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Abbreviations

ACSQHC Australian Commission on Safety and Quality in Health Care

CPE Carbapenemase-producing Enterobacterales

ESBL Extended spectrum beta-lactamase

HAI Healthcare associated infection

ICU Intensive care unit

MRGN Multi-resistant Gram negative

MRO Multi-resistant organism

MRSA Methicillin resistant Staphylococcus aureus (meticillin resistant
Staphylococcus aureus in UK)

NHMRC National Health and Medical Research Council

PPE Personal protective equipment

VRE Vancomycin resistant Enterococcus species.

Glossary of terms: infection prevention and control
National Health and Medicine Research Council (2019)

Airborne Precautions

A set of practices used for patients known or suspected to
be infected with agents transmitted person-to-person by
the airborne route.

Antibiotic

A substance that kills or inhibits the growth of bacteria,
fungi, or parasites.

Antimicrobial resistance

Failure of an antimicrobial to inhibit a microorganism at the
antimicrobial concentrations usually achieved over time
with standard dosing regimens.

Antimicrobial
stewardship

An ongoing effort by a health service organisation to
reduce the risks associated with increasing antimicrobial
resistance and to extend the effectiveness of antimicrobial
treatments. It may incorporate several strategies,
including monitoring and review of antimicrobial use.

Aseptic technique

An aseptic technique aims to prevent microorganisms on
hands, surfaces, and equipment from being introduced to
susceptible sites. Therefore, unlike sterile techniques,
aseptic techniques can be achieved in typical ward and
home settings.

Bloodstream Infection

The presence of live pathogens in the blood, causing an
infection.




Carbapenemase
producing
Enterobacterales (CPE)

Members of the Enterobacteriaceae that are resistant to
carbapenems, a class of ‘last resort’ antimicrobials for
treating serious infections. NOTE: Taxonomic studies
have narrowed the definition of the family
Enterobacteriaceae. Some previous members of this
family are now included in other families within the order
Enterobacterales, and this term is now the accepted
nomenclature.

Cohorting

Placing patients who are infected with the same pathogen
together in the same room (mostly after consultation with
an infection control expert).

Colonisation; Colonised

The sustained presence of replicating infectious agents on
or in the body.

Author’s note: The term colonised, or colonisation, is
generally used when the pathogen is present and not
causing harm (infection) to the person. For the purposes
of improving readability of this thesis, the word colonised
(or colonisation) is used in preference to the correct
terminology ‘colonised or infected' to denote the status of
people in whom the pathogen has been identified, whether
it is causing infection or not. The rationale for this is that
any person with an infection is also colonised with the
same pathogen.

Infection prevention and control policies require Contact
Precautions to be applied whether the multi-resistant
organism (MRO) is causing infection or not.

Communicable disease

An infection that can be transferred from one person or
host to another.

Contact

The touching of any patient or their immediate

surroundings or performing any procedure.

Contact Precautions

A set of practices used to prevent transmission of
infectious agents that are spread by direct or indirect
contact with the patient or the patient’s environment.

Droplet Precautions

A set of practices used for patients known or suspected to
be infected with agents transmitted by respiratory
droplets.

Environment

The physical surroundings in which health care is
delivered, including the building, fixtures, fittings, and
services such as air and water supply. Environment can
also include other patients, consumers, visitors, and the
workforce.

Hand hygiene

A general term applying to processes aiming to reduce the
number of microorganisms on hands. This includes
application of a waterless antimicrobial agent (e.g.,
alcohol-based hand rub) to the surface of the hands; and
use of soap/solution (plain or antimicrobial) and water (if

Xi



hands are visibly soiled), followed by patting dry with
single-use towels.

Health care

The prevention, treatment and management of illness and
injury, and the preservation of mental and physical
wellbeing through the services offered by clinicians, such
as medical, nursing, and allied health professionals.

Healthcare associated
infections

Infections acquired in healthcare facilities (‘nosocomial’
infections) and infections that occur as a result of
healthcare interventions (‘iatrogenic’ infections), and
which may manifest after people leave the healthcare
facility.

