
(ie, unaware of her pregnancy at that time). The mother recalled
febrile illness with rash, conjunctival infection about a week prior
to the vaccine administration. The infant’s rubella virus genotypic
test by public health laboratory identified wild-type virus, indicat-
ing that CRS was acquired from the initial maternal viral infection
and was not related to the maternal rubella vaccine.

Importantly, CRS, being a multisystem disease, requires a
multidisciplinary team approach to improve patient outcomes
(Table 1). The treatment of patients with CRS is largely supportive,
though it has incredible implications for long-term neurodevelop-
mental outcomes. The opportunity for early intervention for
psychiatric pathology has long-term implications on overall
patient outcome.3

Obstetricians and pediatricians should be aware of the unique
scenario, as mentioned. If the maternal infection is confirmed dur-
ing pregnancy, the further risk of CRS to fetus needs to be discussed
with family. Congenital defects occur in up to 85% of fetuses if
maternal infection occurs during first 12 weeks of gestation,
50% if infection occurs during the first 13 to 16 weeks of gestation,
and 25% if the infection occurs during the end of second trimester.
Additionally, in case of inadvertent rubella vaccine administration
during pregnancy or if the pregnancy occurs within 28 days of
immunization, the patient should be counseled on the theoretical
risks to the fetus although the risk is 0.2%, which is considerably
lower than the risk with wild rubella virus.4

A CRS diagnosis has important implications for infection
control, necessitating early identification in the neonatal period.
Infants with CRS can continue to shed the virus in urine and
nasopharyngeal secretions for up to 1 year. Interestingly, the virus
has been reported to be shed for up to 3 years in infants with a high

titer from lens aspirate.5 Contact isolation is indicated for children
with proven or suspected congenital rubella until they are at least
1 year of age, unless 2 cultures of clinical specimens (throat swab
and urine specimen) obtained 1 month apart after 3 months of age
are negative for rubella virus. Hand hygiene cannot be overempha-
sized in such a situation in reducing transmission from the urine of
children with CRS. Given the comorbidities of CRS, these infants
will likely need frequent clinic visits to various subspecialists as
well, increasing the chances of exposure to relatively susceptible
populations. The appropriate isolation precautions can only be
instituted if the CRS diagnosis has been considered and confirmed.
CRS is a reportable disease, and all cases should be reported
through local or state health departments.

Physicians need a low threshold for investigating the possibility
of CRS in neonates in a clinically relevant setting, not only for the
accurate diagnosis but also for the direction of appropriate
supportive care in timely manner due to multisystem morbidities.
Appropriate infection control strategies should be ensured
in public settings until these patients become noncontagious
to limit the spread of the virus in the rest of the susceptible
community.
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To the Editor—Healthcare facilities are dependent on water supplies
to deliver daily patient care. The water used for care and consump-
tion in hospitals meets strict regulations for microbiological criteria

Table 1. Common Presentations of Congenital Rubella Syndrome4

Systems Findings

Ophthalmology Cataracts, congenital glaucoma,
microphthalmos, pigmentation retinopathy

Cardiac Patent ductus arteriosus, peripheral pulmonary
artery stenosis

Hematology Thrombocytopenia, hemolytic anemia,
petechiae/purpura, dermal erythropoiesis
causing blueberry muffin rash

Neurology Behavioral disorders, meningoencephalitis,
microcephaly, mental retardation, autism,

Hearing Sensorineural hearing loss
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(eg, absence of Escherichia coli, enterococci, and coliforms).1,2 In
France, drinking water is provided by the city, which ensures water
potability.3,4 In our hospital, which hosts∼2,500 beds at 2main sites,
this water can be directly used for standard care such as hand wash-
ing, bathing of patients, or reprocessing ofmedical equipment. It can
also undergo treatment for use in intensive care units, operating
rooms, and for hemodialysis, sterilization of surgical instruments,
and endoscope disinfection.

Water supply interruptions remain very rare in French hospitals,
but in November 2018, the entire water network of the Brest
teaching hospital was polluted as a result of construction damage
to the public water system. This event resulted in a major increase
of the water turbidity from 0.20 to 8 NTU (nephelometric turbidity
units) and caused emergency water supply interruption. We had no
emergency water supply plan (EWSP), as recommended by the
Center for Disease Control and Prevention, and we had to improvise
our responses.5

Specific measures were taken by the Infection Control Unit in
agreement with hospital leadership (Table 1). Drinking at faucets
and fountains was forbidden and bottles of mineral water were
distributed in units for patients and health workers. The use of
tap water for standard care was stopped, and we asked health work-
ers to use bottles of sterile water. Showering and bathing of patients
were forbidden, as was hand washing with soap and tap water. We
recommended the use of an alcohol-based hand rub as the preferred
means for routine hand antisepsis in all clinical situations. Surgical
hand antisepsis also had to be performed using alcohol-based
hand rub. Many 0.2-μm filters used for dialysis systems, in steriliza-
tion units, endoscopes disinfection areas, and especially in operating
rooms were saturated. This resulted in a lack of pressure in

dialysis systems, for example. We had to change filters regularly to
maintain care. Food productionwas stopped andwas limited to sim-
ple items. Disposable plates and utensils were used because dish-
washing was not available.

