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Outline

* Describe the epidemiology of Candida auris in California
* Discuss new developments in wastewater surveillance of Candida auris in California

* Review recent examples of healthcare-associated infections related to infection control
breaches
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Candida auris is in the news

Ehe New Jork Eimes

@he Washington Post Deadly Fungus Spread Rapidly During
Democracy Dies in Darkness the Pandemic, C. D. C. Says
Dead]y funga] infection rapidly Spreading Candida auris, a drug-resistant fungus that health officials hoped
. e eme. e to contain is now in more than half the 50 states, according to a
m U. S. health faCﬂltleS new research paper.

@the ONION The Yeast They Could Do
potentialy deadly superbug fungus i BuzzFeed News

spreading faster in the US What Experts Say About Candida Auris,
A new study shows that the anti-drug resistance and number of The NEW "U rgent Threat" TO Human Health

cases of the infectious fungus Candida auris increased between

2019 and 2021 Candida auris is a type of yeast that can spread from person to person and is resistant
UMY and £UZ7.

to antifungal treatments. The CDC calls it an "urgent threat.”

Infectious Disease = General Infectious Disease

Cases of Deadly Fungus Tripled in Past Few Years, CDC Says

— The agency has rated Candida auris as an urgent antimicrobial-resistant threat

by Ingrid Hein, 5taff Writer, MedPage Today March 20, 2023 »
~a ——
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What makes Candida auris a public health priority?

Patients can
become colonized
and develop
invasive infections JJ

California Deparcment of
.) PublicHealth

Emerging fungal
pathogen that is highly
drug-resistant

Spreads in healthcare
settings
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DRUG-RESISTANT
CANDIDA AURIS

tHReAT LEVEL urGeNT [

9 07 Isolates resistant to at
0 least one antifungal

3 0‘7 Isolates resistant to at
o least two antifungals

323

Clinical cases
in 2018

Candida auris (C. auris) is an emerging multidrug-resistant yeast (a type of fungus). It can cause severe
infections and spreads easily between hospitalized patients and nursing home residents.

WHAT YOU NEED TO KNOW

B C. auris, first identified in 2009 in Asia, has quickly
become a cause of severe infections around the world.

B C. auris is a concerning drug-resistant fungus:

® Often multidrug-resistant, with some strains (types)
resistant to all three available classes of antifungals

@ Can cause outbreaks in healthcare facilities

® Some common healthcare disinfectants are less
effective at eliminating it

® Can be carried on patients’ skin without causing
infection, allowing spread to others

Data represents U.S. cases only. Isolates are pure samples of a germ.

U.S. Department of

Health and Human Services

Centers for Disease
Control and Prevention

prereay
DC
rlvu{w////j

https://www.cdc.gov/DrugResistance/Biggest-Threats.html

CASES OVER TIME

C. auris began spreading in the United States in 2015. Reported
cases increased 318% in 2018 when compared to the average
number of cases reported in 2015 to 2017.

US. Clinical Cases of C. auris
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Epidemiology of Candida auris
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There has been a rapid increase in cases in the US

Number of clinical and screening cases reported
to CDC, 2013-2021
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Lyman et al. 2023 (www.acpjournals.org/doi/10.7326/M22-3469)



https://www.acpjournals.org/doi/10.7326/M22-3469
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There has been a rapid increase in cases in the US and CA

Number of clinical and screening cases reported

to CDC, 2013-2021
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Patients with C. auris in California Healthcare Facilites
Rolling 3 Month Average
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Preliminary data reported to CDPH through 10/13/23
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C. auris has spread across the country
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CDC Tracking C. auris (www.cdc.gov/fungal/candida-auris/tracking-c-auris.html)



http://www.cdc.gov/fungal/candida-auris/tracking-c-auris.html
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C. auris has spread across the country and California

4o

@) Fubiictieaith
CDC Tracking C. auris (www.cdc.gov/fungal/candida-auris/tracking-c-auris.html)



http://www.cdc.gov/fungal/candida-auris/tracking-c-auris.html
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Since 2022, cases have increasingly been detected in Northern CA
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7 of 10 Northern CA cases since Sep 2022 had no outside exposure
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Emergence of C. auris in N. CA

Health Advisory: Emergence of Condido auris in Healthcare Facilities in Northern California
February 2023

California Department of Public Health (CDPH) and local public health partners are alerting healthcare . . .,

providers of the emergence of epidemiologically-linked Candida auris (€. auris) cases associated with acute [ S S t 2 O 2 2 I d t f d b
care hospital (ACH), skilled nursing facility (SNF), and outpatient settings in Sacramento and Stanislaus I n C e e p 14 S eve ra Ca S e S I e n I I e y
counties since September 2022. Additionally, at the end of January 2023, CDPH was alerted to a case in .

Contra Costa county associated with an ACH and long-term care setting. These were the first reported a n LTAC H I n B ay A re a t h at Sta rte d

C. auris cases in each county, and the patients had no known exposures in healthcare facilities outside of
Northern California. These findings suggest there is more transmission in the region than has been identified

to date. We continue to see C. guris transmission in Southern California. Patients and residents who have had a d m i S S i O n S C re e n i n g t h a t m O n t h

prolonged admission in healthcare settings, particularly high-acuity care settings including long-term acute
care hospitals (LTACH), ventilator-equipped SNF (wSNF), high-acuity ACH units (e.g., intensive care units [ICL)
and step-down units (SDU)), are at highest risk of C. guris and other multidrug-resistant crganism (MDRO)
colonization and infection.