Healthcare facility

Any facility that delivers healthcare services. Healthcare
facilities could be hospitals, general practice clinics,
dentistry practices, other community-based office
practices, day surgery centres, emergency services,
domiciliary nursing services, long-term care facilities,
aged care facilities, indigenous medical services,
alternative health provider facilities and other community
service facilities, such as needle exchanges.

Horizontal measures

A horizontal approach to infection prevention and control
measures refers to broad population level approaches
attempting reduction of all infections due to all pathogens.
Standard Precautions are horizontal infection prevention
and control measures.

Incidence The number of new events (e.g. cases of disease)
occurring in a population over defined period of time.
Infection Infection is the term used to describe a situation where

invasion of infectious agents into the body results in an
immune response, with or without symptomatic disease.

Invasive procedure

Entry into tissues, cavities or organs or repair of traumatic
injuries.

Microorganism

Most infectious agents are microorganisms. These exist
naturally everywhere in the environment and not all cause
infection e.g., ‘good’ bacteria present in the body’s normal
flora. Parasites, prions, and several classes of
microorganism—including bacteria, viruses, fungi, and
protozoa—can be involved in either colonisation or
infection, depending on the susceptibility of the host.

Multi-resistant organism
(MRO)

In general, bacteria that are resistant to one or more
classes of antimicrobial agents and are usually resistant
to all but one or two commercially available antimicrobial
agents.

Patient

A person who is receiving care in a health service
organisation.
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Personal protective
equipment (PPE)

A variety of barriers used alone or in combination to
protect mucous membranes, skin, and clothing from
contact with infectious agents. PPE includes gloves,
masks, respirators, protective eyewear, face shields, and
gowns.

Prevalence The number of events (e.g., cases of disease) present in
a defined population at one point in time.

Risk The chance of something happening that will have a
negative impact. Risk is measured by the consequences
of an event and its likelihood.

Screening A process of identifying patients who are at risk, or already

have a disease or injury. Screening requires enough
knowledge to make a clinical judgement.

Standard Precautions

Work practices that constitute the first-line approach to
infection prevention and control in the healthcare
environment. These are recommended for the treatment
and care of all patients.

Surveillance

Disease surveillance is an epidemiological practice by
which the spread of disease is monitored to establish
patterns of progression. The main role of disease
surveillance is to predict, observe and minimise the harm
caused by outbreak, epidemic, and pandemic situations,
as well as increase knowledge as to what factors might
contribute to such circumstances.

Transmission-based
Precautions (formerly
additional precautions)

Extra work practices in situations where Standard
Precautions alone may be insufficient to prevent infection
(e.g., for patients known or suspected to be infected or
colonised with infectious agents that may not be contained
with Standard Precautions alone).

Vancomycin Resistant
Enterococci (VRE)

Enterococci are Gram-positive bacteria that are naturally
present in the intestinal tract of all people. Vancomycin is
an antibiotic to which some strains of enterococci have
become resistant. These resistant strains are referred to
as VRE and are frequently resistant to other antibiotics
generally used to treat enterococcal infections.

Vertical measures

Enhanced infection prevention and control measures,
over and above those used for patients not known to be
colonised or infected, are applied to patients known to be
colonised with a pathogen. Contact Precautions for
patients colonised with an MRO are an example of vertical
measures.
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Glossary of terms: bioethical principles

(Beauchamp & Childress, 2013)

Autonomy

Derived from the Greek autos (self) and
nomos (rule, governance, or law) and since
extended to the individual. Personal
autonomy encompasses self-rule that is
free from controlling influence of others and
limitations that prevent meaningful choice,
such as inadequate understanding.

Beneficence

The principle of beneficence relates to the
moral requirement to promote optimal well-
being. It applies to the care of the individual
as well as the promotion of societal well-
being. The principle of beneficence has
utility in balancing benefits, risks, and costs
to promote optimal health outcomes
through health policy and in making
decisions about individual patient care.

Justice

The principle of justice considers concepts
such as fairness, discrimination, and equity
in health service provision as well as health
outcomes. There is an expectation that
equals will be treated equally, and factors
that an individual has no control over (such
as colonisation with an MRO) should not
compromise the quantity or quality of the
healthcare they receive, or negatively
impact their health outcomes.

