
 

 

 

Candida auris 

Interim Infection Prevention and Control Requirements  

Candida auris (C. auris) is an emerging yeast that is of concern due to antifungal drug resistance 
making it more difficult to treat, its ability to cause outbreaks of invasive infections in hospitals, and 
the risk of missed identification in the laboratory.1 Infections more commonly occur in hospitalised 
patients, residents of long term care facilities and those with significant medical co-morbidities.1 C. 
auris was first detected in Japan in 2009 2 and has now been isolated in health care settings 
across the world, and more recently, in Australia, including Western Australia (WA).3 The United 
States Centers for Disease Control and Prevention (CDC) tracking map provides information on 
countries who have reported cases of C. auris. Most cases in Australia have had a history of 
overseas hospitalisation or have been contacts of these people.  

C. auris is difficult to distinguish from other Candida species, requiring enhanced laboratory 
processes, thus increasing the potential for transmission to occur unnoticed. 1, 4 C. auris is rapidly 
developing resistance to common antifungal drugs and some laboratories in the United Kingdom 
and India are reporting the possibility of pan-drug resistance.1 C. auris is a pathogen of significant 
concern to WA due to the possibility of outbreaks leading to significant morbidity and mortality as 
well as costs to the health system. 

Clinical Features 

Colonisation may be asymptomatic and may be identified on many body sites including axilla, 
nares, groin, rectum, in urine, and in or around indwelling medical devices, such as central venous 
lines and feeding tubes. 1, 5 

Infection with C. auris may present as sepsis, urinary tract or wound infections, ear infections, or 
intravascular line infections. 5 These infections are similar to those caused by other Candida 
species but may be more difficult to treat due to resistance to antifungal drugs.5 Mortality 
associated with C. auris invasive infection has been reported at between 30% and 60%, however, 
given the significant pre-existing morbidity of the patient group, the case-fatality rate directly 
attributable to C. auris has not yet been quantified. 1, 5 

Risk Factors for Acquisition 

Patients in critical care areas are most susceptible to C. auris infection, including invasive 
infection.1 This is likely due to the significant morbidity, multiple invasive devices and procedures, 
immunosuppression and increased use of antifungal drugs of this patient group.1 Patients who 
have been hospitalised overseas, especially in critical care areas, are at increased risk. 

Mode of Transmission 

C. auris can cause widespread contamination of hospital surfaces and equipment, such as pulse 
oximeters, axillary temperature probes, blood pressure cuffs, stethoscopes and other fomites.1, 5, 6 
C. auris is capable of biofilm formation.1, 7 Acquisition of C. auris can occur after as little as 4 hours 
of exposure to a contaminated environment or C. auris case.6 The exact mode of transmission is 
unclear, but is likely to be by contact transmission.1, 6 

https://www.cdc.gov/fungal/candida-auris/tracking-c-auris.html#world
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Period of Communicability 

At this time the period of communicability is unknown, with some patients demonstrating carriage 
of C. auris over 3 months after their last positive screening sample.1, 6 Until more is known about 
the longevity of carriage, all patients who are colonised or infected with C. auris are considered to 
be colonised indefinitely and must not be cleared. 

Laboratory Identification 

C. auris is one of the non-Candida albicans species and can be misidentified as other types of 
yeast by some laboratory methods. Culture-based approaches remain the mainstay of laboratory 
diagnosis of C.auris. All yeast isolates should be accurately identified to species level when 
obtained from a normally sterile site or if isolated from non-sterile sites when one of the following 
applies: 

 clinically indicated for patient care 

 C.auris has previously been detected in the same healthcare facility 

 the patient has had an overnight stay in an overseas healthcare facility. 

In the event of identification of C.auris, a laboratory-based look back for all Candida isolations from 
the affected ward or wards for the preceding 4 weeks is to be conducted. All Candida isolates from 
the same ward or wards are to be speciated for the subsequent 4 weeks.5 

Notification Requirements 

Currently C. auris is not a notifiable disease in WA, however, given the significance of this 
emerging pathogen, all isolates of C.auris should be reported to the Healthcare Associated 
Infection Unit (HAIU) if this pathogen is identified. The email address is HISWA@health.wa.gov.au 

Micro-alerts 

The following micro-alerts have been established: 

 micro-alert J - for C. auris positive patients  

 micro alert K - for contacts of C. auris positive patients until completion of screening 
requirements and negative results obtained 

 a C. auris contact is defined as any person who has shared a room or bathroom / toilet 
during an overnight stay, with a known positive C.auris patient (infection or colonisation) 
within the period 28 days prior to first isolation of C.auris. 