To proactively prevent further spread of C. guris in California, the CDPH Healthcare-Associated Infections ° . N N

(HAI) Program recommends healthcare facilities implement the following updated infection prevention and 9 M d p d t t h
control (IPC) and containment strategies. A previous recommendation to screen patients from vSNF 0 re WI e S re a ra n S m I S S I o n I n e
ventilator units in jurisdictions with known C. guris transmission has been expanded to include screening

[ ] [ ]
patients from wSNF ventilator units regardless of geographic location. Recommendations for proactive reg I 0 n I I ke Iy
screening in high-risk facilities are also added.

Active Surveillance
*  Assess O guris status for all patients and residents upon admission, by reviewing medical records and
following up with the transferring facility as necessary.
+ (Conduct screening through colonization testing for persons at highest risk for € aguris, whose status is
unknown.
o Screen patients transferring from:
1. any LTACH or vSNF ventilator unit regardless of geographic location;
2. any facility with known C. guris transmission; and
3. any ACH (in addition to any LTACH or vSNF ventilator unit) in Nevada state.
o At LTACHSs, screen patients on admission, and conduct routine point prevalence surveys
[PPS) per public health guidance."
o In vSNF ventilator units, conduct routine PPS per public health guidance.’

" Sex CDPH £, gurs Regional Prevention and Eesponss Strategy [PDF)
[m.cnnh.cu.Em',l'PruE;rum;"cHCI:I.l'H.AI,Fc[:PHBMJ:IDnﬂ.l'nzlrﬁulllinrnryfmris_mus!s.pnq

P ’
CDPH Healthcare-Associated Infections Program s \ ¥
850 Marina Bay Parkway e Richmond, CA 94804 N M . A b s of

Internet Address: wwwocdph.ca.govihal 1 ..*‘; .) PublicHealth
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Candida auris clades: global distribution, 2004-2018

* Clade | (South Asia)

* most widespread,
common in US

* Clade Il (East Asia)

* rarest and most genetically
diverse, associated with ear
infections

Clade IIl (South Africa)

e most common in CA

Chow et al. 2020, Figure 1 (doi.org/10.1128%2FmBio.03364-19)

M Canada W France B nda Kenya
United States [l Germany W israel B South Africa
Colombia B Spain B Pakistan M Japan
Panama B United Kingdom ¥ Saudi Arabia B South Korea
Venezuela W United Arab Emirates Il Australia


https://doi.org/10.1128%2FmBio.03364-19
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Candida auris clades: clade V, 2018-2021
b

e Clade Il (South Africa) ~ = :

 Clade V (lran) &
* newly reported in 2018
e present outside of Iran ® @

* shares characteristics with
clade Il (ear infections,
susceptible, no outbreaks) o

Chow et al. 2020, Figure 1 (doi.org/10.1128%2FmBio0.03364-19); Spruijtenburg et al. 2022 (doi.org/10.1080/22221751.2022.2125349)



https://doi.org/10.1128%2FmBio.03364-19
https://doi.org/10.1080/22221751.2022.2125349
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CA isolates sequenced by CDC and Orange County public health labs,
2017-May 2023

sequenced

Los Angeles 0
Orange | 246 | 19 0 229
Riverside 2 0 0 2
San Bernardino 5 1 0 4
San Diego 6 0 0 6
San Francisco 1 1 0 0
Santa Clara 1 0 1 0
Total 297* 21 1 275 J
*Orange County Public Health Laboratory (OCPHL) sequenced 145 isolates and CDC sequenced 178, including 9 isolates A

. . . L. . ® (-lﬁ‘llllic”-”ea
sequenced by both labs; 17 isolates were excluded for patients with additional isolates from the same clade )P —



Number of isolates

30

25

20

15

10

Jan

Apr
Jul

2017

Oct

19

HEALTHCARE-ASSOCIATED INFECTIONS PROGRAM

Majority of Sequenced Isolates are from Clade (Il
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Number of isolates
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Clade | isolates identified in patients with healthcare outside CA

H Cladel mCladell Clade llI
30
25
First CA case in urine
specimen from patient with
healthcare exposure in India,
identified in San Francisco .
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Clade | isolates identified in patients with healthcare outside CA
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Clade | isolates identified in patients with healthcare outside CA

Jan

Apr
Jul

2017

Oct

Jan

Apr
Jul

2018

Oct

Jan

H Clade |

H Clade Il

Patient transferred
from NJ LTACH

Apr
Jul

2019

Oct

|
O
cC 5 5 B c
& =0 =8
2020

Date of collection

Clade Il

Apr
Jul

2021

Oct

Jan

Apr
Jul

2022

Oct

Jan

Apr
Jul

2023

Oct

)

@ A @ &
California Deparcment of

.) PublicHealth



Number of isolates

30

25

20

15

10

Jan

23

HEALTHCARE-ASSOCIATED INFECTIONS PROGRAM

Clade | identified in patient with no healthcare outside CA
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Clade | identified in patients with no healthcare outside CA
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Isolates from clade Il are still rarely identified in CA
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Antifungal resistance
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Candida auris antifungal resistance in the US

First-line treatment
S X ‘1'
L L 1

| AMPHOTERICI! Cancidas
ps _ For injectio i e
FLUCONAZOLE } E;E B o -
TABLETS USP !‘ 5RegNo. 1A 10017 [
= . o2
E ' oo N
| — |
Fluconazole Amphotericin B Echinocandins
United
86% 20% 1%
States

