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Public Health Ontario 

Public Health Ontario is a Crown corporation dedicated to protecting and promoting the health of all 
Ontarians and reducing inequities in health. Public Health Ontario links public health practitioners, 
frontline health workers and researchers to the best scientific intelligence and knowledge from around 
the world. Public Health Ontario provides expert scientific and technical support to government, local 
public health units and health care providers relating to the following: 

 communicable and infectious diseases 
 infection prevention and control 
 environmental and occupational health 
 emergency preparedness 
 health promotion, chronic disease and injury prevention 

 public health laboratory services 

Public Health Ontario's work also includes surveillance, epidemiology, research, professional 
development and knowledge services. For more information, visit www.publichealthontario.ca 
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About PIDAC-IPC 

The Provincial Infectious Diseases Advisory Committee on Infection Prevention and Control (PIDAC-IPC) 
is a multidisciplinary scientific advisory body that provides evidence-based advice to Public Health 
Ontario (PHO) regarding multiple aspects of infectious disease identification, prevention and control. 

Provincial Infectious Diseases Advisory Committee (PIDAC) 
Tel: 647-260-7100 Email: pidac@oahpp.ca 

Disclaimer 

This document was developed by the Provincial Infectious Diseases Advisory Committee on Infection 
Prevention and Control (PIDAC-IPC). PIDAC-IPC is a multidisciplinary scientific advisory body that 
provides evidence-based advice to Public Health Ontario (PHO) regarding multiple aspects of infectious 
disease identification, prevention and control. PIDAC-IPC’s work is guided by the current best available 
evidence at the time of publication and updated as required. Best Practice documents and resources 
produced by PIDAC-IPC reflect consensus positions on what the committee deems prudent practice and 
are made available as a resource to public health and health care providers. 

The application and use of this document is the responsibility of the user. PHO assumes no liability 
resulting from any such application or use. 

This document may be reproduced without permission for noncommercial purposes only and provided 
that appropriate credit is given to PIDAC-IPC and PHO. No changes and/or modifications can be made to 
this document without express written permission from PHO.  
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Glossary of Terms 

Audit: A systematic and independent examination to determine whether quality activities and related 
results comply with planned arrangements, are implemented effectively and are suitable to achieve 
objectives.1 

Cleaning: The physical removal of foreign material (e.g., dust, soil) and organic material (e.g., blood, 
secretions, excretions, microorganisms). Cleaning physically removes rather than kills microorganisms. It 
is accomplished with water, detergents and mechanical action. 

Colonization: The presence and growth of a microorganism in or on a body with growth and 
multiplication but without tissue invasion or cellular injury or symptoms. 

Contact Precautions: Used in addition to Routine Practices to reduce the risk of transmitting infectious 
agents via contact with an infectious person. 

Contamination: The presence of an infectious agent on hands or on a surface such as clothes, gowns, 
gloves, bedding, toys, surgical instruments, patient care equipment, dressings or other inanimate objects. 

Disinfectant: A product that is used on surfaces or medical equipment/devices which results in 
disinfection of the equipment/device. Disinfectants are applied only to inanimate objects. Some 
products combine a cleaner with a disinfectant. 

Disinfection: The inactivation of disease-producing microorganisms. Disinfection does not destroy 
bacterial spores. Effective disinfection is only possible when medical equipment/devices are cleaned 
thoroughly beforehand. See also Disinfectant. 

Endemic: The constant presence of a disease or infectious agent within a certain area. 

Fomites: Objects in the inanimate environment that may become contaminated with microorganisms 
and serve as vehicles of transmission. 

Hand hygiene: A general term referring to any action of hand cleaning. Hand hygiene relates to the 
removal of visible soil and removal or killing of transient microorganisms from the hands. Hand hygiene 
may be accomplished using soap and running water or an alcohol-based hand rub. Hand hygiene 
includes surgical hand antisepsis. 

Health care facility: A set of physical infrastructure elements supporting the delivery of health-related 

services. A health care facility does not include a client/patient/resident’s home or 
physician/dentist/other health offices where health care may be provided. 

Health care provider: Any person delivering care to a client/patient/resident. This includes, but is not 
limited to, the following: emergency service workers, physicians, dentists, nurses, respiratory therapists 
and other health professionals, personal support workers, clinical instructors, students and home health 
care workers. In some non-acute settings, volunteers might provide care and would be included as 

health care providers. See also, staff. 



 

PIDAC: Interim Guide for Infection Prevention and Control of Candida auris | January 2019 2 

Health care setting: Any location where health care is provided, including settings where emergency 

care is provided, hospitals, complex continuing care, rehabilitation hospitals, long-term care homes, 
mental health facilities, outpatient clinics, community health centres and clinics, physician offices, dental 
offices, offices of other health professionals and home health care. 

Improved hydrogen peroxide: A formulation of hydrogen peroxide that contains surfactants, wetting 
agents and chelating agents. The resulting synergy makes it a powerful oxidizer that can rapidly achieve 
broad-spectrum disinfection for environmental surfaces and noncritical devices. In high concentrations 
(2%-7%) it has a sporicidal claim. 

Infection: The entry and multiplication of an infectious agent in the tissues of the host. Asymptomatic or 
subclinical infection is an infectious process running a course similar to that of clinical disease but below 
the threshold of clinical symptoms. Symptomatic or clinical infection is one resulting in clinical signs and 
symptoms (disease). 

Infection prevention and control: Evidence-based practices and procedures that, when applied 
consistently in health care settings, can prevent or reduce the risk of infection in clients, patients, 
residents, health care providers and visitors. 

Point prevalence: The surveillance for all existing and new nosocomial infections and/or colonizations in 
a health care setting on a single day. It can provide a rapid way to estimate the magnitude of health 
care-associated infections in a health care setting at a single point in time (e.g., testing all patients or 
residents in a defined area, such as a specific unit, at a single point in time to determine how many are 
colonized with a specific microorganism). 

Provincial Infectious Diseases Advisory Committee (PIDAC): A multidisciplinary scientific advisory body 

which provides to Public Health Ontario evidence-based advice regarding multiple aspects of infectious 

disease identification, prevention and control. 

Public Health Agency of Canada: An agency of the Government of Canada which promotes 
improvement in the health status of Canadians through public health action and the development of 
national guidelines. 

Public Health Ontario (PHO): Public Health Ontario is the operating name for the Ontario Agency for 
Health Protection and Promotion. 

Routine Practices: The system of infection prevention and control practices recommended by the Public 

Health Agency of Canada to be used with all clients/patients/residents during all care to prevent and 
control transmission of microorganisms in all health care settings. 

Screening: A process to identify clients/patients/residents at risk for being colonized with antibiotic-

resistant organisms and, if risk factors are identified, obtaining appropriate specimens. 

Sensitivity: Percentage of persons with true positive results among persons known to have a disease. 

Sentinel event: A colonization/infection in which the occurrence of even a single case requires 
immediate investigation and the implementation of control measures. 

Staff: Anyone conducting activities in settings where health care is provided, including health care 
providers. See also health care provider.  

https://www.publichealthontario.ca/en/BrowseByTopic/InfectiousDiseases/PIDAC/Pages/PIDAC.aspx
https://www.canada.ca/en/public-health.html
https://www.publichealthontario.ca/en/Pages/default.aspx
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Preamble 

About This Document 

Candida auris is an emerging fungal pathogen capable of causing invasive disease, particularly in 
critically ill patient populations. This document is primarily targeted to those who have a role in infection 
prevention and control in all Ontario health care facilities to ensure that they are prepared to identify 
and prevent the spread of this pathogen. In addition, microbiologists, administrators and clinicians will 
also find the information in this document useful. 

