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OUR MISSION:

To promote, protect, and improve 
the health and safety of all Hoosiers.

OUR VISION:

Every Hoosier reaches optimal health 
regardless of where they live, learn, 
work, or play.



Agenda for today
• Brief background

• Update to the communicable disease reporting rule

• Update on case counts

• Updates to the C. auris toolkit
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Candida auris
• Exhibits drug resistance and in some cases multi-drug 

resistance.
• Resistance patterns vary by geographic location.
• First described in 2009 in Japan.
• First case in the U.S. in 2016.
• First case in Indiana in 2017, seen with regularity starting in 

2019.
• Has several aspects that make its emergence a public health 

concern.
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C. auris: Why do we care?
• C. auris exhibits a 30 percent to 60 percent mortality rate in 

the clinically infected.
• It is often seen as a co-infection when accompanied with 

other multi-drug resistant organisms.
• Some C. auris infections have been resistant to all known 

antifungals.
• We can slow the spread of this germ through good infection 

prevention practices.
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Classes of Antifungals
• Azoles

• Fluconazole
• Voriconazole
• Posaconazole

• Echinocandins
• Micafungin
• Caspofungin
• Anidulofungin

• Polyenes
• Amphotericin B
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Update to the CDR
• Updated physician reporting rule for C. auris

• All cases of Candida auris and unusual Candida sp. (species other than 
C. albicans, C. parapsilosis, C. dubliniensis, C. lusitaniae, C. tropicalis or 
C. krusei)

• Submission criteria for isolates to IDOHL.
• Candida auris clinical isolates representing both invasive (e.g., blood and CSF) and non-invasive 

sources (e.g., urine, wound, and respiratory tract) if the patient has no history of clinical C. auris. Also, 
clinical isolates from unusual Candida sp. (species other than C. albicans, C. parapsilosis, C. 
dublinensis, C. lusitaniae, C. tropicalis, or C. krusei). Finally, clinical isolates of C. auris from previously 
identified clinical C. auris cases may be sent for susceptibility testing if patient hasn’t improved with 
treatment. Please note, colonized cases of C. auris as determined by screening tests do not need to 
be sent to IDOH labs for confirmation.
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C. auris: Colonization vs. Clinical Infection
• Colonization

• C. auris can asymptomatically colonize skin.
• There is no established decolonization protocol. 
• Precautions for a colonized patient should stay in place indefinitely.
• Doesn’t necessarily cause adverse health effects. 
• Usually not actively treated.

• Clinical infection
• Actively treated.
• 30% to 60% mortality rate.
• Patient should be considered colonized after clinical infection 

resolves.
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Precaution Application by Scenario
Facility Type Clinical Infection Colonization

Acute Care Hospital (Specialty, 
LTACH, etc.)

Contact Precautions Contact Precautions

Long-term Care Facility (SNF, 
vSNF, etc.)

Contact Precautions Enhanced Barrier Precautions*
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*For detailed instruction on the application and use of enhanced barrier precautions in a long-term care facility, please click here.



Indiana case counts

10Data Collected by IDOH
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C. Auris cases by 
District, 2021

• Total numbers 
during 2021.

• Based on the 
diagnosing facility.

• 7 of 10 districts with 
at least one case.

• Numbers of 
colonized cases may 
reflect increased 
screening.
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C. Auris cases by 
District, 2021
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• January to August, 
2022.

• At least one case 
seen in all Indiana 
health districts.

• Continued high 
concentration in 
central Indiana.



PPS in 2021*
• Total PPSs: 11
• Facility Type:

• ACH: 2
• LTACH: 3
• SNF: 6

• Total Swabs 
Collected: 244

• Positives: 34
• Positivity Rate: ~14%

*Data from Oct. 1, 2021, onward.
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PPS in 2022*
• Total PPSs: 24
• Facility Type:

• ACH: 8
• LTACH: 1
• SNF: 15

• Total Swabs 
Collected: 479

• Positives: 26
• Positivity Rate: ~5%

*Data current through 3/31/22   
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The C. auris Toolkit Update
• New toolkit should be ready next week
• Some things remain the same:
o Info to patients, IPs, EBP and contact precautions signage
o Interfacility transfer form
o C. auris reporting form
o C. auris trends (CDC)

• Updated versions of the EBP guidance white page
• Table of contents page added
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Safety Huddle
• Facilitate communication of IP 

concerns between shifts.
• Recommend its use if 

transmission is suspected.
• Places responsibility on a 

designated person.
• Designed to be short.
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Environmental Cleaning

• Standardize monitoring of 
terminal cleans

• Easy reference high-touch 
surfaces

• Acts as a log that could be 
audited to assess job 
performance
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C. auris Environmental Facts

• Developed by IDOH
• Includes recommended devices 

to clean per shift
• Reminds staff to use List P and 

clean C. auris rooms last
• Reminder to understand contact 

kill time
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Guidance on Transfers

• Updated data through May 2022
• Includes links to CDC C. auris fact 

sheets, interfacility transfer form, 
HAI/AR webinar recordings and 
EBP white paper
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Stopping the spread of C. auris: a group effort

• Studies have shown that during an outbreak of C. auris, 
environmental contamination can be extensive1.

• A primary way to control this spread is through environmental 
cleaning and disinfection1.

• Infection prevention measures in long term care facilities are 
designed to protect residents as well as employees.
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Questions?
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Questions?

Contact Information:
Caleb Cox, MPH
Antimicrobial Resistance 
Epidemiologist
Epidemiology Resource Center 
office: 317-501-9230
calcox@isdh.in.gov


