
Quaternary ammonium compounds (also known as ‘Quats’ or ‘QACs’) which are 
commonly used for hospital and long-term care facility disinfection may not be 
e�ective against spore-forming Candida auris.

It is imperative that IPC Managers liaise with Cleaning Supervisors and provide oversight of 
cleaning methods to ensure the use of sporicidal surface disinfectants, including the 

application of the product for the correct contact time.

 

Leukomed® Sorbact® 
Surgical site infection prevention

• Clinically signifi cant 65% relative risk reduction of acquiring a surgical site
infection post caesarean section1  

• Up to 57% cost reduction of SSI when treating caesarean sections, using NHS
cost model2 

Account Manager or visit 

Leukomed
by

Proven infection management...

Physical microbe binding
technology...  

Cost-e�ective
surgical site infection prevention...

1)  Stanirowski J, Bizon M, Cendrowski K, et al (2016b) Randomized controlled trial evaluating dialkylcarbomyl chloride impregnated 
    dressings for the prevention of surgical site infections in adult women undergoing caesarean section. Surg Infect (Larchmt) 17(4): 427–35 
2)  Davies H, McMaster J, et al. Cost-e�ectiveness of DACC dressing to prevent SSI following caesarean section. Presented at Wounds UK, 
    Harrogate, November 2018 
3)  Cutting K, Maguire J (2015) Safe bioburden management. A clinical review of DACC technology. Journal of Wound Care Vol 24, No 5

• E�ective reduction of the bacterial burden in critically colonised or locally 
infected wounds3  

REFERENCES 

Centers for Disease Control and Prevention (CDC) Candida auris September 2019.  
https://www.cdc.gov/fungal/candida-auris/index.html 

Govender NP, Avenant T, Brink A, et al. Federation of Infectious Diseases Societies of Southern 
Africa guideline: Recommendations for the detection, management, and prevention of 
healthcare-associated Candida auris colonisation and disease in South Africa. S Afr J Infect Dis. 
2019;34(1), a163. https://doi.org/10.4102/sajid.v34i1.163 

National Institute for Communicable Diseases (NICD): Centre for Opportunistic, Tropical and 
Hospital Infections (Dec 2016). Interim guidance for management of Candida auris infections in 
South African hospitals. https://www.nicd.ac.za/diseases-a-z-index/candida-auris/ 

Van Schalkwyk E, Mpembe RS, Thomas J, et al. Epidemiologic Shift in Candidemia Driven by 
Candida auris, South Africa, 2016-2017. Emerg Infect Dis. 2019;25(9):1698-1707. 
doi:10.3201/eid2509.190040. https://pubmed.ncbi.nlm.nih.gov/31441749/ 

Fisher MC, Alastruey-Izquierdo A, Berman J, et al. Tackling the emerging threat of antifungal 
resistance to human health. Nat Rev Microbiol. 2022;20(9):557-571. 
doi:10.1038/s41579-022-00720-1  

Chowdhary A, Sharma C, Meis JF (2017). Candida auris: A rapidly emerging cause of 
hospital-acquired multidrug-resistant fungal infections globally.
PLoS Pathog 13(5): e1006290. https://doi.org/10.1371/journal.ppat.1006290 

Centers for Disease Control and Prevention (CDC). 2019 Antibiotic Resistance Threats in the United 
States, 2019. Atlanta, GA:U.S. Department of Health and Human Services, CDC; 2019. 
https://www.cdc.gov/drugresistance/biggest-threats.html 

CDC/ Healthcare Infection Control Practices Advisory Committee (HICPAC) 2008. Guideline for 
Disinfection and Sterilization in Healthcare Facilities. 

CDC/ HICPAC 2007. Guideline for Isolation Precautions: Preventing Transmission of Infectious 
Agents in Healthcare Settings. 