Evidence for Recommendations 

Recommendations in this document are based on interim professional guidance for infection prevention 
and control for cases of C. auris, reports of outbreak investigations for this pathogen and expert opinion. 
As there is currently limited evidence upon which to base recommendations for C. auris control, the 
recommendations in this document will be revised as new information becomes available.  
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1. Background and Purpose 

Candida auris is an emerging fungal pathogen capable of causing invasive disease, particularly in 
critically ill patient populations. Following recognition of this pathogen in Japan in 2009,2 it has spread 
globally resulting in persistent and difficult to control hospital outbreaks.3-20 These outbreaks have 
resulted in long-term endemic disease in the affected facilities,8-15,18,20 dissemination of infection to 
other facilities9,16,17 and regional or country-wide spread within health care facilities.21-23 

Unlike Candida albicans, the majority of C. auris isolates are resistant to fluconazole.11,24-30 Resistance to 
other azoles, polyenes (e.g., amphotericin B) and echinocandins also occurs.11,15,17,21,25,26,28,30-49 There is 
little available information on how antifungal resistance is acquired in C. auris but the development of 
resistance while on therapy has been observed.12 

Invasive disease resulting from C. auris is similar to that seen with other Candida species. Catheter-
associated bloodstream infection in critically ill patients is a common presentation, but a wide variety of 
organ systems can be infected.2,3,7,8,11,15-17,24,25,28,31,32,35,36,38,49-52 Mortality rates greater than 50% have 
been reported,3,30,53 but as invasive disease typically occurs in critically ill patient populations, the 
baseline mortality is expected to be high. The attributable mortality related to C. auris is not yet known 
and may vary depending on the resistance profile of the infecting organism.3,15,16,33-36,45 

As of August 31, 2018, over 1,100 patients infected or colonized with C. auris have been identified in 
health care facilities in eleven states in the United States (U.S.), with the majority identified in New York, 
New Jersey and Illinois.54 The index cases have been linked to patients with health care contact in 
countries where C. auris has been reported, followed by transmission within U.S. health care facilities.37,54 

Accurate data on the incidence of C. auris in Canada are not available; published data have identified 

cases in Manitoba, Québec, British Columbia and Ontario and transmission in hospitals has been 
documented.31,55-57  
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2. Interim Guide

2.1 Facility Preparedness 

C. auris has disseminated globally;54,58 cases have been identified in Ontario,55,57 and the overall burden
of disease within the province is likely to increase over time. Health care facilities and microbiology
laboratories should be prepared to identify and care for patients and residents with C. auris colonization
or infection.

All health care facilities should develop policies and procedures for the recognition, investigation and 
care of patients or residents colonized or infected with C. auris.6,7,59,60 

2.2 Microbiological Detection 

Most standard phenotypic and biochemical methods for identifying yeast are currently not able to 
identify C. auris or may misidentify C. auris as other uncommon non-albicans candida (e.g., 
C. haemulonii, others).3,4,61,62 MALDI-TOF MS may also misidentify C. auris63,64 although this can be
corrected with database updates which include  C. auris spectra.11,26,28,50,63,65-68 Laboratories should be
familiar with the capabilities and the limitations of their yeast identification systems. Additionally, most
microbiology laboratories do not identify Candida isolates collected from nonsterile sites to the species
level.62,69 This may be reasonable but facilities should be aware that this can result in delays in the
recognition of C. auris cases.

To ensure that patients and residents with C. auris infection are identified, microbiology laboratories 
should be capable of accurately identifying C. auris from appropriate specimens,58,60,62 or should forward 
relevant specimens to Public Health Ontario’s (PHO) laboratory, Toronto location, for definitive 
identification.58 Laboratories capable of accurate identification of C. auris should still send confirmed 
isolates to PHO’s laboratory, Toronto location, for surveillance purposes. Further details on appropriate 
methods for microbiological testing, and for which specimens to refer, can be found in the PHO 
laboratory Labstract Candida auris Reference Identification and Susceptibility Testing.

Appropriate specimens for which identification of C. auris is essential include: 

 All candida isolated from sterile site specimens.58,62,70

 Screening specimens collected from patients and residents identified as high risk for C. auris

infection or colonization (see 2.3 Screening for C. auris)

2.3 Screening for C. auris 

Specific guidance regarding who should be tested for C. auris colonization, what specimens to collect, 

and when, are likely to change rapidly as more information about this emerging pathogen accumulates. 
In principle, testing should target patient or resident populations at highest risk for colonization. 

https://www.publichealthontario.ca/en/eRepository/lab-sd-131-candida-auris-reference-id-susceptibility-testing.pdf
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As with other antimicrobial-resistant organisms such as methicillin-resistant Staphylococcus aureus, 

vancomycin-resistant enterococci and carbapenemase-producing Enterobacteriaceae, there are more 
patients colonized with C. auris than there are infected patients. Failure to identify colonized patients 
will allow nosocomial C. auris transmission and will make it harder to control C. auris in Ontario. 

2.3.1 WHO SHOULD BE TESTED FOR COLONIZATION? 

1. In an outbreak, test current and previous roommates, all current ward mates and any other
patient or resident who may have had a significant exposure based on the epidemiology of the
outbreak.

2. When a single case of C. auris is identified (unless the case was identified and isolated promptly
upon facility admission), test current and previous roommates and all current ward mates.

3. Test patients or residents transferred from a facility with recent C. auris transmission or with
endemic C. auris.

4. Consider testing patients or residents admitted to a health care facility outside of Canada within
the previous 12 months.

2.3.2 HOW TO TEST FOR COLONIZATION? 

For patients and residents requiring testing for C. auris colonization, we recommend the following 
specimens be collected, at a minimum: 

 a nasal swab plus a combined bilateral axillary and groin swab* 7,22,71,72

 other sites as indicated (i.e., wound,7,58,69 urine,7,58 line exit site58,69)

* Inclusion of additional swabs from other sites (e.g., perirectal or stool,7,69 throat7,58,69) may increase
the yield of testing.

When indicated, initial testing should be performed as soon as possible. When testing patients or 
residents at high risk of C. auris, testing should be repeated if initial results are negative as the sensitivity 
of a single screen is limited.18 One approach is to perform additional testing at 7 and 14 days to 
maximize sensitivity. 

Note that PHO’s laboratory does not accept screening specimens directly. Only isolates for which 
C. auris is suspected will be accepted for identification by PHO’s laboratory. For further details refer to 
the PHO Labstract Candida auris Reference and Susceptibility Testing .

2.4 Case Management 

A positive microbiological result for C. auris should be considered a sentinel event. Infection prevention 
and control should be notified about all new cases and control measures aimed to identify and interrupt 
transmission should be implemented immediately.58 

https://www.publichealthontario.ca/en/eRepository/lab-sd-131-candida-auris-reference-id-susceptibility-testing.pdf
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2.4.1 INFECTION PREVENTION AND CONTROL PRECAUTIONS 

Patients and residents identified as colonized or infected with C. auris should be placed into a single (i.e., 
private) room with dedicated toileting facilities (toilet or commode) not shared with other patients or 
residents; staff and visitors entering the room should use both Routine Practices and Contact 
Precautions (See PIDAC’s Routine Practices and Additional Precautions in All Health Care Settings for 
details on the elements of Routine Practices and Contact Precautions).5,7,58,73,74 

2.4.2 EQUIPMENT AND ENVIRONMENTAL CLEANING AND DISINFECTION 

Persistent environmental contamination despite routine cleaning and disinfection,22 and contaminated 
medical equipment (e.g., axillary thermometer probes18) and other fomites are believed to play a role in 
nosocomial C. auris transmission.10,11,13,18,34,75 Rigorous attention to environmental cleaning may be 

important to preventing transmission within a health care facility.8,58,74,76 In vitro data suggest that both 
sodium hypochlorite and improved hydrogen peroxide (0.5%, 1.4%) are effective agents against C. auris 
while quaternary ammonium compounds are not.5,8,11,13,58,73,75,77-79 Therefore, quaternary ammonium 
compounds should not be used for disinfection of the environment or medical equipment potentially 
exposed to C. auris. 