Non-maleficence

The principle of non-maleficence places an
obligation to abstain from causing harm to
others. It requires intentional avoidance of
actions that cause harm. The concept of
harm relates to actions that have physical,
emotional, or dignitary, negative
consequences. Infringements to the
principle of non-maleficence may be
justified if harms are outweighed by other
ethical principles and rules such as
beneficence.

Xiv




Abstract

Background

A person with an infection is considered a reservoir for a pathogen and capable of
facilitating its ongoing transmission to others. Within health ethics, an infected
person is understood as posing a risk of harm to others whilst needing healthcare
to protect their wellbeing. This creates a potential ethical discord if control measures
are not proportional to the risk, or if harms outweigh benefits. Public health
policymakers are committed to controlling incidence of antibiotic resistant
pathogens in hospitals. Control measures (now known as Contact Precautions)
were developed in the late 1970’s however multi-resistant organisms (MROS)
continue to occur in hospitals and antimicrobial resistance remains a global health
risk. Negative consequences of Contact Precautions on patients, including
psychological harm and compromised healthcare delivery, are recognised. Authors
reporting these negative consequences have called for evidence-based change, but
these appeals have been countered by researchers reporting conflicting findings.
Evidence wars have resulted in an inertia of practice despite acknowledgement that

the evidence supporting Contact Precautions efficacy is poorly constructed.

The aim of this research was to explore the experience of Contact Precautions
within a framework of bioethical principles which includes: respect for autonomy,
justice, non-maleficence, and beneficence. The objectives were to understand the
impact of Contact Precautions on patients and on health professionals, to discuss
these findings within a bioethical framework with a view to exploring the ethical
implications, and to make recommendations for an ethically sound framework for
the management of hospital patients colonised with a multi-resistant organism
(MRO). The research question asked: ‘Are Contact Precautions ethically justifiable

in contemporary hospital care?’
Method

Interpretive description, a methodological approach recognised as having practical
application in improving nursing knowledge and practice, was used. The ethos of
this qualitative approach mirrors recognised strengths of empirical ethical inquiry.
Both have the power to discover the reality of a given situation, and to use the
findings to develop insights into improved policy and practice. Theories of planned
behaviour, principles of bioethics, and prior experience in infection prevention and

control nursing provided the theoretical scaffold. The study was conducted in a
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publicly funded health system in regional Australia, with Human Research Ethics
Committee (HREC) approval. Thirty-three participants (9 patients, 13 nurses, 7
doctors and 4 allied health professionals) were purposively recruited. Semi-
structured interviews were recorded and transcribed for analysis. NVivo 12 was
used to organise and manage the data. Data analysis of interview transcripts
alongside research journal entries involved thematic and axial coding. Themed
findings were explored in the context of the research question and theoretical

scaffold alongside contemporary published research.
Findings

Four themes were identified, with sub-themes adding depth and texture. The first
theme is ‘Powerlessness moving to acceptance’. Contributory sub-themes are
communication, and healthcare hierarchies. Patients are denied the opportunity to
provide informed consent prior to diagnostic testing. Additionally, patients colonised
with an MRO are inadequately informed about Contact Precautions and do not
consider themselves active partners in decision-making. Health professionals trust
Contact Precautions but hold concerns that they stifle their personal autonomy as a
health professional. Neither group feels able to affect change despite feeling
uncomfortable about policy requirements. They tolerate Contact Precautions as a
necessary part of hospital life.

The second theme ‘You feel a bit of a pariah’ describes staff reluctance to enter the
rooms of patients when Contact Precautions are implemented, and patients’
feelings of being untouchable. This was reinforced by staff wearing yellow gowns
and other personal protective equipment (PPE), and signage displayed at doorways.
Visual reminders of patient’s contaminated status were reinforced by auditory

messaging such as the use of words such as ‘dirty’.

The third theme is ‘Others need protection, but | need looking after too’. Patients are
committed to following the rules despite noticing their care being compromised.
Health professionals also recognised patient care might be compromised by
Contact Precautions but remained committed to the policy as a means of protecting

themselves, their family, or their career.