\\J&/
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Source: US-subset of isolates submitted to CDC AR Lab Network, 2017-2022



https://www.cdc.gov/drugresistance/ar-lab-networks/domestic.html
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In CA, almost all isolates are fluconazole-resistant;
very few are amphotericin B- or echinocandin-resistant

) H i- '
J s 4

| IMPHOTERIC! Cancidas
“wwn?mm” gfﬁ | hI’_or injectior R
FLUCONAZOLE | | o .
TABLETS USP gg!: | "4 Reg. No. 1A 100/47 ‘m ;.":".,m-:-’
il E| : o8
Rx Only 30 Tablets bore i . —
e | A
Fluconazole Amphotericin B Echinocandins
United 36% 21% 1%
States
California 099, 2% <1%
Source: US-subset of isolates submitted to CDC AR Lab Network, 2017-2022; ‘\J\.’/

Calitornia Department of
0) PublicHealth

CA-subset of CA isolates submitted to WA regional AR Lab Network lab, 2018—July 2023 (n=1199)



https://www.cdc.gov/drugresistance/ar-lab-networks/domestic.html
https://www.doh.wa.gov/ForPublicHealthandHealthcareProviders/PublicHealthLaboratories/ARLNLabTestMenu
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Percentages are followed by number
of isolates in parentheses.

Antifungal resistance differs by clade

Clade (n) Frequency (%) of antifungal drug resistance in isolates (n)

Susceptible Fluconazole Amphotericin B Micafungin MDR? XDR?

resistant resistant resistant
Clade I (118=) 3 (4) 97 (114) 47 (54) 6 (7) 45 (53) 3 (4)
Clade II (7) 86 (6) 14 (1) 0 (0) 0 (0) 0 (0) 0 (0)
Clade III (51) 2 (1) 98 (50) 0 (0) 8 (4) 8 (4) 0 (0)
Clade IV (120) 31 (37) 59 (71) 11 (13) 9 (11) 10 (12) 0(0)
Total (296) 16 (48) 80 (236) 23 (67) 7 (22) 23 (69) 1(4)
"MDR, multidrug resistance to two major antifungal classes.
“XDR, extensive drug resistance to three major antifungal classes.
“Complete AFST data for 8 of the 126 clade I isolates were missing. b-’)&/

California Deparcment of
@ B PublicHealth

Chow et al. 2020 (doi.org/10.1128%2FmBio.03364-19)



https://doi.org/10.1128%2FmBio.03364-19

Antifungal resistance differs by clade
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Clade (n) Frequency (%) of antifungal drug resistance in isolates (n)

Susceptible Fluconazole Amphotericin B Micafungin MDR? XDR?

resistant resistant resistant

Clade 1 (118%) 3 (4) 97 (114) 47 (54) 6 (7) 45 (53) 3 (4)
[Clade11(7) 86 (6) 14 (1) 0 (0) 0 (0) 0(0) 0(0) |
Clade III (51) 2 (1) 98 (50) 0 (0) 8 (4) 8(4) 0(0)
Clade IV (120) 31 (37) 59 (71) 11 (13) 9 (11) 10 (12) 0 (0)
Total (296) 16 (48) 80 (236) 23 (67) 7 (22) 23 (69) 1(4)
[cladev(5)  60(4) 40 (2) 0 (0) 0 (0) 0(0) 0(0) |

Chow et al. 2020 (doi.org/10.1128%2FmBio.03364-19); Spruijtenburg et al. 2022 (doi.org/10.1080/22221751.2022.2125349)

Q‘-‘Jﬁ.—/
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https://doi.org/10.1128%2FmBio.03364-19
https://doi.org/10.1080/22221751.2022.2125349
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Candida auris antifungal resistant case reports in the US

* 3 patients in NY had isolates initially sensitive to echinocandins

e Resistance to 3 classes of antifungal medications detected after receipt of
antifungal medications
* Two clusters in DC and TX of pan- or echinocandin- resistant strains

* No patients with pan- or echinocandin-resistant isolates received
echinocandins before collection

e Suggesting transmission of resistant strains may have occurred in U.S.

./‘ o
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC6973342/ > —

.) PublicHealth
www.cdc.gov/mmwr/volumes/70/wr/mm7029a2.htm



http://www.cdc.gov/mmwr/volumes/70/wr/mm7029a2.htm
http://www.cdc.gov/mmwr/volumes/70/wr/mm7029a2.htm
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Recent echinocandin-resistant Candida auris cases
in California

e Since 2021, in California, we have identified:
— 4 echinocandin-resistant cases

— California’s first case resistant to all three antifungal
classes (identified in Oct 2022)

* Antifungal susceptibility testing should be done for all
Candida auris isolates

e

California Department of
.) PublicHealth
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Patient and Facility Characteristics
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Candida auris is a reportable disease (Title 17 CCR)*

 Candida auris is reportable by:
* Providers to local health department
* Labs via electronic lab reporting

* Laboratory submission requirement

* Labs must submit all C. auris isolates
from sterile site specimens (e.g.,
blood) to a public health laboratory
within 10 working days

*Reportable as of September 2022

CANDIDA AURIS CASE REPORT FORM
Please note, reporters in Los Angeles County should use the form available on the LACDPH website

PATIENT INFORMATION

Last Name, First Name Mmi Date of Birth Age:

O vears O Month O Days

Address (Number, Street) State Zip Code County of Residence
Current Gender Identity Sex Assigned at Birth
O Male [OTrans male/transman O Male
[ Female [ Trans female/transwoman [ Female
[0 Genderqueer or non-binary [ Declined to answer [ Declined to answer
[ Identity not listed (specify): O Unknown
Patient Ethnicity
[OHispanic/Latino [JNon-Hispanic/Non-Latino [JUnknown
Patient Race

[ African-American/Black
O American Indian/Alaska Native
[ Asian (check all that apply)
OAsian Indian [(JHmong [J Thai [J Cambodian [JJapanese [] Viethamese [JChinese [JKorean [JFilipino [JLaotian [J Other (specify):
O Pacific Islander (check all that apply)
[INative Hawaiian [1Samoan [1Guamanian CIOther (specify):
O white
[ other (specify):
Pregnant?
QOYes ONo O Unknown

Ounknown

If yes, estimated delivery date:

\\~.J¢—/

California Department of
.) PublicHealth
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Candida auris surveillance data definitions

* We collect whether reported cases are clinical cases or
screening cases

— Clinical cases: C. auris-positive specimens (such as
blood or urine) that are collected as part of routine
clinical care

— Screening cases: C. auris-positive skin swabs that are
collected during colonization screening

e

California Department of
.) PublicHealth
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Reported Race/Ethnicity of California Patients with Candida auris, 2017-Present

White 859

Hispanic/Latino

Other Race

Black

Asian American

Native Hawaiian and other |14
Pacific Islander (NHPI)

Multi-race 10

American Indian or |g
Alaska Native (Al/AN)

Over 60% of reported cases have
missing or unknown race/ethnicity.

0 1000

N=5731 patients

2000 3000
Patients

Data are preliminary and include patients identified through July 2023

California Deparcment of
@ B PublicHealth



California patient age at initial date of collection of C. auris
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Median (interquartile range): 26%

70 years (60-79) 13%

<1%
<1%

10-19 20-29

27%

6%

4%

- -

30-39 40-49 50-59 60-69 70-79 80-89 90+

18%

Age in years
Preliminary data reported to CDPH through 10/13/23

California Deparcment of
@ D PublicHealth



38
HEALTHCARE-ASSOCIATED INFECTIONS PROGRAM

Gender of C. auris reports in California

Male 2106
Female 1678
| Unknown 37%

0 500 1000 1500 2000 2500

Preliminary data reported to CDPH through 10/13/23



C. auris Collection Facility Type
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Risk Factors in CA

Collection Facility Type

q‘ m LTACH
2%

m ACH
m vSNF
m SNF

CDPH unpublished data; C. auris cases thru June 2023

Prolonged admission in healthcare settings,
particularly high-acuity long-term care
facilities, such as long-term acute care
hospitals (LTACH) and ventilator-equipped
skilled nursing facilities (VSNF)

Presence of indwelling devices
Broad-spectrum antibiotic and antifungal
use

Other risk factors for C. auris similar to
those for other types of Candida, e.g.,
underlying med conditions, recent
abdominal surgery
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Candida auris colonization can be prolonged
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In California, 11% of screening (colonization) cases go on to

have clinical specimens; of those, 24% are in blood

Screening then
Clinical 00 34%
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79% '&g_ Wound 12%
(V)
© Other 8%
£
o Tissue = 1%

Abscess @ 0.4%

0 50 100 150 200

CDPH unpublished case data through Jan 2023 Number of Reported Cases (n=492)
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Mortality in California Patients (preliminary analysis)

* Preliminary analysis matching case data with vital records in California

* Of more than 4000 patients identified with C. auris 2018-2022, 46% were known to
have died within 365 days of their first identification with C. auris (2018-2022)

* A quarter of patients who developed a Candida auris bloodstream infection died
within 30 days

* 30% of patients who screened positive and never had a clinical specimen with
Candida auris died within 90 days

e
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Preliminary data reported to CDPH through 10/13/23; matching case data with vital records
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C. auris is persistent in the healthcare environment

e C. auris can persist for weeks

* Environmental sampling for C. auris: patient =
rooms, hallways outside the rooms, beds,
chairs, windowsills, countertops, trolleys,
EKG leads, BP monitoring cuffs, ventilators,
etc.

* One study conducted in a vSNF detected it
on all bedrails occupied by colonized
residents, and on bedrails of 2 residents not
colonized (in rooms previously occupied by
residents with C. auris 1-2 mos earlier)

* Need List P, K agent with claims against C.

auris for environmental cleaning

Sexton et al. CID 2021 https://academic.oup.com/cid/article/73/7/1142/6274460;
Forsberg et al. Med Mycology 2018 https://academic.oup.com/mmy/article/57/1/1/5062854



https://academic.oup.com/cid/article/73/7/1142/6274460
https://academic.oup.com/mmy/article/57/1/1/5062854
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What’s new?
Candida auris Wastewater Surveillance
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Wastewater surveillance in public health

* Long history of wastewater surveillance of pathogens
spread by fecal-oral transmission, e.g., polio, cholera

 COVID-19 pandemic saw the wider adoption of
wastewater monitoring as an added component of
infectious disease surveillance

* Recent use for influenza virus, mpox
* Very recent addition of Candida auris

e

California Deparcment of
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C. auris wastewater surveillance in CA

 Researchers from Emory and Stanford
recently added C. auris to their list of
gene targets in wastewater sites across
the US

* 59 sites as of September 25, 2023

* Monitor for presence of C. aquris in
wastewater and work to understand
potential use for public health