Rooms housing patients or residents colonized or infected with C. auris should be cleaned and 
disinfected daily (at a minimum**) and upon discharge, following PIDAC’s best practices for 
environmental cleaning of rooms for patients and residents on Contact Precautions. Medical equipment 

should be dedicated to the patient or resident, should not be used on other patients or residents, and 
should be cleaned and disinfected at least daily and upon discharge.7,58,69,73,76 

** Some facilities have employed twice-daily cleaning and disinfection for C. auris. 

There is some evidence that hydrogen peroxide vapour and ultraviolet light can reduce levels of 
environmental contamination with C. auris;11,34,80,81 whether this will result in reduced transmission has 
not been confirmed.11,12,34,74,76,81 Facilities that have already adopted these technologies should prioritize 
rooms housing C. auris patients or residents for ultraviolet light or hydrogen peroxide vapour disinfection. 
However, it is essential that the room is first cleaned and disinfected using standard processes. 

2.5 Case Investigation 

Every identified case of C. auris requires immediate investigation to determine the probable 

source of C. auris and to assess the risk of transmission within the facility.58,69 

Every identified case of C. auris, regardless of the degree of antimicrobial resistance, requires immediate 
investigation to determine the probable source of C. auris and to assess the risk of transmission within 
the facility.58,69 Risk factors for C. auris acquisition should be identified for any patient or resident who 
tests positive for C. auris, including prior hospitalization or receipt of health care (e.g., dialysis, day 
surgery) at a Canadian health care facility where C. auris transmission has occurred, or a health care 
facility outside Canada. Microbiology records should be reviewed to determine if the patient or resident 
had a previous isolate positive for C. haemulonii or other non-albicans candida that may have been 

https://www.publichealthontario.ca/en/eRepository/RPAP_All_HealthCare_Settings_Eng2012.pdf
http://www.publichealthontario.ca/en/eRepository/Best_Practices_Environmental_Cleaning.pdf
http://www.publichealthontario.ca/en/eRepository/Best_Practices_Environmental_Cleaning.pdf


PIDAC: Interim Guide for Infection Prevention and Control of Candida auris | January 2019 8 

misidentified.58 For patients and residents transferred from, or recently admitted to, another health care 
facility within Canada, that facility should be contacted to inform them that the patient or resident 
tested positive for C. auris,7,8,69,74 to identify if the facility has had known C. auris cases or transmission 
events, and to allow the facility to conduct its own investigation to rule out transmission. 

C. auris can be transmitted rapidly within the health care setting, with one facility documenting C. auris 
transmission between patients based on exposures as short as 4 hours.7,11 Thus, when facilities identify 
patients or residents with C. auris, all roommates and contacts should have testing performed for
C. auris regardless of the duration of exposure (see 2.3 Screening for C. auris) and Contact Precautions 
should be initiated pending the results. Because persistent environmental contamination has been 
documented,11,13,18,82 admission to a room previously occupied by a patient or resident with C. auris may 
be a risk factor for C. auris acquisition.13 Consideration should be given to testing “room” contacts (i.e., 
patients or residents who received care in the same room as the C. auris patient before the room 
received enhanced cleaning and disinfection for C. auris even though they were not admitted to the 
room at the same time as the C. auris patient or resident).

Given the ability of C. auris to spread rapidly between patients, if a patient or resident is identified as 
C. auris-positive more than 24 hours after facility admission, or if appropriate infection control
precautions were not implemented promptly within 24 hours of admission, a point prevalence study
should be conducted where all patients or residents on the unit are tested for C. auris colonization, both
to identify a potential source of exposure for the identified case, and to ensure that the identified case 
has not transmitted to other patients or residents on the unit.74,76,83,84 Even if a point prevalence study is 
conducted, repeated testing of roommate contacts remains important as these contacts are at highest 
risk and may have been transferred to other wards or facilities prior to the point prevalence study (see 
2.3 Screening for C. auris).

2.6 Outbreak Management 

For facilities that have never identified C. auris, the identification of a single case is a sentinel event 
that should trigger a full investigation,58,69 and the identification of two cases—even if they are on 
different units and present months apart—should be considered an outbreak even if no direct linkage 
between cases is apparent. For all C. auris outbreaks, advice from infection prevention and control 
experts with experience managing outbreaks should be sought. 

While there are many publications describing C. auris outbreaks, there are few that describe infection 
control interventions associated with the complete cessation of C. auris transmission.5,8,10-14,18 These 
recommendations are, therefore, based both on learnings from reported C. auris outbreaks and strategies 
that have proven effective in controlling other pathogens (e.g., vancomycin-resistant enterococci, 
carbapenemase-producing Enterobacteriaceae and methicillin-resistant Staphylococcus aureus) that result 
in nosocomial outbreaks, can be transmitted from person to person, on medical equipment and via 
environmental contamination, and that can cause both colonization and clinical infection. 

Initial outbreak management efforts should focus on case identification and prompt initiation of 
Contact Precautions to rapidly interrupt transmission and avoid dissemination of the outbreak to other 
units or facilities.12,69,85 For ward-level outbreaks, strong consideration should be given to closing the 
unit to new admissions until the burden of disease on the unit is clearly established and effective 
control measures implemented.12 
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Early point prevalence testing of all patients or residents on the unit is essential to ensure that all 
patients or residents colonized with C. auris are rapidly recognized and placed on Contact 
Precautions.58,76,83,84 We recommend weekly point prevalence testing after the initial point prevalence as 
a minimum. In one reported outbreak, three times weekly testing was employed18 and facilities may 
wish to consider this if significant transmission is identified on weekly point prevalence studies despite 
implementation of control measures. 

Patients and residents from an outbreak unit should not be transferred to a non-outbreak unit unless 
medically necessary. For patients and residents who are or have been transferred from an outbreak unit 
to another facility, or required internal transfer, the receiving facility or unit should be notified of the 
outbreak, and the patient or resident should be placed on Contact Precautions and be tested at the 
receiving facility.69,73,74 All discharged patients and residents should be flagged and should also be placed 
on Contact Precautions and tested for C. auris upon hospital re-admission.7,69,74 

For all C. auris outbreaks, investigations should also assess for potential causes of transmission including 
inadequate hand hygiene performed by health care providers and lack of appropriate equipment or 
environmental cleaning and disinfection.69,74 General infection prevention and control issues should be 
promptly addressed; in addition, investigators should focus on identifying epidemiological linkages 
between cases, as identification and removal of a specific contaminated source (e.g., axillary 
thermometers in one outbreak18) may be the most effective strategy to rapidly interrupt transmission. 
Investigation of ongoing transmission should include an assessment of any equipment that can be 
moved from patient to patient or resident to resident and an assessment for epidemiological links 
between affected patients and front-line staff. Where sufficient numbers of cases have occurred, a case-
control study should be conducted to identify potential sources of infection. 