The fourth theme is ‘Doing Contact Precautions is not easy’. Health professionals
find Contact Precautions challenging because of confusing policy variations, and
physical discomfort when wearing PPE. They experience negative emotions when

balancing the need to follow a trusted policy with their professional and personal
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values when they notice associated harm for their patients, their workplace culture

and professional relationships, or the environment.

The findings corroborate other research reports, specifically those that describe the
negative and harmful impact of Contact Precautions on hospital patients. Conflicts
are identified with the bioethical principle of respect for personal and professional
autonomy due to a lack of adherence to the requirements for informed consent, and
sub-optimal communication to patients and health professionals. Patients are
subjected to inequality of care provision and discriminatory practices, which breach
the principle of justice. Contact Precautions potentially elicit stigma for patients, and
moral distress and inter-personal conflict for staff, breaching the principle of non-
maleficence. Under the principle of beneficence, a pluralistic cost—benefit

assessment of Contact Precautions situates them as a low-value practice.

Health professionals require training to develop skills and confidence in discussing
antimicrobial resistance and hospital infection prevention measures with patients,
and to improve their practice from an ethical standpoint. Overt leadership that
supports staff in speaking out when they observe patient safety risks, and role
modelling of expected exemplary practice, would reduce the stress and harm
experienced by health professionals in relation to Contact Precautions. Further
research into health professionals’ attitudes and beliefs around infection prevention
policy, and the role of informed consent relating to clinical specimen collection and

testing, would be beneficial.
Conclusion

Contact Precautions present a significant challenge to organisational culture,
professional well-being, and the provision of person-centred ethical care. The
identified negative impacts of Contact Precautions on patients and health
professionals confirm they breach established ethical paradigms. The wider
evidence base fails to confirm superiority of Contact Precautions over Standard
Precautions in preventing MRO acquisition. In conclusion, the ethical costs of
Contact Precautions outweigh the benefits, and Contact Precautions are confirmed
as an example of low-value practice. It is time for the long-standing evidence wars
to end as this study confirms that the use of Contact Precautions in the management
of patients colonised with an MRO is not ethically justifiable in contemporary hospital

care.
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Chapter 1. Introduction to the research topic and question

1.1 Introduction

I am an infection prevention and control nurse with many years of experience in both
hospital and community-based clinical roles. | currently work in a full-time capacity
as manager for an infection prevention and control team and have undertaken this
research as a part-time PhD candidate. The intention of this introductory chapter to
my thesis is to describe the research setting and my motivation for undertaking
research in this field. The chapter also provides some technical background to
readers who may be unfamiliar with this area of nursing interest. This discussion
then leads to the formulation of my research question and a description of the thesis

structure.

The research described here was undertaken within three acute care hospitals
situated to the south of Sydney in Australia. These hospitals are managed by a
publicly funded healthcare organisation that provides hospital and community-
based health services to a population approaching 400,000 people. This research
commenced in 2016, with data collection being undertaken between January 2018
and March 2019. Progress with data analysis was curtailed by the public health
restrictions imposed to manage the COVID-19 pandemic that emerged in early 2020,
and the increased workload that the pandemic created for me and the infection

prevention and control team that | manage.

The central motivation for this research is my belief that healthcare associated
infection must not be considered a normal part of modern hospital care. Patients
deserve to be protected from preventable infections in hospitals, and all patients
deserve to be treated fairly and not have their care compromised by the infection

prevention and control precautions that are applied.

Infections occurring as a complication of a healthcare procedure, or hospital
admission, have long been recognised as a significant risk to patient safety (Gilbert
& Kerridge, 2019; Newsom, 2001). It is estimated that between 35% and 55% of
healthcare-associated infections are preventable (Schreiber et al., 2018). Following
the widespread use of antibiotics since the discovery of penicillin in 1929, multi-
resistant organisms (MROs) became an increasing area of concern during the latter
quarter of the 20" century (Newsom, 2003b, 2004a). Modern hospitals are built and
equipped to facilitate optimal hygiene, and health care staff are trained extensively

in infection prevention and control. Nonetheless healthcare associated infection is
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the most frequent complication of healthcare experienced by patients (National
Health and Medicine Research Council, 2019).