Need product or newsletter information?
Click here and an Essity representative

 will contact you

 B
EE

TL
E 

IN
C

 - 
ES

TY
21

1  
0

9/
20

22

Up to 73%  
bacterial reduction 

in critically  
colonised wounds1

Leukomed® Sorbact® and Cutimed® Sorbact® utilise the effective Sorbact®  
Technology that binds bacteria with a purely physical mode of action. Sorbact® Technology removes 
bacteria without releasing possibly harmful endotoxins.2

Cutimed® Sorbact® is 
applied directly to the 
wound. Bacteria and / or 
fungi are attracted to the 
Sorbact® mesh.

Bound pathogens 
are removed with 
each dressing 
change.

An infected or critically
colonised wound

 

Cutimed® Sorbact® Mode of action

1Mosti G, Magliaro A, Mattaliano V, et al. Comparative study of two antimicrobial dressings in infected leg ulcers: a pilot study, J Wound Care 2015;24(3):121-122; 124-127. 
2  

Cutimed® Sorbact®

Effective infection management

Essity. 30 Gillitts Road, Pinetown 3610. Phone: + 27 31 710 8111. 
Email: medical.za@essity.co.za. www.essity.com

Sorbact® is a registered trademark of ABIGO Medical AB.

Sorbact® is a registered trademark of ABIGO Medical AB.
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Specific Enquiries: +27 31 710 8038/8005. Email: medical.za@essity.com, www.essity.com.
Further information available on request from Essity. 22_BSN139
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Tork
an Essity brand

Essity. 30 Gillitts Road, Pinetown 3610. Phone: + 27 31 710 8111. 
Email: medical.za@essity.co.za. www.essity.com

Contact us on 

tork.rsa@essity.com or 

www.tork.co.za 

Reduce risk and secure the new 
hygiene standard with Tork

When hands-free hygiene is crucial in order 
to reduce cross-contamination and meet 
regulations, Tork has all the right products  
to offer.
One-at-a-time dispensing reduces waste  
and helps improve hygiene. 

• Peakserve Paper Towel – Offers the 
highest capacity of up to 2132 sheets

• SmartOne Toilet Paper System – 
Reduces blockages and rolls last 
longer

• Tork Soap Systems – Giving you up to 
2500 doses

Contact Tork to set  
up a trial
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Candida auris
An update on the fungal superbug

Featured
this

month:

Hello readers! 

The Microbe of the Month newsletter aims to create awareness of pathogens of clinical importance, 
in an easy to read and understand format. Every newsletter provides essential facts, practical 
guidelines, and up to date resources for healthcare workers which are relevant to Infection 
Prevention and Control (IPC), and Antimicrobial Stewardship (AMS) practice.

BACKGROUND to Candida auris 1,2

Candida auris is a multidrug-resistant fungal pathogen which causes invasive yeast infections 
(termed ‘candidiasis’) and outbreaks, particularly in immune-compromised and chronically 
ill individuals. 

Associated with substantial morbidity and mortality, it represents a serious global health threat – 
and once established, is di�icult to eradicate from the healthcare environment. 

Cases of Candida auris (C. auris) were first reported from Japan in 2009, after it was isolated from a 
patient’s ear (‘auris’ is from the Latin for ‘ear’); although earlier cases have since been detected in 
culture repositories from as early as 1996. 

By 2018, cases of C. auris had been reported from all six continents. Of particular concern is that 
large outbreaks of C. auris have been reported from resource-limited settings in Africa, Asia, and 
South and Central America. 

Since then, C. auris has been detected in more than 100 South African hospitals – causing large 
outbreaks at some facilities – and this pathogen now accounts for at least 1 in 10 cases of 
drug-resistant candidemia.  (Refer to Microbe of the Month October 2019) 

Most fungi and yeasts prefer the cooler temperatures in soil, but C. auris can grow at relatively high 
temperatures (42°C). To our knowledge, it has never been isolated from the natural environment; 
however, it is believed that changes in environmental temperatures may have led to its emergence. 

Candida auris can live on the skin, inside the gut or in the environment, and causes invasive 
infections such as bloodstream infections (candidemia), meningitis, bone infections, burn / wound 
infections, and urinary tract infections. 