Enhanced environmental cleaning may be a critical element of outbreak control for C. auris. Outbreak 
wards should ensure that environmental cleaning and disinfection are being performed as described in 
PIDAC’s Best Practices for Environmental Cleaning for Prevention and Control of Infections in All Health 
Care Settings and the approach to cleaning and disinfection described above (see 2.4.2 Equipment and 
Environmental Cleaning and Disinfection). In addition, consideration should be given to increasing the 
frequency of cleaning and disinfection to twice daily. Audit and feedback of cleaning thoroughness 
should be performed regularly during an outbreak. Facilities with access to no-touch disinfection 
technologies (e.g., hydrogen peroxide vapour, ultraviolet light disinfection systems) could use these 
systems for environmental disinfection as an adjunct to enhanced standard methods.11,34,80,81 

An outbreak should only be declared over when no new patient or resident has been identified on 
clinical or screening specimens over a three-week period, and at least three unit-wide prevalence 
studies have been conducted and are negative. Given our limited understanding of C. auris 
epidemiology and control and its potential for persistence within the environment, it may be prudent to 
continue repeated point prevalence studies at a lower frequency (e.g., every two to four weeks) for an 
additional two to three months after outbreak control is achieved.

https://www.publichealthontario.ca/en/eRepository/Best_Practices_Environmental_Cleaning.pdf
https://www.publichealthontario.ca/en/eRepository/Best_Practices_Environmental_Cleaning.pdf


PIDAC: Interim Guide for Infection Prevention and Control of Candida auris | January 2019 10 

References 

1. Dillon M, Griffith C. How to audit: verifying food control systems. Grimsby, N E Lincolnshire:
Manufacturing Improvement International Ltd Business; 1997.

2. Satoh K, Makimura K, Hasumi Y, Nishiyama Y, Uchida K, Yamaguchi H. Candida auris sp. nov., a novel
ascomycetous yeast isolated from the external ear canal of an inpatient in a Japanese hospital. Microbiol
Immunol. 2009;53(1):41-4. Available from: http://onlinelibrary.wiley.com/doi/10.1111/j.1348-
0421.2008.00083.x/full

3. Osei Sekyere J. Candida auris: a systematic review and meta-analysis of current updates on an
emerging multidrug-resistant pathogen. Microbiologyopen. 2018. Available from:
https://onlinelibrary.wiley.com/doi/full/10.1002/mbo3.578

4. Jeffery-Smith A, Taori SK, Schelenz S, Jeffery K, Johnson EM, Borman A, et al. Candida auris: a review
of the literature. Clin Microbiol Rev. 2018;31(1):10.

5. Pan American Health Organization/World Health Organization. Epidemiological alert: Candida auris
outbreaks in health care services [Internet]. Washington, DC: Pan American Health Organization/World
Health Organization; 2016 [cited 2016 Dec 6]. Available from:
www.paho.org/hq/index.php?option=com_docman&task=doc_view&Itemid=270&gid=36354&lang=en

6. European Centre for Disease Prevention and Control. Candida auris in healthcare settings - Europe -
19 December 2016 [Internet]. Stockholm: European Centre for Disease Prevention and Control; 2016
[cited 2016 Dec 22]. Available from: http://ecdc.europa.eu/en/publications/Publications/Candida-in-
healthcare-settings_19-Dec-2016.pdf

7. Public Health England. Guidance for the laboratory investigation, management and infection
prevention and control for cases of Candida auris - August 2017 v2.0 [Internet]. London, UK: Crown;
2017 [cited 2018 Apr 26]. Available from:
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/63
7685/Updated_Candida_auris_Guidance_v2.pdf

8. National Institute for Communicable Diseases. Interim guidance for management of Candida auris
infections in South African Hospitals [Internet]. Johannesburg: National Institute for Communicable
Diseases; 2016 [cited 2017 Jan 17]. Available from: www.nicd.ac.za/assets/files/2016-12-
22%20InterimNICDRecommdtnsCAuris.pdf

9. Kohlenberg A, Struelens MJ, Monnet DL, Plachouras D, The Candida auris Survey Collaborative Group.
Candida auris: epidemiological situation, laboratory capacity and preparedness in European Union and
European Economic Area countries, 2013 to 2017. Euro Surveill. 2018;23(13):10. Available from:
https://www.eurosurveillance.org/content/10.2807/1560-7917.ES.2018.23.13.18-00136

10. Ruiz-Gaitan A, Moret AM, Tasias-Pitarch M, Aleixandre-Lopez AI, Martinez-Morel H, Calabuig E, et al.
An outbreak due to Candida auris with prolonged colonisation and candidaemia in a tertiary care
European hospital. Mycoses. 2018;61(7):498-505.

11. Schelenz S, Hagen F, Rhodes JL, Abdolrasouli A, Chowdhary A, Hall A, et al. First hospital outbreak of
the globally emerging Candida auris in a European hospital. Antimicrob Resist Infect Control. 2016;5:35.
Available from: https://aricjournal.biomedcentral.com/articles/10.1186/s13756-016-0132-5

http://onlinelibrary.wiley.com/doi/10.1111/j.1348-0421.2008.00083.x/full
http://onlinelibrary.wiley.com/doi/10.1111/j.1348-0421.2008.00083.x/full
https://onlinelibrary.wiley.com/doi/full/10.1002/mbo3.578
http://www.paho.org/hq/index.php?option=com_docman&task=doc_view&Itemid=270&gid=36354&lang=en
http://ecdc.europa.eu/en/publications/Publications/Candida-in-healthcare-settings_19-Dec-2016.pdf
http://ecdc.europa.eu/en/publications/Publications/Candida-in-healthcare-settings_19-Dec-2016.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/637685/Updated_Candida_auris_Guidance_v2.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/637685/Updated_Candida_auris_Guidance_v2.pdf
http://www.nicd.ac.za/assets/files/2016-12-22%20InterimNICDRecommdtnsCAuris.pdf
http://www.nicd.ac.za/assets/files/2016-12-22%20InterimNICDRecommdtnsCAuris.pdf
https://www.eurosurveillance.org/content/10.2807/1560-7917.ES.2018.23.13.18-00136
https://aricjournal.biomedcentral.com/articles/10.1186/s13756-016-0132-5


 

PIDAC: Interim Guide for Infection Prevention and Control of Candida auris | January 2019 11 

12. Schelenz S. C. auris: an update. Presented at: Federation of Infection Societies Conference 2017. 

2017 Dec1; Birmingham, AL. Available from: http://event.federationinfectionsocieties.com/wp-
content/uploads/2017/03/FISDay02-H10-1805-SilkeSchelenz.pdf 

13. Shackleton J, Schelenz S, Rochon M, Hall A, Ryan L, Cervera-Jackson R. The impact of environmental 
decontamination in a Candida auris outbreak. J Hosp Infect. 2016;94(Suppl 1):S88-9. Available from: 
https://www.journalofhospitalinfection.com/article/S0195-6701(16)30516-3/pdf 

14. Rhodes J, Abdolrasouli A, Farrer RA, Cuomo CA, Aanensen DM, Armstrong-James D, et al. Genomic 
epidemiology of the UK outbreak of the emerging human fungal pathogen Candida auris. Emerg 
Microbes Infect. 2018;7(1):43. Available from: 
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5874254/pdf/41426_2018_Article_45.pdf 

15. Calvo B, Melo AS, Perozo-Mena A, Hernandez M, Francisco EC, Hagen F, et al. First report of Candida 
auris in America: clinical and microbiological aspects of 18 episodes of candidemia. J Infect. 

2016;73(4):369-74. 

16. Chowdhary A, Sharma C, Duggal S, Agarwal K, Prakash A, Singh PK, et al. New clonal strain of Candida 
auris, Delhi, India. Emerg Infect Dis. 2013;19(10):1670-3. Available from: 
https://wwwnc.cdc.gov/eid/article/19/10/pdfs/13-0393.pdf 

17. Ben-Ami R, Berman J, Novikov A, Bash E, Shachor-Meyouhas Y, Zakin S, et al. Multidrug-resistant 
Candida haemulonii and C. auris, Tel Aviv, Israel. Emerg Infect Dis. 2017;23(1):10. Available from: 
https://wwwnc.cdc.gov/eid/article/23/2/pdfs/16-1486.pdf 

18. Eyre DW, Sheppard AE, Madder H, Moir I, Moroney R, Quan TP, et al. A Candida auris outbreak and 
its control in an intensive care setting. N Engl J Med. 2018;379(14):1322-31. 