As has previously been observed in a quotation often attributed to Henry Ford, ‘If
you always do what you've always done, you'll always get what you've always got.’
(Goodreads Inc., 2021). For over forty years Contact Precautions have been applied
in the management of hospital patients found to be colonised with an MRO (Garner
& Simmons, 1983). Despite this, hospital-associated MRO acquisitions and
infections continue, and the global problem of increasing antimicrobial resistance
remains a concern (National Health and Medicine Research Council, 2019). This
indicates that decades of control measures and technical advances have not been

effective in mitigating the risk of infection for hospital patients.

Concerningly, there are numerous reports in the healthcare literature as well as in
popular media, indicating that some of the precautions taken to prevent infections
from spreading in hospitals, are harmful to patients (Morgan et al., 2009; Purssell et
al., 2020). My motivation for embarking on this research journey was to understand
more clearly the risks and benefits of the conventional approach to the prevention
and control of patients colonised or infected with a multi-resistant organism (MRO),
practices known as Contact Precautions. | decided to explore these practices
through a bioethical lens because | held concerns about the possibility of these
commonly employed precautions being ethically questionable because of the
reported harms. | formulated the research question: ‘Are Contact Precautions
ethically justifiable in contemporary hospital care?’ with the objective of sharing the
findings and making recommendations for ethically improved infection prevention
and control practice, from both patients’ and health professionals’ perspectives. It

was expected that recommendations for further research would also be made.
1.2 History of infection prevention and control

Infections have been a concern for mankind throughout history. This is evidenced
by the description of several infectious diseases, including malaria, tetanus, and
tuberculosis, in the series of works known as the ‘Corpus Hippocraticum’. These
writings are credited to Hippocrates, who was born in Greece in 460BC, but are
widely considered to be the collective work of many of his students and peers, rather
than his work alone (Pappas et al., 2008). Hippocratic philosophy encourages
doctors to use objective observation and critical deductive reasoning to explore the

physical causes of illness through empiric means. Hippocrates’ ethical code, known



as the Hippocratic Oath, remains a guiding set of principles for modern medicine
(Boylan, 2019; Pappas et al., 2008).

Since Hippocrates’ time the influence of infections in shaping the progression and
advancement of healthcare is clear (Pappas et al., 2008; Smith et al., 2012).
Between the 5" and the 18" centuries AD wealthy people received their medical
care in their own homes rather than in hospitals. Hospitals were unsanitary places,
with straw mattresses on beds that were shared by more than one patient at a time.
Corpses were not removed in any hurry, there was no asepsis or anaesthesia for
surgery. Post-operative mortality rates were extremely high due to the risk of
‘hospital gangrene’. Bandages would be reused without washing in between, and
surgeon barbers wore overcoats to protect their own attire during operations,
however, these overcoats were not changed or washed between patients. Infections
such as cholera, tetanus, hospital gangrene and tuberculosis were commonly
acquired and an 8% mortality rate for doctors and their attendants has been reported
(Smith et al., 2012).

From the 18" century onwards, many advances were made as understanding of
human anatomy and physiology improved. However, these advances increased the
risk of complications, and doctors recognised a need for those risks to be prevented
and managed. In the mid-19" century, developments in anaesthesia enabled more
complicated and extensive surgical procedures to be undertaken (Robinson &
Toledo, 2012), but the complexity of these procedures increased the risk of infection.
In the mid-nineteenth century Joseph Lister worked on surgical asepsis to prevent
surgical wound infections (Newsom, 2003b), and Ignaz Semmelweis described the
impact of hand hygiene in preventing puerperal sepsis (Newsom, 2001). These
advances were made by physicians and surgeons, however the influence of a nurse,
Florence Nightingale, on firstly describing the epidemiology of hospital infections,
and then implementing a range of actions to prevent them from occurring, cannot
be understated. Despite being dubious about Pasteur’s newly emerging germ theory,
the requirements she placed on hospital managers to maintain sanitation, to ensure
good ventilation, to provide a minimum distance between beds, and to provide
consistent training to nurses, set the foundation for modern infection prevention and

control principles and practice (Newsom, 2003a).



