
of these patients. Moreover, BSIs may prolong the hospital
admission of patients and significantly increase the costs of their
clinical management. Thus, any strategy that may help reduce
the incidence of infections in allotransplanted patients should be
considered by hospital administrators. In our view, adequate
nurse staffing levels to provide direct patient care should be
considered as an important measure to reduce infection in
allotransplanted patients.
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High Levels of Hand-Hygiene Compliance Are
a Worthwhile Pursuit

To the Editor—We read with great interest the excellent review
of evidence-based recommendations for the prevention of

figure 1. (A) Distribution of positive blood cultures over the
study period (2010–2015). (B) Year distribution of gram-positive to
gram-negative ratio.
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Clostridium difficile infection (CDI) by Louh et al.1 In this
article, the authors reviewed 4 studies that assessed the impact
of hand-hygiene campaigns to reduce CDI. Based on these
papers, the authors did not recommend any hand-hygiene
interventions to reduce CDI.

In their discussion section, Louh et al stated, “Although
older studies have shown a significant reduction in
nosocomial infections by observing good hand hygiene,
further benefit from promoting hand hygiene is unlikely, as the
margin for improvement diminishes. Therefore, if any
institution has adequate hand-hygiene processes, incremental
efforts to improve hand hygiene may not be as beneficial as
other interventions.” We have 2 concerns with this statement
and their conclusion. First, the authors did not define a level of
“adequate hand hygiene.” Second, their conclusion that
moving from high to very high levels of hand-hygiene
compliance offer diminishing benefits is not supported by
the literature. We have previously demonstrated that an
improvement in hand-hygiene compliance from a high
baseline level (>80%) to an even higher level (>95%)
led to a significantly decreased healthcare-associated infection
rate (P= .0066).2 Based on our data, we believe that
achieving very high levels of hand-hygiene compliance is both
feasible and worthwhile to reduce healthcare-associated
infections.
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Role of Ethanol Locks in Reducing Bloodstream
Infections in Adults on Parenteral Nutrition

To the Editor—Central-line–associated bloodstream infections
(CLABSIs) are one of the leading complications in patients
receiving home parenteral nutrition (PN).1 Parenteral nutrition
is generally administered through intravenous catheters for
prolonged periods of time, particularly in patients with chronic
illnesses such as intestinal failure. Each CLABSI puts patients at
greater risk of complications including: sepsis, endocarditis,
multidrug-resistant (MDR) bacteria, thrombosis and malnutri-
tion which may lead to more hospital stays, increased costs of
care, and decreased quality of life.2,3 Additionally, most blood-
stream infections require catheter replacement for optimal
management.4 Ethanol lock therapy (ELT) is a proposedmethod
to reduce CLABSIs requiring hospitalizations and associated line
replacements by preventing catheters from becoming colonized.
Ethanol provides benefits over traditional antibiotic locks

due to its ability to kill a broad spectrum of organisms,
including MDR bacteria and fungi, with minimal side effects.
Trials in the adult population have included patients with
long-term central venous catheters, such as dialysis, oncology,
and PN patients, and have shown variable results.5–8

The goal of this study was to further evaluate benefits of
adding prophylactic ELT to all patients with silicone-based
tunneled catheters in adult patients on home PN for an
advanced form of intestinal failure (type 2 or type 3) as defined
by the European Society for Clinical Nutrition and Metabo-
lism (ESPEN). 9 The primary outcomes evaluated were the
rates of CLABSI and resulting hospitalizations in patients
before and after the initiation of the ELT protocol. Secondary
outcomes included type of bacteria, number of line replace-
ments, and number of hospital days.
This retrospective cohort study compared CLABSI rates and

hospitalization days before and after ELT therapy protocol
initiation in a 1,550-bed, tertiary-care, university-affiliated
Hospital in Miami, Florida. Following institutional review
board approval, all patients >18 years old receiving PN on the
surgical nutrition service between April 1, 2009, and April 30,
2015, were identified using a web-based clinical surveillance
software system, VigiLanz (VigiLanz, Minneapolis, MN),
which utilizes data from electronic health records. Patients
were assigned to the preimplementation group if they
received PN between April 1, 2009, and March 30, 2012, or
the postimplementation group if they received parenteral
nutrition between May 1, 2012, and April 30, 2015. If the dates
of PN administration spanned both groups, catheter days and
hospitalizations were separated based on the study period.
The ELT protocol requires a 70% ethanol solution to dwell

in the Hickman catheter for at least 4 hours, 3 days per week.
Ethanol lock therapy may only be administered to patients
with silicone-based tunneled catheters, such as Hickman
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