19. Adam R, Okinda N, Revathi G, Fontaine M, Kagotho E, Castanheira M, et al. Candida auris fungemia: 
risk factors and outcomes. Poster presented at: ID Week 2018. 2018 Oct 4; San Francisco, CA. Available 
from: https://idsa.confex.com/idsa/2018/webprogram/Paper71489.html 

20. Rozwadowski F, McAteer J, Chow NA, Skrobarcek K, Forsberg K, Barrett PM, et al. Prevalence and risk 
factors for Candida auris colonization among patients in a long term acute care hospital — New Jersey, 
2017. Poster presented at: ID Week 2018. 2018 Oct 4; San Francisco, CA. Available from: 
https://idsa.confex.com/idsa/2018/webprogram/Paper73296.html 

21. Chakrabarti A, Sood P, Rudramurthy SM, Chen S, Kaur H, Capoor M, et al. Incidence, characteristics 
and outcome of ICU-acquired candidemia in India. Intensive Care Med. 2015;41(2):285-95. 

22. Adams E, Quinn M, Tsay S, Poirot E, Chaturvedi S, Southwick K, et al. Candida auris in healthcare 
facilities, New York, USA, 2013-2017. Emerg Infect Dis. 2018;24(10):1816-24. Available from: 

https://wwwnc.cdc.gov/eid/article/24/10/pdfs/18-0649.pdf 

23. Okinda N, Kagotho E, Castanheira M, Njuguna A, Omuse G, Makau P, et al. Candidemia at a referral 

hospital in sub-Saharan Africa: emergence of Candida auris as a major pathogen. Presented at: 
European Congress of Clinical Microbiology and Infectious Diseases. 2014 May 10-13; Barcelona. 

Available from: https://www.escmid.org/escmid_publications/escmid_elibrary/material/?mid=12251 

24. Emara M, Ahmad S, Khan Z, Joseph L, Al-Obaid I, Purohit P, et al. Candida auris candidemia in Kuwait, 
2014. Emerg Infect Dis. 2015;21(6):1091-2. Available from: 
https://wwwnc.cdc.gov/eid/article/21/6/pdfs/15-0270.pdf 

http://event.federationinfectionsocieties.com/wp-content/uploads/2017/03/FISDay02-H10-1805-SilkeSchelenz.pdf
http://event.federationinfectionsocieties.com/wp-content/uploads/2017/03/FISDay02-H10-1805-SilkeSchelenz.pdf
https://www.journalofhospitalinfection.com/article/S0195-6701(16)30516-3/pdf
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5874254/pdf/41426_2018_Article_45.pdf
https://wwwnc.cdc.gov/eid/article/19/10/pdfs/13-0393.pdf
https://wwwnc.cdc.gov/eid/article/23/2/pdfs/16-1486.pdf
https://idsa.confex.com/idsa/2018/webprogram/Paper71489.html
https://idsa.confex.com/idsa/2018/webprogram/Paper73296.html
https://wwwnc.cdc.gov/eid/article/24/10/pdfs/18-0649.pdf
https://www.escmid.org/escmid_publications/escmid_elibrary/material/?mid=12251
https://wwwnc.cdc.gov/eid/article/21/6/pdfs/15-0270.pdf


 

PIDAC: Interim Guide for Infection Prevention and Control of Candida auris | January 2019 12 

25. Magobo RE, Corcoran C, Seetharam S, Govender NP. Candida auris-associated candidemia, South 

Africa. Emerg Infect Dis. 2014;20(7):1250-1. Available from: https://wwwnc.cdc.gov/eid/article/20/7/13-
1765_article 

26. Prakash A, Sharma C, Singh A, Kumar Singh P, Kumar A, Hagen F, et al. Evidence of genotypic 
diversity among Candida auris isolates by multilocus sequence typing, matrix-assisted laser desorption 
ionization time-of-flight mass spectrometry and amplified fragment length polymorphism. Clin Microbiol 
Infect. 2016;22(3):277. 

27. Sharma C, Kumar N, Pandey R, Meis JF, Chowdhary A. Whole genome sequencing of emerging 
multidrug resistant Candida auris isolates in India demonstrates low genetic variation. New Microbes 
New Infect. 2016;13:77-82. Available from: 
https://www.newmicrobesnewinfections.com/article/S2052-2975(16)30074-9/fulltext 

28. Kathuria S, Singh PK, Sharma C, Prakash A, Masih A, Kumar A, et al. Multidrug-resistant Candida auris 

misidentified as Candida haemulonii: characterization by Matrix-Assisted Laser Desorption Ionization–
Time of Flight mass spectrometry and DNA sequencing and its antifungal susceptibility profile variability 
by Vitek 2, CLSI broth microdilution, and etest method. J Clin Microbiol. 2015;53(6):1823-30. Available 
from: http://jcm.asm.org/content/53/6/1823.full.pdf+html 

29. Rudramurthy S, Chakrabarti A, Ahmad R, Capoor M, Kindoo A, Marak R, et al. Candida auris, emerging 
yeast causing candidemia in intensive care units; a multicentre study. Mycoses. 2013;56:102-3. 

30. Berrio I, Caceres DH, Coronell RW, Salcedo S, Mora L, Marin A, et al. Pediatric bloodstream infections 
by Candida auris in Colombia: clinical characteristics and outcomes of 34 cases. Poster presented at: ID 
Week 2018. 2018 Oct 4; San Francisco, CA. Available from: 
https://idsa.confex.com/idsa/2018/webprogram/Handout/id8353/POSTER56_379.pdf 

31. Schwartz IS HG. First reported case of multidrug-resistant Candida auris in Canada. Can Com Dis Rep. 
2017;43(7/8):150-3. Available from: www.phac-aspc.gc.ca/publicat/ccdr-rmtc/17vol43/dr-rm43-7-
8/assets/pdf/17vol43_7_8-ar-02-eng.pdf 

32. Lee WG, Shin JH, Uh Y, Kang MG, Kim SH, Park KH, Jang HC. First three reported cases of nosocomial 
fungemia caused by Candida auris. J Clin Microbiol. 2011;49(9):3139-42. Available from: 
http://jcm.asm.org/content/49/9/3139 

33. Lockhart SR, Etienne KA, Vallabhaneni S, Farooqi J, Chowdhary A, Govender NP, et al. Simultaneous 
emergence of multidrug-resistant Candida auris on 3 continents confirmed by whole-genome 
sequencing and epidemiological analyses. Clin Infect Dis. 2016. Available from: 
http://cid.oxfordjournals.org/content/early/2016/12/16/cid.ciw691.full.pdf+html 

34. Vallabhaneni S, Kallen A, Tsay S, Chow N, Welsh R, Kerins J, et al. Investigation of the first seven 
reported cases of Candida auris, a globally emerging invasive, multidrug-resistant fungus - United States, 

May 2013-August 2016. MMWR Morb Mortal Wkly Rep. 2016;65(44):1234-7. Available from: 
www.cdc.gov/mmwr/volumes/65/wr/mm6544e1.htm 

35. Morales-Lopez SE, Parra-Giraldo CM, Ceballos-Garzon A, Martinez HP, Rodriguez GJ, Alvarez-Moreno 
CA, et al. Invasive infections with multidrug-resistant yeast Candida auris, Colombia. Emerg Infect Dis. 
2017;23(1):162-4. 