The water supply was disrupted for 24 hours; it was solved by
repairs on the public water system and a global purge of the
hospital water system until the return of normal water turbidity.
Water potability controls were implemented at different places
in the hospital to represent the entire water system.

A fewdays after the episode, some potability controls for drinking
fountains in different places in the hospital showed the presence of 1
pathogenic bacterium. This bacterium, the Enterobacteriaceae
Lelliottia amnigena, was found in 4 different units and at remote
locations within the hospital.

The presence of this bacterium was probably due to the water
pollution, contamination of the drinking fountain system, and
the diffusion of a biofilm into the hospital water network.
Therefore, we had to make new controls for water potability of
all the contaminated drinking fountains after disinfection. No
digestive infections were reported following this accident, nor
were adverse events due to the use of dialysis machines found
during the episode.

This type of accident is unusual, but it must be anticipated. In
hospitals, an action plan should be created to be fully prepared in
case of such an accident. One of the most difficult decisions was
when to authorize people to use the water from the hospital water
system again. On one hand, it was difficult to stop the use of a water
system for a long time while awaiting microbiological result
because it disrupted the proper functioning of the hospital. On
the other hand, there was a risk of endangering patients, staff, and
visitors if we decided to use the water too soon. We finally decided
to allow the use of water once the turbidity returned to normal
(ie, 0.20 NTU).

Following this accident, the hospital decided to write an
emergency water supply plan to deal with a new episode of water
contamination.
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Areas Impacts Solutions

Drinking
water

Drinking at faucets and
fountains was forbidden.
Showering and bathing of
patients were forbidden.

Bottled water was used for
drinking.
Use of wash cloths

Food Food production was
stopped because
dishwashing was not
available.

Food production limited to
simple items
Use of disposable plates
and utensils

Standard
cares

Tap water was forbidden for
standard care.

Use of sterile water

Hand
hygiene

Hand washing with soap and
tap water was forbidden.

Use of alcohol-based hand
rub
Surgical hand antisepsis
performed using alcohol-
based hand rub

Dialysis
Sterilization
Endoscope
disinfection
Operating
room

Saturation of system filters
and loss of water pression

Use of 0.2-μm filters
changed as often as
needed
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To the Editor—We read with great interest the article by Dantes et al1

on the preventability of hospital-onset bacteremias (HOBs) and the
use of this metric as a quality outcome measure. In 2017, we also
reported a retrospective analysis of the impact of quality improvement
efforts on overall intensive care unit (ICU)HOBs over the course of 10
years at an academic medical center, during a period when the
institution developed a virtual critical care department that utilized
telemedicine technology and concurrently developed, implemented,
and iteratively adapted multiple clinical practice guidelines across
the ICUs of an academic medical center.2–4

In our study, which examined a total of 835 bacteremias across 7
ICUs, we observed a progressive and sustained 82.8% decrease in total
annual bloodstream infections (BSIs), including an 85.0% decrease in
primary BSIs and 81.4% decrease in secondary BSIs.2 Our analysis by
pathogen also detected significant decreases in BSI rates for all patho-
gens, particularly highest for non–S. aureus staphylococci (0.300-fold
per year) and Staphylococcus aureus(0.191-fold). Decreases in BSI
rates were significant across all ICUs, with the exception of the cardiac
surgery and coronary care unit. Potential confounders of decreased
number of blood cultures drawn, length of ICU stay, APACHE IV
scores, glucose levels, vital status, and number of stays were controlled
for during regression analysis, and our results remained highly signifi-
cant following this adjustment.

Thus, our findings indicate that institutions can prevent and
markedly reduce the incidence of HOBs, at least in the ICU
setting. Moreover, BSIs represent a relatively objective end point
where the primary identified limitations have been concerns with
appropriate identification of blood culture contaminants and
infections that arise from mucosal barrier injury.5,6 This focus

contrasts with other hospital-acquired infection metrics such as
catheter associated urinary tract infections, ventilator associated
events, Clostridioides difficile infection, and central-line associated
bloodstream infections, where multiple definition issues have
been identified that can lead to both inaccurate estimations of
infection rates and can potentially promote efforts to “game the
system.”7,8
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