SCAIM
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Candida auris in wastewater: retrospective study

e Study period
o 2/1/21-4/14/23
o 2 samples per week
e 2 low burden sewersheds
o Oceanside, San Francisco
o San Jose
e Included other targets

Study preprint (doi.org/10.1101/2023.08.22.23294424)
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https://doi.org/10.1101/2023.08.22.23294424
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C. auris in wastewater: retrospective study results
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C. auris in wastewater: retrospective study results and cases
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Retrospective sampling in Ontario (known higher burden sewershed),
4/25-12/29/22

Ontario C. auris Concentrations (Retrospective samples)
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No clear correlation with cases reported to CDPH during same period

Ontario C. auris Concentrations (Retrospective samples)
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Prospective surveillance in 8 pilot sewersheds 7/10/23-9/5/23:
all sites had detections

Candida auris: SCAN Sites
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https://data.wastewaterscan.org/
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2 cases identified in Northern CA during the same period

7/18/23 7/31/23
O

Candida auris: SCAN Sites
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https://data.wastewaterscan.org/

Since the larger rollout
began, sites in known
high-burden
jurisdictions have had
few detections

WastewaterSCAN dashboard (data.wastewaterscan.org/)
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https://data.wastewaterscan.org/

Correlation between wastewater findings and human
cases is unclear

* C. auris colonization is prolonged, and patterns of shedding into
wastewater are not well-defined

e C. auris does not have an acute infectious phase unlike other high-
incidence pathogens (e.g., SARS-CoV-2)

 CDPH is currently partnering with an academic institution to analyze
wastewater and case data

* Currently, wastewater surveillance might be more effective at identifying
the presence rather than the magnitude of C. auris in a region

Ry
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Recommendations for when C. auris is detected in wastewater

* |n no- or low-burden jurisdictions = strengthen testing in healthcare facilities
* Identify species of Candida isolated from non-sterile site specimens

* Implement admission screening for patients most at risk of C. auris acquisition
and transmission

e Conduct preventive point prevalence surveys (PPS) in long-term acute care
hospitals (LTACHs) and ventilator-equipped skilled nursing facilities (vSNFs)

e

California Department of
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C. auris wastewater surveillance: CDPH HAI website

HEALTHCARE-ASSOCIATED INFECTIONS (HAI) PROGRAM

Candida auris

* C. auris case counts updated monthly
* Dashboard coming soon

Candida auris (C.auris) is a multidrug-resistant yeast that can spread in healthcare settings via person-to-person transmission or contact with
contaminated surfaces. C. auris can cause serious, hard-to-treat infections.

* Wastewater surveillance FAQ C.aurs Case counts

Since September 2022, healthcare providers and laboratories are required to report cases of C. guris colonization and infection to public health per

d O C u m e n t fo r ge n e ra I p u b I i C N Statecraef:::f:;::il:;es by County through July 2023, N= 5,805 E B i
* Link to WastewaterSCAN

Cases Reported

by County Contra Costa <11
0 Kern <11
asnpoar
1 Los Angeles 2,898
11-100
101-500 Orange 1,951
} 11000, Riverside 279
) >1000 T
Sacramento <11
San Bernardino 557
San Diego 101
San Francisco <11
San Luis Obispo <11
Santa Barbara <11
Santa Clara <11
Stanislaus <11
Total 5,805

CDPH C. auris website (www.cdph.ca.gov/Programs/CHCQ/HAI/Pages/Candida-auris.aspx)

CDPH C. auris wastewater FAQS Case Count Notes: Data are cumulative from January 2017 through the end of the most recent month with complete reporting data. Each case

(https://www.cdph.ca.gov/Programs/CHCQ/HAI/CDPH%20Document%20Library/Cauris W represents a unique patient with C. auris, and is attributed to the county of the healthcare facility that first identified the patient. A patient identified

astewater FAdef) upon admission at a healthcare facility may be attributed to the county of the facility from which the patient transferred. Case counts are updated on a
monthly basis and counties with one to ten cases are shown as “<11.”



https://www.cdph.ca.gov/Programs/CHCQ/HAI/Pages/Candida-auris.aspx
http://www.cdph.ca.gov/Programs/CHCQ/HAI/Pages/Candida-auris.aspx
https://www.cdph.ca.gov/Programs/CHCQ/HAI/CDPH%20Document%20Library/Cauris_Wastewater_FAQ.pdf
https://www.cdph.ca.gov/Programs/CHCQ/HAI/CDPH%20Document%20Library/Cauris_Wastewater_FAQ.pdf
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Candida auris Prevention Strategy

California Deparcment of
@ B PublicHealth
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CDPH phased approach for prevention and response to C. auris
based on local epidemiology

* Phase 1 (naive — not yet detected a case): prevention in all facilities

* Build strong foundation for lab surveillance, core infection prevention and control
(IPC) practices, antimicrobial stewardship, and interfacility communication

* Phase 2 (new cases): early detection and aggressive response in affected facilities

* |nvestigate, reinforce core IPC practices, conduct screening and onsite IPC
assessments, ensure communication

* Phases 3 and 4 (endemic): mitigation and maintenance to prevent further spread

* Focus on strengthening all prevention activities, especially preventing adverse clinical
outcomes

See CDPH Regional C. auris Prevention and Response Strategy (PDF) (www.cdph.ca.gov/Programs/CHCQ/HAI/CDPH%20Document%20Library/Cauris_Phases.pdf)



https://www.cdph.ca.gov/Programs/CHCQ/HAI/CDPH%20Document%20Library/Cauris_Phases.pdf
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CDPH Recommendations for Candida auris Admission Screening

* LTACHSs: screen patients on admission, and conduct routine point prevalence surveys
(PPS) per public health guidance.