36. Ruiz Gaitan AC, Moret A, Lopez Hontangas JL, Molina JM, Aleixandre Lopez AI, Cabezas AH, et al. 
Nosocomial fungemia by Candida auris: first four reported cases in continental Europe. Rev Iberoam 
Micol. 2017;34(1):23-7. 

https://wwwnc.cdc.gov/eid/article/20/7/13-1765_article
https://wwwnc.cdc.gov/eid/article/20/7/13-1765_article
https://www.newmicrobesnewinfections.com/article/S2052-2975(16)30074-9/fulltext
http://jcm.asm.org/content/53/6/1823.full.pdf+html
https://idsa.confex.com/idsa/2018/webprogram/Handout/id8353/POSTER56_379.pdf
http://www.phac-aspc.gc.ca/publicat/ccdr-rmtc/17vol43/dr-rm43-7-8/assets/pdf/17vol43_7_8-ar-02-eng.pdf
http://www.phac-aspc.gc.ca/publicat/ccdr-rmtc/17vol43/dr-rm43-7-8/assets/pdf/17vol43_7_8-ar-02-eng.pdf
http://jcm.asm.org/content/49/9/3139
http://cid.oxfordjournals.org/content/early/2016/12/16/cid.ciw691.full.pdf+html
http://www.cdc.gov/mmwr/volumes/65/wr/mm6544e1.htm


 

PIDAC: Interim Guide for Infection Prevention and Control of Candida auris | January 2019 13 

37. Tsay S, Welsh RM, Adams EH, Chow NA, Gade L, Berkow EL, et al. Notes from the field: ongoing 

transmission of Candida auris in health care facilities - United States, June 2016-May 2017. MMWR 
Morb Mortal Wkly Rep. 2017;66(19):514-5. Available from: 
https://www.cdc.gov/mmwr/volumes/66/wr/mm6619a7.htm 

38. Chowdhary A, Anil Kumar V, Sharma C, Prakash A, Agarwal K, Babu R, et al. Multidrug-resistant 
endemic clonal strain of Candida auris in India. Eur J Clin Microbiol Infect Dis. 2014;33(6):919-26. 
Available from: http://dx.doi.org/10.1007/s10096-013-2027-1 

39. Chatterjee S, Alampalli SV, Nageshan RK, Chettiar ST, Joshi S, Tatu US. Draft genome of a commonly 
misdiagnosed multidrug resistant pathogen Candida auris. BMC Genomics. 2015;16:686. Available from: 
https://bmcgenomics.biomedcentral.com/track/pdf/10.1186/s12864-015-1863-z 

40. Larkin E, Hager C, Chandra J, Mukherjee PK, Retuerto M, Salem I, et al. The emerging pathogen 
Candida auris: growth phenotype, virulence factors, activity of antifungals, and effect of SCY-078, a novel 

glucan synthesis inhibitor, on growth morphology and biofilm formation. Antimicrob Agents Chemother. 
2017;61(5):e02396-16. Available from: http://aac.asm.org/content/61/5/e02396-16.full.pdf+html 

41. Rudramurthy SM, Chakrabarti A, Paul RA, Sood P, Kaur H, Capoor MR, et al. Candida auris 
candidaemia in Indian ICUs: analysis of risk factors. J Antimicrob Chemother. 2017;72(6):1794-801. 

42. Khillan V, Rathore N, Kathuria S, Chowdhary A. A rare case of breakthrough fungal pericarditis due to 
fluconazole‐resistant Candida auris in a patient with chronic liver disease. JMM Case Rep. 2014;1(3). 
Available from: http://jmmcr.microbiologyresearch.org/content/journal/jmmcr/10.1099/jmmcr.0.T00018 

43. Sarma S, Kumar N, Sharma S, Govil D, Ali T, Mehta Y, et al. Candidemia caused by amphotericin B and 
fluconazole resistant Candida auris. Indian J Med Microbiol. 2013;31(1):90-1. 

44. Kumar D, Banerjee T, Pratap CB, Tilak R. Itraconazole-resistant Candida auris with phospholipase, 
proteinase and hemolysin activity from a case of vulvovaginitis. J Infect Dev Ctries. 2015;9(4):435-7. 
Available from: https://jidc.org/index.php/journal/article/view/25881537/1294 

45. Mohsin J, Hagen F, Al-Balushi ZAM, de Hoog GS, Chowdhary A, Meis JF, et al. The first cases of 
Candida auris candidaemia in Oman. Mycoses. 2017;60(9):569-75. 

46. Kim MN, Shin JH, Sung H, Lee K, Kim EC, Ryoo N, et al. Candida haemulonii and closely related species 
at 5 university hospitals in Korea: identification, antifungal susceptibility, and clinical features. Clin Infect 
Dis. 2009;48(6):e57-61. Available from: https://academic.oup.com/cid/article/48/6/e57/287792 

47. Shin JH, Kim MN, Jang SJ, Ju MY, Kim SH, Shin MG, et al. Detection of amphotericin B resistance in 
Candida haemulonii and closely related species by use of the Etest, VITEK-2 yeast susceptibility system, 
and CLSI and EUCAST broth microdilution methods. J Clin Microbiol. 2012;50(6):1852-5. Available from: 

http://jcm.asm.org/content/50/6/1852 

48. Borman AM, Szekely A, Johnson EM. Comparative pathogenicity of United Kingdom isolates of the 

emerging pathogen Candida auris and other key pathogenic Candida species. mSphere. 
2016;1(4):e00189-16. Available from: http://msphere.asm.org/content/msph/1/4/e00189-16.full.pdf 

49. Azar MM, Turbett SE, Fishman JA, Pierce VM. Donor-derived transmission of Candida auris during 
lung transplantation. Clin Infect Dis. 2017;65(6):1040-2. 

50. Ghosh AK, Paul S, Sood P, Rudramurthy SM, Rajbanshi A, Jillwin TJ, et al. Matrix-assisted laser 
desorption ionization time-of-flight mass spectrometry for the rapid identification of yeasts causing 

https://www.cdc.gov/mmwr/volumes/66/wr/mm6619a7.htm
http://dx.doi.org/10.1007/s10096-013-2027-1
https://bmcgenomics.biomedcentral.com/track/pdf/10.1186/s12864-015-1863-z
http://aac.asm.org/content/61/5/e02396-16.full.pdf+html
http://jmmcr.microbiologyresearch.org/content/journal/jmmcr/10.1099/jmmcr.0.T00018
https://jidc.org/index.php/journal/article/view/25881537/1294
https://academic.oup.com/cid/article/48/6/e57/287792
http://jcm.asm.org/content/50/6/1852
http://msphere.asm.org/content/msph/1/4/e00189-16.full.pdf


 

PIDAC: Interim Guide for Infection Prevention and Control of Candida auris | January 2019 14 

bloodstream infections. Clin Microbiol Infect. 2015;21(4):372-8. Available from: 

https://www.clinicalmicrobiologyandinfection.com/article/S1198-743X(14)00095-0/fulltext 

51. Chowdhary A, Voss A, Meis JF. Multidrug-resistant Candida auris: ‘new kid on the block’ in hospital-
associated infections? J Hosp Infect;94(3):209-12. Available from: 
http://dx.doi.org/10.1016/j.jhin.2016.08.004 

52. Cornely OA, Bassetti M, Calandra T, Garbino J, Kullberg BJ, Lortholary O, et al. ESCMID guideline for 
the diagnosis and management of Candida diseases 2012: non-neutropenic adult patients. Clin 
Microbiol Infect. 2012;18(Suppl 7):19-37. Available from: 
https://www.clinicalmicrobiologyandinfection.com/article/S1198-743X(14)60765-5/fulltext 