1.3 Current practices in infection prevention and control

Florence Nightingale died in 1910 before Fleming’s discovery of penicillin in 1929
and its further development and introduction to mainstream medical practice by
Florey and Chain in the mid-20" century (Bennett & Chung, 2001). Hopes that this
drug would lead to the eradication of bacterial infections were soon dashed with the
emergence of strains of bacteria that were resistant to penicillin. This meant that the
antibiotic would no longer work, and that patients would likely succumb to infections
as had been the case in Nightingale’s time (Newsom, 2004a). Methicillin resistant
Staphylococcus aureus (MRSA) was widely considered to be a more virulent form
of S. aureus than the already recognised as dangerous antibiotic sensitive strain.
As further understanding of the impact that this would have on hospital patients, and
concerns about staff safety grew, so did attempts to stop the spread of already
resistant organisms, and the further development of bacterial resistance to other

newly developed antibiotics (Newsom, 2004b).

In 1979 the first MRSA management recommendations were published in the USA
(American Hospital Association, 1979) and Contact Precautions, including isolation
of the patient, and the use of personal protective equipment (PPE) by staff, were
included in hospital isolation guidelines (Garner & Simmons, 1983). As the numbers
of antimicrobial resistant pathogens increased, so did concerns about the potential
for widespread morbidity and mortality due to the inability to treat bacterial infections.
Management recommendations were founded on the precautionary principle, where
a deductive approach was taken for strong control measures on a background of
incomplete knowledge and understanding about the risks imposed by MROs or
about the effectiveness of the proposed measures (Bryan et al., 2007; Harris et al.,
2019).

Application of the precautionary principle is commonly seen in situations where
significant harm occurs or is anticipated, particularly in response to new and
emerging threats. The limited availability of scientific, technical, or empirical
understanding of cause and effect, means that a conservative approach to
controlling the hazard is taken. Thus, control measures may frequently be
disproportionate to the actual threat, once time and experience lead to greater
understanding about the harm caused by the hazard, and by the control measures,
as well as the beneficial results that have been achieved (Degeling et al., 2015;
Resnik, 2004).



The inclusion of MRSA as a pathogen requiring isolation (or quarantine), in these
guidelines, demonstrates that early management recommendations (American
Hospital Association, 1979; Garner & Simmons, 1983) were derived from public
health principles where individual rights may be compromised for the greater good
(Kirkland & Weinstein, 2009; Millar, 2009). This gives an indication of the depth of
concern about antibiotic resistance at that time.

These American guidelines provided the foundation for policy development in other
healthcare jurisdictions and Contact Precautions are now globally adopted as a core
strategy for MRO prevention in hospitals (Canterbury Health Board, 2015; Ireland
Department of Health, 2013; Loveday et al., 2014; Public Health Agency of Canada,
2012; Wigglesworth, 2015). In Australia the practice of isolating colonised or
infected hospital patients, and the application of Contact Precautions, has been
extended beyond MRSA to include other antibiotic resistant bacteria including
vancomycin resistant Enterococci (VRE), and carbapenemase-producing
Enterobacterales (CPE) (National Health and Medicine Research Council, 2019).
Although MROs are considered a significant concern in healthcare settings, they
are not listed as statutory notifiable conditions under the NSW Public Health Act
(NSW Government, 2010).

Contact Precautions require the patient to be isolated in a single room. Staff as well
as visiting friends and family must wear PPE such as gowns and gloves when
entering the room. Signage indicating the need for these precautions is displayed
on the outside of the room, and an 'alert' message entered in the patient’s electronic
or paper hospital record to signal the need for Contact Precautions for future hospital
admissions (Loveday et al., 2014; National Health and Medicine Research Council,
2019; Western Australia Department of Health, 2013; Wigglesworth, 2015).

Whilst activation of the precautionary principle can be considered acceptable as an
approach to making decisions under ignorance, control measures should be
proportionate to the degree of plausible and serious risk (Resnik, 2004). As
knowledge of the identified hazard develops over time, so should understanding of
any beneficial and harmful impacts of the control measures. The precautionary
principle can enable re-evaluation of clinical practices, using gquantitative and
qualitative information to balance benefit versus harm, realism, proportionality, and
consistency (Resnik, 2004). However, in the case of Contact Precautions for the
management of patients found to be colonised with an MRO this re-evaluation has

been slow in materialising.