* Multiple Bay Area LTACHs have initiated admission screening
* Acute Care Hospitals: CDPH recommends screening patients transferring from:
e 1. any LTACH or vSNF ventilator unit regardless of geographic location;
e 2. any facility with known C. auris transmission; and
e 3. any ACH (in addition to any LTACH or vSNF ventilator unit) in Nevada state.

* In ACHs and LTACHs, place any patient with C. auris on Contact Precautions, and if
possible, in a single room

* Do not rescreen patients previously identified with C. auris; they can remain
colonized indefinitely

LTACH: long term acute care hospital

ACH: acute care hospital \o/‘.o
VvSNF: ventilator-equipped skilled nursing facility o)isﬂ'i;i‘iéﬁ';‘;;i'ﬁ’.
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Key points — Candida auris

* Candida auris is an emerging fungal pathogen that is:
* increasingly identified in Northern California
* multidrug-resistant
e associated with healthcare outbreaks

* Providers should be aware of the changing epidemiology, risk factors, and reporting
requirements

\\J&/
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Case Studies that lllustrate Breaches in Core Infection Control Practices

California Deparcment of
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Case Study 1:
Healthcare-Associated MSSA Outbreak 2023

e Clinician learns of 3 patients hospitalized with MSSA
bacteremia and/or SSTI following sacroiliac joint
injections for pain at an outpatient surgery center

— The 3 patients developed symptoms within a 7-day
period

\\.Jﬁ.—/
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Investigation begins

e 3 patients had Sl injections performed under
fluoroscopy

— 2 patients’ injections were on the same day
— One patient’s injection was 7 days later

* Clinical team was the same for the 3 patients

* One patient died 7 days after the procedure

* No other recent similar clinical cases identified

* MSSA isolates sent to public health for whole genome
sequencing os

W
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Initial investigation reveals

e Single-dose vials of one product had been used for

multiple patients
SINGLE-DOSE
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Injection Safety Practices: Single-Dose Vials

* Vials that are labeled as single-dose or single-use
should be used for only a single patient as part of a
single case, procedure, injection.

* Multiple reported outbreaks have resulted from
healthcare personnel using single-dose or single-use
vials for multiple patients.

Centers for Disease Control and Prevention

MVMWR ... ONE SYRING
Morbidity and Mortality Weekly Report ON E SYR'NGE,

ONLY ONE TIME.

Weekly /Vol. 61 / No. 27 July 13,2012

Invasive Staphylococcus aureus Infections Associated with Pain Injections and
Reuse of Single-Dose Vials — Arizona and Delaware, 2012

Safe Injection Practices Coalition

https://www.cdc.gov/injectionsafety/providers/provider fags singlevials.html
https://www.cdc.gov/mmwr/preview/mmwrhtml/mm6127al.htm



https://www.cdc.gov/injectionsafety/providers/provider_faqs_singlevials.html
https://www.cdc.gov/mmwr/preview/mmwrhtml/mm6127a1.htm
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On-site infection control assessment by CDPH
infection preventionists

* One healthcare worker wore bracelets and had a skin
condition that affected their ability to perform hand
hygiene

* This person provided care to all 3 patients

o
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Injection Safety Practices: Hand Hygiene and Aseptic Technique
for Preparation & Administration of Injected Medications

Hand hygiene should be performed prior to medication preparation and
administration of injected medications

Medications should be drawn up into syringes in a designated clean medication area
* Area must not be adjacent to areas where potentially contaminated items are
placed

= Lg— 3

In this case study, the individual’s inability to perform proper hand
hygiene should have been brought to the attention of supervisor or
lead and addressed. Bracelets should not have been worn.

W
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The healthcare worker’s MSSA isolates were highly
related to the patients’ isolates (0-2 SNPs)

¢ Patient A —

¢ Patient B

Combination of lapses in injection safety and hand hygiene led to
MSSA transmission from HCP to 3 patients. This cluster underscored
the risk of transmission of infectious pathogens from HCP to patients
with gaps in infection control practices.

¢ HCP site 1
373-375 SNPs ® HCP site 2 —
® Epidemiologically unrelated outgroup ® ./.

California Department of
.) PublicHealth
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Case Study 2: Healthcare-Associated HCV Outbreak
Associated with Alternative Medical Therapy

* Acute HCV was diagnosed in an asymptomatic frequent blood
donor

— No traditional risk factors for HCV infection

— Recent injection procedure as part of prolotherapy
(prolotherapy is an injection-based alternative medical
therapy that has been used for chronic musculoskeletal pain)

\\~.J¢—'/

California Department of
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https://www.cdc.gov/mmwr/volumes/65/wr/mm6521a4.htm
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Case Study 2: Healthcare-Associated HCV Outbreak, cont.