53. Mazo D, Gottlieb L, Schaefer S, Alexander K, Ehni J, Javaid W, et al. Candida auris in NYC: a health 
system's experience treating the emerging drug-resistant yeast. Poster presented at: ID Week 2018. 
2018-10-05; San Francisco, CA. Available from: 

https://idsa.confex.com/idsa/2018/webprogram/Paper74295.html 

54. Centers for Disease Control and Prevention. Tracking Candida auris. Septeber 28, 2018: case count 
updated as of August 31, 2018 [Internet]. Atlanta, GA: U.S. Department of Health & Human Services; 
2018 [updated 2018 Sep 24; cited 2018 Oct 22]. Available from: https://www.cdc.gov/fungal/candida-
auris/tracking-c-auris.html 

55. Dufresne P, Villeneuve J (institut national de santé publique). Prévention et contrôle de Candida 
auris: algorithme du LSPQ et recommandations du CINQ [webinar]. Québec, QC: Gouvernement du 
Québec; 2018 [cited 2018 Apr 27]. Available from: 
https://www.inspq.qc.ca/sites/default/files/cauris_webinaire-cinq.pdf 

56. Eckbo E. Candida auris - Canada: (British Columbia) ex India, coinfection carbapenemase-positive 
bacteria, vancomycin-resistant Enterococcus. 2017 Sep 23 [Internet]. Brookline, MA: International 
Society for Infectious Diseases; 2017 [cited 2018 May 8]. Available from: 
www.promedmail.org/post/20170923.5335411 

57. Kus J. Candida auris: should we be worried?. Presented at: Toronto Invasive Bacterial Diseases 
Network (TIBDN) Education Day. 2018 Mar 22; Toronto, ON. Available from: 
www.tibdn.ca/educationday/day2/presentation-handouts/mar22-file2/at_download/file 

58. European Centre for Disease Prevention and Control. Candida auris in healthcare settings - Europe. 
First update, 2018 Apr 23 [Internet]. Stockholm: European Centre for Disease Prevention and Control; 
2018 [cited 2018 Apr 26]. Available from: https://ecdc.europa.eu/sites/portal/files/documents/RRA-
Candida-auris-European-Union-countries.pdf 

59. European Centre for Disease Prevention and Control. Lack of awareness about Candida auris could lead 
to unnoticed transmission and outbreaks in healthcare settings [Internet]. Stockholm: European Centre for 

Disease Prevention and Control; 2016 [updated 2016 Dec 20; cited 2016 Dec 22]. Available from: 
http://ecdc.europa.eu/en/press/news/_layouts/forms/News_DispForm.aspx?ID=1527&List=8db7286c-

fe2d-476c-9133-18ff4cb1b568&Source=http%3A%2F%2Fecdc.europa.eu%2Fen%2FPages%2Fhome.aspx 

60. Public Health England. Guidance for the laboratory investigation, management and infection 
prevention and control for cases of Candida auris [Internet]. London, UK: Crown copyright; 2016 [cited 
2016 Dec 5]. Available from: 
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/534174/Guidance_Ca
ndida__auris.pdf 

https://www.clinicalmicrobiologyandinfection.com/article/S1198-743X(14)00095-0/fulltext
http://dx.doi.org/10.1016/j.jhin.2016.08.004
https://www.clinicalmicrobiologyandinfection.com/article/S1198-743X(14)60765-5/fulltext
https://idsa.confex.com/idsa/2018/webprogram/Paper74295.html
https://www.cdc.gov/fungal/candida-auris/tracking-c-auris.html
https://www.cdc.gov/fungal/candida-auris/tracking-c-auris.html
https://www.inspq.qc.ca/sites/default/files/cauris_webinaire-cinq.pdf
http://www.promedmail.org/post/20170923.5335411
http://www.tibdn.ca/educationday/day2/presentation-handouts/mar22-file2/at_download/file
https://ecdc.europa.eu/sites/portal/files/documents/RRA-Candida-auris-European-Union-countries.pdf
https://ecdc.europa.eu/sites/portal/files/documents/RRA-Candida-auris-European-Union-countries.pdf
http://ecdc.europa.eu/en/press/news/_layouts/forms/News_DispForm.aspx?ID=1527&List=8db7286c-fe2d-476c-9133-18ff4cb1b568&Source=http%3A%2F%2Fecdc.europa.eu%2Fen%2FPages%2Fhome.aspx
http://ecdc.europa.eu/en/press/news/_layouts/forms/News_DispForm.aspx?ID=1527&List=8db7286c-fe2d-476c-9133-18ff4cb1b568&Source=http%3A%2F%2Fecdc.europa.eu%2Fen%2FPages%2Fhome.aspx
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/534174/Guidance_Candida__auris.pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/534174/Guidance_Candida__auris.pdf


 

PIDAC: Interim Guide for Infection Prevention and Control of Candida auris | January 2019 15 

61. Centers for Disease Control and Prevention. Algorithm to identify Candida auris based on phenotypic 

laboratory method and initial species identification [Internet]. Atlanta, GA: U.S. Department of Health & 
Human Services; 2018 [updated 2018 Apr 23; cited 2018 Apr 26]. Available from: 
https://www.cdc.gov/fungal/diseases/candidiasis/pdf/Testing-algorithm-by-Method-temp.pdf 

62. Centers for Disease Control and Prevention. Recommendations for identification of Candida auris 
[Internet]. Atlanta, GA: U.S. Department of Health & Human Services; 2018 [updated 2018 Jun 22; cited 
2018 Jul 8]. Available from: https://www.cdc.gov/fungal/candida-auris/recommendations.html 

63. Wattal C, Oberoi JK, Goel N, Raveendran R, Khanna S. Matrix-assisted laser desorption ionization 
time of flight mass spectrometry (MALDI-TOF MS) for rapid identification of micro-organisms in the 
routine clinical microbiology laboratory. Eur J Clin Microbiol Infect Dis. 2017;36(5):807-12. 

64. Kim TH, Kweon OJ, Kim HR, Lee MK. Identification of uncommon Candida species using commercial 
identification systems. J Microbiol Biotechnol. 2016;26(12):2206-13. Available from: 

www.jmb.or.kr/submission/Journal/026/JMB026-12-23_FDOC_1.pdf 

65. Mizusawa M, Miller H, Green R, Lee R, Durante M, Perkins R, et al. Can a multi-drug resistant 
Candida auris be reliably identified in clinical microbiology laboratories? J Clin Microbiol. 
2017;55(2):638-40. Available from: http://jcm.asm.org/content/55/2/638.long 

66. Sandrine M, Marion C, Geraldine D, Alex VB, Ferry H, Jacques M, et al. Identification and typing of an 
emerging pathogen, Candida auris, by MALDI TOF MS using the VITEK MS platform. Clin Chem Lab Med. 
2015;53 Sp Suppl:S1321. Available from: https://www.degruyter.com/view/j/cclm.2015.53.issue-
s1/cclm-2015-5033/cclm-2015-5033.xml 

67. Girard V, Mailler S, Chetry M, Vidal C, Durand G, van Belkum A, et al. Identification and typing of the 
emerging pathogen Candida auris by matrix-assisted laser desorption ionisation time of flight mass 
spectrometry. Mycoses. 2016;59(8):535-8. 

