CDC Candida auris Colonization fact sheet
· Fungal infection that can cause serious infection 
· Can spread from patient to patient in hospitals and nursing homes
· C.auris can spread from bodies to other people as well as environment
· Those who are colonized do not have symptoms or show sign of infection
· Those who are colonized may develop illness 
· Can have C. auris and pass fungus to others without knowing
· Providers should consider taking extra steps to prevent infection
· Single room
· Gown/gloves
· Terminal cleaning w/ approved product 
· Patient, family members, healthcare staff thoroughly and regularly preform hand hygiene
· PPE when dressing wounds or bathing
· Continuous screening for colonization
· Clear communication about colonization status when engaging the healthcare system 

CDC MDRO Management: MDRO Prevention and Control 
*Something to note: this guidance was published in 2006 and does not address current targeted MDROs 
· Prevention strategies are most effective when incorporated into all routine patient care
· Keys for successful control of target MDROS:
· Administrative support and involvement
· Facility-wide, unit-targeted, and informal, educational interventions
· Judicious antimicrobial use 
· A temporal association between formulary changes and decreased occurrence of a target MDRO was found in several studies, especially in those that focused on MDR-GNBs
· MDRO surveillance
· Allows detection of newly emerging pathogens
· Monitors epidemiologic trends
· Measures the effectiveness of interventions
· Clinical vs. colonization
· Clinical 
· Antibiograms
· Incidence based on clinical culture results
· Colonization
· “This approach is based upon the observation that, for some MDROs, detection of colonization may be delayed or missed completely if culture results obtained in the course of routine clinical care are the primary means of identifying colonized patients”
· Hard to disentangle the contribution of active surveillance and isolation 
· Seen success in predicting MRSA transmission based on asymptomatic surveillance cultures (ASC) in addition to isolation
· Not well studied for gram-neg bacteria
· Mixed results, some suggest colonization screening can decrease transmission while others suggest that ASC is not necessary to control endemic MDR-GNBs
· Most successful when supported by designated personnel to obtain specimens
· Lab capacity 
· Mechanisms for communicating results to providers
· Concurrent decisions about transmission-based precautions 
· Mechanism for assuring adherence to the transmission-based precautions
· Infection control precautions 
· Standard vs. Standard + contact 
· Most studies implemented contact precautions for all patients found to be colonized or infected with the target MDRO
· Some also indicated using contact precautions for all patients awaiting colonization results and removing from contact precautions if negative 
· Cohorting can be applied to patients and staff if resources are limited 
· Due to intermittent shedding, and prolonged nature of colonization, duration of contact precautions is debated 
· Used to recommend 3 negatives for VRE
· Not necessarily applicable to these new MDROs (CRE, C.auris etc.) 
· During outbreak, colonized patients should remain on contact precautions indefinitely 
· Patient quality of life needs to be considered
· Enhanced-barrier precautions!!!
· Environmental measures
· “Monitoring for adherence to recommended environmental cleaning practices is important determinant for success in controlling transmission of MDROs in the environment”
· Decolonization
· Not applicable 

Haverkate et al. Duration of Colonization With Klebsiella pneumoniae Carbapenemase-Producing Bacteria at Long-Term Acute Care Hospitals in Chicago, Illinois
· Citing another paper: High readmission rates in LTACHs can cause pathogens can be re-introduced if colonization lasts long enough, creating a persistent loop of disease.
· Surveillance screening for KPC comprised rectal swab screening. Date of first positive culture was taken as the start of colonization.
· Results: KPC colonization was prolonged among LTACH patients
· 83% of patients remained colonized after 4 weeks (i.e., median duration of LTACH stay), when re-tested during same LTACH admission
· Estimated that ~50% of KPC+ patients were still colonized when readmitted after 9 months
· Median time from admission to 1st positive culture was 1 day (IQR, 1-17). [This is not a main point of discussion in the article, but to me emphasizes possibility of KPC introduction to and transmission within a facility if colonization status is not known.]


Ben-David et al. A National Intervention to Prevent the Spread of CRE in Isreali Post-Acute Care Hospitals:
· Cited from another paper: The transfer of colonized patients from acute care facilities to LTACHs is most likely the primary mode of introduction or resistant pathogens to LTACHs. 
· This study looks at post-acute care hospitals (PACHs) in Israel (similar to LTACHs). Approximately 10% of CRE carriers discharged from acute care facilities went to PACHs – demonstrates opportunity for transmission across healthcare settings.
· Point prevalence survey was conducted in PACHs (2,451 bed total, median = 209 bed). At time of PPS: CRE carriage in 17% of all screened
· Prevalence of rectal carriage among patients without hx of carriage: 12%. 
· The study demonstrated that a nation-wide (so not just facility-specific) centrally coordinated intervention succeeded in improving compliance with infection control protocols and reducing prevalence of CRE carriage. Coordination at a regional level was important. 
· Institutional policy of active surveillance for CRE at admission was independently associated with reduced likelihood of newly discovered CRE for PACH patients undergoing screening. 
· From Calfee et al: clinical cultures may fail to identify colonized ICU patients. 37% of ICU patients with CRKP were first identified by active surveillance cultures. 
· Noted limitation: rectal swab sample as exclusive means of CRE carriage detection. Additional of inguinal skin swab could increase sensitivity. 

Zimmerman et al. Duration of Carriage of CRE Following Hospital Discharge
· [bookmark: _GoBack]Duration of carriage was affected by whether the index isolation was a clinical culture (641 days to negativity) vs surveillance culture (337 days to negativity). 