* Public health investigation revealed:

— Physician was changing needle but reusing same syringe for
multiple patients

— Use of single-dose vials for multiple patients
— Poor hand hygiene and inconsistent glove use

— 6 additional patients with no prior HCV diagnosis were
identified, 4 of whom had injection procedures performed at
clinic on same day as index patient

e Clinic was closed when poor infection control practices persisted

* Patients were notified of their potential exposure to bloodborne
pathogens

e

California Department of
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https://www.cdc.gov/mmwr/volumes/65/wr/mm6521a4.htm
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This case study demonstrated breaches in the
following infection control practices:

* Reusing syringe for multiple patients

Rx for Safe Injections
in Healthcare

1 Needle

1 Syringe
+1 Time

O Infections

Safe inject p ttransmissionoflnfectious
dlseases.P dh Ih re provider: i

othin gI h 0 N edle, One Syringe, OIyO Tme
f ach and every injec

e Use of single-dose vials for multiple patients

 Poor hand hygiene

n, e visit:
OneandOnlyCampaign.org

health effort to
eliminat n more ONLY Ol‘-l TIME.

https://www.cdc.gov/mmwr/volumes/65/wr/mm6521a4.htm . ~/.
CDC One and Only Campaign (http://www.oneandonlycampaign.org .)i:;{,“g‘,“.‘ié‘.ii‘;gi‘ﬁ‘,



https://www.cdc.gov/mmwr/volumes/65/wr/mm6521a4.htm
http://www.oneandonlycampaign.org/
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Hepatitis B and C Outbreaks Associated with Unsafe Infection
Practices

 CDC aware of 62 healthcare-associated outbreaks of hepatitis Band Cin
non-hospital settings in U.S., 2008-2019

e An underestimate

* Qutbreaks due to injection safety breaches
* Reuse of syringes
* Use of single-dose vials for more than one patient
* Infection control lapses during assisted monitoring of blood glucose
* Drug diversion by HCP/employees
e Other

https://www.cdc.gov/hepatitis/outbreaks/healthcarehepoutbreaktable.htm

Site accessed 8.13.23

)
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https://www.cdc.gov/hepatitis/outbreaks/healthcarehepoutbreaktable.htm
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“Red Flags” for Suspecting Healthcare
Acquisition of HBV or HCV

* Sentinel events, such as seroconversion in dialysis patient or frequent
blood donor

* Patient age >=50 with acute HBV/HCV and no traditional risk factors
e Setting types where prior hepatitis outbreaks have occurred, e.g.:

— QOutpatient settings where frequent injections or infusions are
administered

— Settings that provide assistance with multiple patients for blood glucose
monitoring

* Facility/clinic associated with prior case of acute HBV/HCV

* Previous report or complaint about unsafe injection practice os

"
. . @) Fubiichieaitn
https://www.cdph.ca.gov/Programs/CHCQ/HAI/CDPH%20Document%20Library/HA_HBV_HCV_QuicksheetMarch2018.pdf .
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Case Study 3: Bacterial Meningitis

* Onset of fever, headache, stiff neck in patient who had epidural
placed one day prior at ambulatory surgical center

* CSF Gram stain: Gram negative diplococci

 Reported to health department as suspect Neisseria
meningitidis case

* CSF culture: Neisseria subflava

— part of normal flora of human oral cavity and respiratory
tract

* Public health investigation: clinician routinely does not
wear a mask when performing procedure

e

CDPH, unpublished case data ,);,-;;-HQ%Q&H
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Wear Facemask for Epidural Procedures

* HCP should wear a facemask when inserting a

Spinal Injection Procedures Performed

catheter or injecting material into the epidural d without a Facemask pose Risk for

Bacterial Meningitis

or subdural space

. The Centers for Disease Control and Prevention (CDC) &s concemed
» about the occurrence of bacterial meningitis among patients
r undergoing spnal injection procedures that require injection of
— ye Og ra I I l matenal or insertion of a catheter into epidural or subdural spaces
! (e.g, myelogram, administration of spinal or epidural anesthesia, or
| Intrathecal chemotherapy). Outbreaks of bactenal meningstis

b L . . followsng these spinal injection procedures continue to be
— E I d u ra I O r S I n a I a n e St h e S I a Identified among patients whose procedures were performed by 2
: healthcare provider who did not wear a facemask (e.g., may be
labeled as surgical, medical procedure, or isolation mask),' with the
most recent occurrence in Octaber 2010 {CDC unpublished data)
This natice serves as a reminder that facemasks should always be

wom by healthcare providers when performing these spinal
Injection procedures.”

g

CDC has nvestigated muitiple outbreaks of bactenal menngsis

among patients undergoing spinal injection procedures. Recent

outbreaks have occured among patients in acute care hospetals

who received spmal anesthesia or epidural anesthesia, and also

among patients at an outpatient imaging facility who underwent
P myelography.

In each of these outbreak investigations, nearly al spinal injection
procedures that resulted in infection were performed by a common
healthcare pravider who did not wear a facemask. The strain of
bacteria isolated from the cerebrospinal fluid of thess patients was
identical to the strain recovered from the oral flora of the healthcare
pravider who performed the spinal injection pracedure. These
findings lustrate the risk of bactenal meningstis assocated with
droplet transmission of the oral flora from healthcare praviders to

https://www.cdc.gov/injectionsafety/spinalinjection-meningitis.html S R B SR

https://www.cdc.gov/injectionsafety/pdf/Clinical Reminder Spinal-Infection Meningitis.pdf '
d

[ Divemn ol ety GualiyPromeien |



https://www.cdc.gov/injectionsafety/spinalinjection-meningitis.html
https://www.cdc.gov/injectionsafety/pdf/Clinical_Reminder_Spinal-Infection_Meningitis.pdf
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What are the requirements for reporting of
outbreaks or unusual occurrences?