68. Grenfell RC, da Silva Junior AR, Del Negro GM, Munhoz RB, Gimenes VM, Assis DM, et al. 
Identification of Candida haemulonii complex species: use of ClinProTools(TM) to overcome limitations 
of the Bruker Biotyper(TM), VITEK MS(TM) IVD, and VITEK MS(TM) RUO databases. Front Microbiol. 
2016;7:940. Available from: https://www.frontiersin.org/articles/10.3389/fmicb.2016.00940/full 

69. Institut national de santé de Québec, Comité sur les Infections Nosocomiales du Québec (CINQ). 
Mesures de prévention et de contrôle du Candida auris dans les milieux de soins. Québec, QC: 

Gouvernement du Québec; 2018. Available from: 
https://www.inspq.qc.ca/sites/default/files/publications/2377_prevention_controle_candida_auris.pdf 

70. Public Health England. Candida auris identified in England [Internet]. London, UK: Crown copyright; 

2017 [updated 2017 Aug 11; cited 2018 Sep 22]. Available from: 
https://www.gov.uk/government/publications/candida-auris-emergence-in-england/candida-auris-
identified-in-england 

71. Dufort E, Rowlands J, Chaturvedi S, Leach L, Manzi K, Erazo R, et al. Findings from a Candida auris 

admission screening pilot in New York State. Poster presented at: ID Week 2018. 2018 Oct 4; San 
Francisco, CA. Available from: https://idsa.confex.com/idsa/2018/webprogram/Paper69743.html 

72. Tsay S, Kallen A, Jackson BR, Chiller TM, Vallabhaneni S. Approach to the investigation and 
management of patients with Candida auris, an emerging multidrug-resistant yeast. Clin Infect Dis. 
2018;66(2):306-11. Available from: 
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5798232/pdf/nihms937613.pdf 

https://www.cdc.gov/fungal/diseases/candidiasis/pdf/Testing-algorithm-by-Method-temp.pdf
https://www.cdc.gov/fungal/candida-auris/recommendations.html
http://www.jmb.or.kr/submission/Journal/026/JMB026-12-23_FDOC_1.pdf
http://jcm.asm.org/content/55/2/638.long
https://www.degruyter.com/view/j/cclm.2015.53.issue-s1/cclm-2015-5033/cclm-2015-5033.xml
https://www.degruyter.com/view/j/cclm.2015.53.issue-s1/cclm-2015-5033/cclm-2015-5033.xml
https://www.frontiersin.org/articles/10.3389/fmicb.2016.00940/full
https://www.inspq.qc.ca/sites/default/files/publications/2377_prevention_controle_candida_auris.pdf
https://www.gov.uk/government/publications/candida-auris-emergence-in-england/candida-auris-identified-in-england
https://www.gov.uk/government/publications/candida-auris-emergence-in-england/candida-auris-identified-in-england
https://idsa.confex.com/idsa/2018/webprogram/Paper69743.html
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5798232/pdf/nihms937613.pdf


 

PIDAC: Interim Guide for Infection Prevention and Control of Candida auris | January 2019 16 

73. Public Health Agency of Canada. Communication notice. Emerging global healthcare associated 

infection. Antimicrobial resistant issue. Candida auris. Ottawa, ON: Her Majesty the Queen in Right of 
Canada; 2017. 

74. Centers for Disease Control and Prevention. Recommendations for infection prevention and control 
for Candida auris [Internet]. Atlanta, GA: U.S. Department of Health & Human Services; 2018 [updated 
2018 Feb 12; cited 2018 Apr 26]. Available from: https://www.cdc.gov/fungal/diseases/candidiasis/c-
auris-infection-control.html 

75. Biswal M, Rudramurthy SM, Jain N, Shamanth AS, Sharma D, Jain K, et al. Controlling a possible 
outbreak of Candida auris infection: lessons learnt from multiple interventions. J Hosp Infect. 
2017;97(4):363-70. 

76. Lesho EP, Bronstein MZ, McGann P, Stam J, Kwak Y, Maybank R, et al. Importation, mitigation, and 
genomic epidemiology of Candida auris at a large teaching hospital. Infect Control Hosp Epidemiol. 

2018;39(1):53-7. 

77. Cadnum JL, Shaikh AA, Piedrahita CT, Sankar T, Jencson AL, Larkin EL, et al. Effectiveness of 
disinfectants against Candida auris and other Candida species. Infect Control Hosp Epidemiol. 
2017;38(10):1240-3. 

78. Kean R, Sherry L, Townsend E, McKloud E, Short B, Akinbobola A, et al. Surface disinfection 
challenges for Candida auris: an in-vitro study. J Hosp Infect. 2018;98(4):433-6. 

79. Moore G, Schelenz S, Borman AM, Johnson EM, Brown CS. Yeasticidal activity of chemical 
disinfectants and antiseptics against Candida auris. J Hosp Infect. 2017;97(4):371-5. 

80. Garmon G, Navarathna D, Coppin J, Williams M, Jinadatha C. Effectiveness of ultraviolet irradiation 
on Candida auris: a laboratory study. Poster presented at: ID Week 2018. 2018 Oct 5; San Francisco, CA. 
Available from: https://idsa.confex.com/idsa/2018/webprogram/Paper70488.html 

81. Abdolrasouli A, Armstrong-James D, Ryan L, Schelenz S. In vitro efficacy of disinfectants utilised for 
skin decolonisation and environmental decontamination during a hospital outbreak with Candida auris. 
Mycoses. 2017;60(11):758-63. 

82. Armstrong P. Candida auris: an emerging hospital infection. Presented at Association for 
Professionals in Infection Control and Epidemiology Atlanta chapter meeting, 2017 Feb 15 [Internet]. 
Atlanta, GA: Association for Professionals in Infection Control and Epidemiology; 2017 [cited 2018 Apr 
26]. Available from: www.apicatlanta.org/wp-content/uploads/2016/02/APIC-Atlanta-Chapter-
2_15_17.pdf 

83. Adams E, Quinn M, Ostrowsky B, Southwick K, Greenko J, Fernandez R, et al. The value added from 

Candida auris point prevalence and environmental studies in New York States. Poster presented at: ID 
Week 2018. 2018 Oct 4; San Francisco, CA. Available from: 

https://idsa.confex.com/idsa/2018/webprogram/Paper72423.html 

84. Kerins JL, Tang AS, Forsberg K, Jegede O, Ealy M, Pacilli M, et al. Rapid emergence of Candida auris in 

the Chicago region. Poster presented at: ID Week 2018. 2018 Oct 5; San Francisco, CA. Available from: 
https://idsa.confex.com/idsa/2018/webprogram/Paper73072.html 

85. McCarthy MW, Walsh TJ. Containment strategies to address the expanding threat of multidrug-
resistant Candida auris. Expert Rev Anti Infect Ther. 2017;15(12):1095-9. 

  

https://www.cdc.gov/fungal/diseases/candidiasis/c-auris-infection-control.html
https://www.cdc.gov/fungal/diseases/candidiasis/c-auris-infection-control.html
https://idsa.confex.com/idsa/2018/webprogram/Paper70488.html
http://www.apicatlanta.org/wp-content/uploads/2016/02/APIC-Atlanta-Chapter-2_15_17.pdf
http://www.apicatlanta.org/wp-content/uploads/2016/02/APIC-Atlanta-Chapter-2_15_17.pdf
https://idsa.confex.com/idsa/2018/webprogram/Paper72423.html
https://idsa.confex.com/idsa/2018/webprogram/Paper73072.html


 

 

Public Health Ontario 
480 University Avenue, Suite 300 
Toronto, Ontario 
M5G 1V2 
 
647.260.7100 

pidac@oahpp.ca 
www.publichealthontario.ca  

mailto:pidac@oahpp.ca
http://www.publichealthontario.ca/

	Glossary of Terms
	Preamble
	About This Document
	Evidence for Recommendations

	1. Background and Purpose
	2. Interim Guide
	2.1 Facility Preparedness
	2.2 Microbiological Detection
	2.3 Screening for C. auris
	2.3.1 Who Should be Tested for Colonization?
	2.3.2 How to Test for Colonization?

	2.4 Case Management
	2.4.1 Infection Prevention and Control Precautions
	2.4.2 Equipment and Environmental Cleaning and Disinfection

	2.5 Case Investigation
	2.6 Outbreak Management

	References