This fungus rarely colonises the hands of healthcare workers; however, due to its ability to form 
biofilms, it can survive for prolonged periods on environmental surfaces near to colonised or infected 
wounds, invasive medical devices, and reusable patient equipment. 

WHO IS AT RISK? 1,2,3,4,5

Opportunistic pathogenic fungi are commonly found within our close living environments, and many 
produce abundant airborne spores. Consequently, humans are exposed to diverse environmental 
fungal pathogens as bio-aerosols every day. 

Whereas most environmental fungi cause no noticeable pathophysiological events in healthy
individuals, those with compromised health or immunity are susceptible to a spectrum of disease, 
including superficial, allergic, chronic or life-threatening invasive and drug-resistant fungal infections.

EPIDEMIOLOGY and TRANSMISSION of Candida auris 1,2,3,4,5

Invasive fungal infections pose an important threat to public health and are an under-recognised 
component of antimicrobial resistance (AMR), an emerging crisis worldwide. 

There are over 150 species of Candida, but only six commonly appear in humans. C. auris has 
rapidly emerged as a major cause of candidemia in South Africa, surpassing the number of 
cases caused by C. albicans, C. glabrata, C. tropicalis, and C. krusei over the past 7 years. 
The reasons for the dramatic emergence of C. auris as a pathogen in healthcare settings are 
not clear. It is known that South Asia, East Asia, Africa and South America have unique C. auris 
clades, which are separated from other clades by thousands of genetic di�erences in their DNA 
nucleotides. This supports the hypothesis that C. auris emerged independently and 
simultaneously on several continents – most probably from an environmental reservoir.

CLICK HERE TO DOWNLOAD

Please use this newsletter as a teaching tool in your workplace, share it widely and start an 
‘infectious dialogue’ about topical issues in infection control!

Adhere strictly to the ‘Five moments of hand hygiene’ WHO, including ‘bare below 
the elbows’ and no jewellery (rings, watches, bracelets, etc.).

Wash hands when visibly soiled or after contact with blood and body fluids.

Use a 70% alcohol-based hand rub on dry hands in all other instances.

Monitor adherence to hand hygiene by visual inspection and the auditing of 
adherence versus the number of hand hygiene opportunities.

1.

2.

3.

4.

5.

6.

7.

8.

9.

the elderly and debilitated residents of long-term care facilities and critically ill patients 

(including neonates)

those with immune systems compromised by diabetes mellitus, HIV, cancer chemotherapy 

or transplant-necessitated immune suppression therapy

prior or prolonged exposure to broad-spectrum antimicrobial agents

invasive surgical and medical procedures 

those with severe viral infections, such as the influenza virus and COVID-19

The patient populations at risk of invasive infections are expanding, and include:

A global map depicting the

rapid emergence of 
multidrug-resistant 

Candida auris strains 
in five continents.6 

Investigators still do not know why 

four di�erent strains 
of C. auris emerged 
around the same time 
across the world.

All four strains have been found in 
the United States, likely introduced 
through international travel.7

Key words: Candida auris, Candidemia, Diagnosis, Antifungal Treatment, Infection Control,
           Antifungal Stewardship.

Sporicidal disinfectants must 
be used for the cleaning and 
disinfection of patient care 

surfaces and shared equipment.

‘High-touch surfaces’ 
implicated in the 

transmission of C. auris.

Microscope image of the 
branching hyphae and spores 

of Candida auris.

LABORATORY DIAGNOSIS 1,2,3

Like other Candida infections, C. auris 
infections are usually diagnosed by the culture 
of blood or other body fluids.

C. auris is harder to identify than more 
common types of Candida and may be 
confused with other types of yeasts. This 
delays the initiation of appropriate antifungal 
treatment and the rapid institution of 
appropriate IPC measures. 

The laboratory should suspect C. auris when 
specimens are submitted from facilities known 
to be endemic for this pathogen, or when the 
culture is fluconazole-resistant.

In a recent South African study,4, the risk of 
C. auris candidemia (vs. fungemia caused by 
any other Candida species) was three times 
higher among patients admitted to private- 
sector hospitals. Other risk factors included 
prior antifungal therapy, older age, longer 
hospital stay before the first positive culture, 
and the presence of a central venous catheter. 

