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On May 24, 2016, the New York City Department of Health 
and Mental Hygiene notified CDC of two cases of Exophiala 
dermatitidis bloodstream infections among patients with 
malignancies who had received care from a single physician at 
an outpatient oncology facility (clinic A). Review of January 1–
May 31, 2016 microbiology records identified E. dermatitidis 
bloodstream infections in two additional patients who also 
had received care at clinic A. All four patients had implanted 
vascular access ports and had received intravenous (IV) medica-
tions, including a compounded IV flush solution containing 
saline, heparin, vancomycin, and ceftazidime, compounded 
and administered at clinic A.

E. dermatitidis (previously known as Wangiella dermatitidis) 
is a neurotropic, dark pigment–forming fungus that is found 
in the environment (1). Health care–associated infections have 
been reported and include catheter-associated fungemia (1) 
and an outbreak of E. dermatitidis meningitis associated with 
contaminated injectable steroids prepared by a compounding 
pharmacy (2).

A case was defined as any non-Candida species yeast or 
mold identified on culture of blood or central venous cath-
eter (CVC) (implanted port or peripherally inserted central 
catheter) from a patient who received care at clinic A during 
January 1–May 31, 2016. Case finding included microbiology 
record review, medical record review, and requests for screening 
blood and CVC cultures for all patients who had received an 
IV medication at clinic A during this period.

During January 1–May 31, 2016, a total of 153 patients were 
seen at clinic A, 38 (25%) of whom received an IV medica-
tion. Among these 38 patients, six were deceased before the 
investigation began with case status undetermined, and three 
declined to be evaluated, leaving 29 patients for analysis. 
Seventeen (59%) of the 29 patients met the case definition, 
including 13 whose cultures yielded E. dermatitidis, two with 

Rhodotorula mucilaginosa, and two with both fungi. No cases 
were identified among patients who did not receive IV medi-
cations. Five of the 17 cases were identified in symptomatic 
patients who sought medical care for infection or underlying 
medical conditions, and the remaining 12 were identified by 
screening blood or CVC culture. Two of the infected patients 
died at 10 days and 12 weeks after positive culture, respectively; 
it was unclear whether the deaths were related to the infections.

The 17 patients with a positive culture (by blood or CVC 
culture) did not share a common chemotherapeutic exposure 
or a common adjunctive IV therapy (e.g., dexamethasone 
or ondansetron). However, all patients with or without a 
positive culture were exposed to the compounded IV flush 
solution. Patients with a positive culture received a median of 
12 flushes (range = 2–20) during the study period compared 
with a median of four flushes for those with a negative culture 
(range = 1–12) (p = 0.004, Kruskal-Wallis test).

Twenty-four of the 29 patients had a CVC, and five received 
IV medications through a peripheral line; all 17 patients with a 
positive culture had a CVC (attack rate of 71% compared with 
0% among those with a peripheral line). After the screening 
blood culture was obtained, all patients with a CVC had their 
venous access removed and began 4–6 weeks of antifungal 
therapy. The five patients who received IV medications through 
a peripheral line had negative screening blood cultures, and 
antifungal treatment was not recommended.

Assessment of clinic A revealed failures to meet CDC 
infection control standards for outpatient oncology settings 
(3) as well as standards for sterile medication compound-
ing and handling of hazardous drugs as outlined by U.S. 
Pharmacopeia chapters 797 and 800 (4,5) and the Food and 
Drug Administration (6). Investigators learned that IV flush 
bags containing saline, heparin, vancomycin, and ceftazidime 
had been compounded under substandard conditions, stored 
in a refrigerator, and accessed daily for multiple patients over 
approximately 4–8 weeks until the solution was depleted.

Upon issuance of an order by the commissioner of the New 
York City Department of Health and Mental Hygiene on 
May 31, 2016, the provider ceased treating patients at clinic 
A until it became compliant with medication preparation and 
infection prevention standards. This outbreak highlights the 
gaps in both awareness and enforcement of national and state 
pharmacy and infection control standards in outpatient set-
tings that perform parenteral medication compounding and 
infusion services (3–6).
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