.html

https://www.cdc.gov/hai/prevent/prevention_tools.html#anchor_
1561576800

https://www.cdc.gov/hai/pdfs/toolkits/Interfacility-IC-Transfer-
Form-508.pdf

https://www.cdc.gov/hai/containment/guidelines.html
https://www.cdc.gov/fungal/candida-auris/health-professionals.html
https://www.cdc.gov/fungal/candida-auris/health-professionals.html
https://www.cdc.gov/fungal/candida-auris/c-auris-infection-control.html
https://www.cdc.gov/fungal/candida-auris/c-auris-infection-control.html
https://www.cdc.gov/fungal/covid-fungal.html
https://www.cdc.gov/hai/prevent/prevention_tools.html#anchor_1561576800
https://www.cdc.gov/hai/prevent/prevention_tools.html#anchor_1561576800
https://www.cdc.gov/hai/pdfs/toolkits/Interfacility-IC-Transfer-Form-508.pdf
https://www.cdc.gov/hai/pdfs/toolkits/Interfacility-IC-Transfer-Form-508.pdf


Mississippi cases and epidemiology



Mississippi cases and epidemiology



Healthcare Associated Infections and Antimicrobial Resistance Program
Office of Epidemiology

Mississippi State Department of Health
Office: 601.576.7725 | Fax: 601.576.7497

HAIAR@msdh.ms.gov



MSDH HAI/AR Team



Questions?
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