Healthcare facilities that suspect they have a patient with C. auris 
should contact the Medical Microbiologist for immediate guidance on treatment 

and infection control precautions.

Standard 
precautions

Make gloves and disposable impervious aprons available.

Wear disposable (impervious) gowns when there is close contact with a patient, or 
a high risk of blood and body fluid exposure.

Wear eye protection and a mask during procedures where there might be a risk of 
splashes.

Don all personal protective equipment (PPE) prior to entering the room and before 
touching a patient or the immediate environment (i.e., bed, linen, equipment, 
invasive devices and personal items).

Remove and discard PPE inside the room, and wash your hands before leaving the 
patient or the immediate vicinity.

Visitors need not use PPE unless performing a nursing duty.

Dedicate equipment to individual patients where possible (e.g., blood pressure 
cu�s, thermometers, etc.). 

Contact
transmission-
based 
precautions

Accommodate each infected and/or colonised patient in a single room with en 
suite facilities. 

A�ix ‘contact precautions’ signage to the door.

If single rooms are not available, ‘cohort’ patients who are infected or colonised 
with the same pathogen (i.e., same species, similar antimicrobial susceptibility 
profile) in the same room. 

Ensure at least 2m between beds when patients are cohorted (i.e., to allow 
adequate movement and the use of mobile equipment without touching the 
adjacent patient).

Restrict the number of visitors at a single time.

Isolation or
cohorting

Clean rooms at least daily, and ‘high touch surfaces’ twice daily. 

Clean and disinfect all surfaces with a detergent-based sodium hypochlorite 
solution (1000 parts per million).

Clean and disinfect equipment (according to the manufacturer’s guidelines) after 
use if single-use items are not available.

Handle all linen from infected or colonised patients as infectious linen – place in a 
yellow plastic bag and wash separately at 65˚C for at least 10 min.

All linen (including bed curtains) should be removed and laundered after discharge.

Consider hydrogen peroxide fogging or wipes as an adjunctive measure when the 
patient vacates the room (there is insu�icient evidence based on studies done in 
healthcare environments to currently recommend UV light disinfection).

Environmental 
cleaning

Adherence to the relevant care bundles should be monitored and measured:
 > Tracheostomy / ventilator-associated pneumonia (VAP)
 > Central line-associated bloodstream infection (CLABSI)
 > Catheter-associated urinary tract infection (CAUTI)

Remove all devices as soon as possible

Medical 
devices and 
care bundles

Notify receiving departments if the patient is to be transported between 
departments.

Notify the receiving hospital if the patient is transferred to another hospital or 
long-term care facility.

Patient 
movement

Train cleaning personnel on how to make up and store sodium hypochlorite 
solutions correctly, and how to clean. 

Educate patients, visitors and families on hand hygiene.

Train multidisciplinary team members on IPC recommendations.

Routine screening of all newly-admitted patients for C. auris colonisation is currently 
not recommended due to limited evidence; nor is the routine screening of healthcare 
personnel necessary.

Training

Clinical relevance? 
 
 • Most C. auris isolates are resistant to fluconazole, an important first-line antifungal agent.  

 • More than 40% of isolates are also resistant to amphotericin-B and/or the echinocandins.

 • Patients with invasive C. auris infections are at high risk of dying, with a reported                           

     in-hospital mortality of approximately 45%. 2,3

 • It is likely that inadequate Antifungal Stewardship (AFS) and Infection Prevention and    

    Control (IPC) programmes are the underlying drivers of the emergence and transmission   

    of this pathogen. 2

to get your 
free AMR kit

CLICK
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to find out more 
about Essity
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Watch a short video on Cutimed® Sorbact®

including benefits, uses and instructions
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THE BOTTOM
LINE...1,2,3,8,9

SUMMARY OF RECOMMENDATIONS FOR THE PREVENTION OF TRANSMISSION OF CANDIDA AURIS.