* Title 17 California Code of Regulations requires healthcare
provider reporting to the local health department of:

— Outbreaks of any disease
— Occurrence of any unusual disease
— All other reportable conditions

Additional requirements for reporting outbreaks and unusual occurrences
to CDPH'’s local Licensing & Certification District Office apply to all licensed

healthcare facilities (including hospitals and skilled nursing facilities) per
Title 22 California Code of Regulations.

https://www.cdph.ca.gov/Programs/CID/DCDC/CDPH%20Document%20Library/ReportableDiseases.pdf . e/e
https://www.cdph.ca.gov/Programs/CHCQ/LCP/Pages/AFL-23-08.aspx

California Department of
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https://www.cdph.ca.gov/Programs/CID/DCDC/CDPH%20Document%20Library/ReportableDiseases.pdf
https://www.cdph.ca.gov/Programs/CHCQ/LCP/Pages/AFL-23-08.aspx
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What are Examples of Reportable HAI Incidents in
Healthcare Facilities?

* Single case of postpartum or post-surgical or facility outbreak of
healthcare-associated invasive group A strep

* Outbreak or increased incidence of any infectious agent, device- or
procedure-associated infections, for example:

— Increase in cases of patients with cultures positive for Burkholderia
in an ICU, or

— A case of post-operative or post-procedure extrapulmonary
nontuberculous mycobacteria infection

* Infections suspected to be associated with contaminated medication,
transfused blood products, or other distributed medical product

\o/‘.o
https://www.cdph.ca.gov/Programs/CHCQ/LCP/Pages/AFL-23-08.aspx
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What are Examples of Reportable HAI Incidents in
Healthcare Facilities?

* Single case of colonization or infection with a multidrug resistant
organism if never previously or only rarely encountered in a facility, such
as Candida auris or a specific carbapenemase-producing organism

* Qutbreak or increased incidence of any multidrug resistant organism,
such as MRSA in a neonatal intensive care unit

* Single case of presumptive healthcare-associated Legionnaires’ disease

* Facility outbreak of COVID-19, influenza, pneumonia, other respiratory
viral pathogen (e.g., RSV) or gastroenteritis

* Foodborne infectious disease outbreak
* This list is not all-inclusive of everything reportable to public health

e

https://www.cdph.ca.gov/Programs/CHCQ/LCP/Pages/AFL-23-08.aspx .) Gl D
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Important Updates on Outbreak of Fungal
Meningitis in U.S. Patients Who Underwent
Surgical Procedures under Epidural e 12 deaths to date

Anesthesia in Matamoros, Mexico
 Many others treated for fungal

o

rint

m This is an official meningitis
m FANA cDC . N
e Cases identified and reported

HEALTH UPDATE

Distributed via the CDC Health Alert Network afte r travel a n d p roced u re i n
June 01, 2023, 5:30 PM ET M EXICO

CDCHAN-00492

e Clinician detection

e
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@@ CDC 24/7: Saving Lives, Protecting People™

Travelers' Health

e US ident K dical Medical Tourism: Travel to Another Country for Medical Care
resiaents may Seek medica Traveling to another country to get medical care

care |n another Country that ﬁizit::izr(ies;};::.arn about the risks and how to
costs less or is provided in the

traveler’s culture or language. Traveling Interaationally ief

Medical Care

g CIiﬂlClanS ShOUId malntaln Each year, millions of US residents travel to
. . another country for medical care which is called
awareness fo ri nfe ctious medical tourism. Medical tourists from the
United States most commonly travel to Mexico and Canada, and to several other countries in Central
CO m p | |Cat|o n S O r‘ a nt| m |Cr'0 b | a I America, South America, and the Caribbean.

The reasons people may seek medical care in another country include:

resistant organisms in returning
. e Cost: To get a treatment or procedure that may be cheaper in another country
t rave I ers w h O Sou ght m ed ICa I  Culture: To receive care from a clinician who shares the traveler’s culture and language

e Unavailable or unapproved procedures: To get a procedure or therapy that is not available or
care abroad. PpIEIelp REZaR Py

approved in the United States
dé/

https://wwwnc.cdc.gov/travel/page/medical-tourism .) YT
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The Washington Post

Democracy Dies in Darkness

Second deadly TB outbreak linked to
tainted bone grafts

The same type of bone repair product was linked to tuberculosis outbreak in 2021

https://www.washingtonpost.com/health/2023/08/04/tb-outbreak-tuberculosis-bone-graft/ .) ok D
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CDC Healthcare-associated Infections (HAI) » Outbreak and Patient Notifications

Tuberculosis (TB) Disease Associated with
Suspected Contaminated Viable Bone Matrix
Material Used in Surgical and Dental
Procedures

Reported by clinician diagnosing TB in
patient who had no traditional risk factors
and recent surgery with bone allograft

https://www.cdc.gov/hai/outbreaks/TB-bone-allograft.html

At-A-Glance:

People who received product
from implicated lot: 36

Facility Type: Hospitals and
Dental Offices

States: 7/

Deaths: 2

A
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Key Points — Infection Prevention and Control
Practices and Clinical Reporting

* |ID doctors may be consulted on possible healthcare-
associated infections or ‘red flag’ cases for healthcare-
associated bloodborne pathogen transmission.

 Maintain a low threshold to report infections that may
be healthcare-associated to public health for
Investigation.
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Thank you!

Questions?

Email:
juliet.stoltey@cdph.ca.gov or
HAIProgram@cdph.ca.gov

Website:
www.cdph.ca.gov/Programs/CHCQ/HAI/Pages/HAIProgramHome.aspx

Q‘-‘Jﬁ.—/
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