Screening of Patients 

The following patients presenting for an inpatient admission are to be screened for C.auris:  

 any person who has a history of an overnight stay in an overseas healthcare facility in the 
previous 12 months 

 any person identified as a contact of a known positive C.auris patient 

 any person readmitted with a micro-alert K, i.e. previously identified contact for whom 
screening was not undertaken or was incomplete at time of discharge. 

There is no requirement to screen patients presenting as day cases. 

In the event C. auris is identified, more extensive screening on the ward or wards where the index 
case was admitted should be considered.  
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Screening Specimens 

The following procedure is to be undertaken for specimen collection: 

 screening swabs, without transport medium, are to be collected on 3 consecutive days  

 a single swab is used to sample both axillae first and then both sides of the groin i.e. a 
composite swab – one swab to sample all 4 areas 

 moisten the swab with sterile water/normal saline then rub the swab tip firmly back and forth 
in the skin crease 3-5 times for each site  

 the swab is then placed into its transport container 

 a separate swab is to be taken from any wounds or invasive device sites 

  the laboratory request must stipulate “specimens for C.auris screening” 

At risk patients should ideally be screened whilst off antifungal medications for 7 days and not 
within 48 hours of using antiseptic body washes as these treatments may result in falsely negative 
screens. 

Patient Management and Infection Prevention  

An interim C. auris screening test result will be issued by the laboratory after approximately 48 
hours followed by a final screening test result after 10 days. All patients who are direct transfers 
from an overseas healthcare facility or who are contacts of a C. auris positive case are to remain 
isolated under contact precautions in a single room with ensuite facilities until three negative 
consecutive final screening swab results. Patient cohorting is only to be considered on advice from 
the Infection Prevention and Control team. 

Patients who are being screened due to hospitalisation outside of Australia, but are not direct 
transfers, may be removed from isolation if the interim C. auris screening result is negative, as 
long as the screening results for vancomycin-resistant Enterococci (VRE), carbapenemase-
resistant Enterobacteriaceae (CRE) and methicillin-resistant Staphylococcus aureus (MRSA) are 
also negative, if isolation poses significant stress on bed management.  

In the event of a transfer of a known positive patient to another facility, the transferring facility must 
notify the receiving facility of the patient’s C. auris status. 

Optimal hand hygiene practices are essential. Alcohol-based hand rubs are recommended when 
hands are not visibly soiled. If hands are soiled, washing with soap and water is recommended. 
Strict adherence to intravascular care, urinary catheter management and aseptic non-touch 
technique principles is required. Povidone iodine appears to be more effective than chlorhexidine 
for antisepsis due to more activity against C. auris biofilms.8 

Single patient use items are recommended wherever possible, and non-critical items are to be 
dedicated to the patient’s room e.g stethoscopes. If reusable items are required, they should 
remain in the patient’s room until discharge, ensuring thorough cleaning and disinfection is 
undertaken after each use and again on patient discharge. Special care is needed with items such 
as pulse oximeter probes, blood pressure cuffs, axillary temperature probes and stethoscopes. 

As C.auris has been found to survive on bed linen 9, it is recommended that bedding and patient 
attire be changed daily. 

As current evidence suggests that patients may remain colonised for many months, there is no 
clearance protocol for known positive (infected or colonised) patients. There are currently no 
definitive recommendations for decolonisation, however daily chlorhexidine bathing may be 
considered in settings where transmission has occurred. 

Internal transfer of colonised or infected patients should be kept to a minimum and where it does 
not compromise patient care. 
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Environmental Cleaning Recommendations 

Enhanced daily and terminal cleaning has been shown to be crucial to control the spread of 
C.auris 9 and should be undertaken as per the facility policies for cleaning and disinfection of 
rooms for patients under contact precautions and using a procedure that includes both a detergent 
and a disinfectant product.  

Frequency should be at least twice daily and include all high-touch surfaces. Terminal cleaning is 
to be done with a chlorine-based disinfectant at a concentration of 1000 ppm (0.1%), in 
combination with hydrogen peroxide vapour, where possible.1, 7 Quaternary ammonium 
compounds (QACs) are not recommended due to limited efficacy against C. auris.7 A number of 
commonly used disinfectant wipes contain QACs and it is preferable that wipes are not used for 
routine environmental cleaning and disinfection of rooms. 
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