Early in my infection prevention and control career | accepted that Contact
Precautions were imposed on certain individuals to protect the wider hospital
community. | did not question the fact that patients were not asked to consent to
Contact Precautions being applied and were generally not provided with information
explaining that Contact Precautions might be put in place depending on the results
of lab tests such as wound swabs or urine sampling. | was happy to have patients
put at the end of operating lists solely because of their microbiological results.

Indeed, | wrote policies stipulating that this should be the case.

Over time however, | became aware that the application of these policies might be
ethically questionable. This concern is one that has been voiced by other writers
(Bryan et al., 2007; Chavigny & Helm, 1982; Gilbert et al., 2009; Rump et al., 2018)
including one who notably warned, 25 years ago, that to ignore the ethical aspects
of infection control risks a ‘gradual slide into unethical conduct’ and that to ignore
ethics in infection control would ‘risk the soul of our profession’ (Herwaldt, 1996, p.
113). As my awareness of the potential for Contact Precautions to trigger adverse

outcomes in patients grew, so did my concern about the ethical standing of the
policy.

The next section of this chapter describes some personal professional experiences
that promoted this increasing disquiet. These accumulating concerns have been my
motivation for undertaking the research described in this thesis, to answer the
question of whether Contact Precautions are ethically justifiable in contemporary

hospital care.

1.4 Professional and personal motivation for undertaking this

research

As an experienced infection prevention and control nurse manager at the time this
work was undertaken, | was responsible for the strategic and operational
management of the infection prevention and control service in a publicly funded
healthcare organisation in NSW, Australia. In this role | acknowledged my
responsibility to promote safe, efficient, effective, and ethical healthcare provision,
but over the years, had increasingly felt a degree of personal and professional
uncertainty about the benefits of Contact Precautions in the management of patients
colonised with an MRO. | knew, without testing every patient for carriage of an MRO
on their admission to hospital, it was very likely that at any one time several as-yet

unidentified colonised patients would be in the hospital, without Contact Precautions



in place (Karki et al., 2012; Skjat-Arkil et al., 2019). | asked myself questions such
as, If the purpose of Contact Precautions is to prevent transmission of multi-resistant
pathogens in hospitals, why do we not apply them to all patients? Are we doing harm
by only applying them to the people we know are colonised? Are staff and other
patients being put at risk if we are not testing everyone to determine whether

Contact Precautions should be applied?

| saw first-hand the psychological distress that some patients and their families
experienced when being managed under Contact Precautions in hospital. | was also
aware of the actions that some of them would impose on themselves to protect their
loved ones on their discharge home. | asked myself what aspects of Contact
Precautions were most likely to prompt these responses. Was it the single room
isolation? Was it the need for staff to wear PPE such as gloves and aprons? Was it
the quality of information that these people had been given? | wondered if patients
and their families recalled having an explanation provided to them to help them to
understand the reasons for the Contact Precautions being in place. | knew that
patients in this situation were not generally given a choice about whether they were
accommodated in a single room, but | was unsure whether patients who had a
clinical microbiological specimen collected were made aware of what could happen
if an MRO were to be found. This raised questions about how well informed they
had been prior to giving consent for the specimen to be collected, and in some cases

whether consent was even expressly requested.

| recognised that in asking myself these questions, | was revealing an internal
concern that hospital infection prevention and control policy might be a barrier to the
fulfilment of patients’ healthcare rights, particularly those relating to privacy, respect,
partnership, and information (Australian Commission for Safety and Quality in
Healthcare, 2020). The Australian Charter for Healthcare Rights states that patients
have rights to: access, safety, respect, partnership, information, privacy, and the
right to give feedback (Australian Commission on Safety and Quality in Healthcare,
2020). These healthcare rights reflect ideas that contribute (along with notions like
voluntariness and ability to choose) to the concept of autonomy (Beauchamp &
Childress, 2013; Schermer, 2002). Traditionally, bioethicists have understood
autonomy as being exemplified by a patient being able to have control of their own
life according to their own values and preferences. A person exercises autonomy
by making informed choices about what they do, and what they allow others to do
to them. In the healthcare context this means that for patients to be able to have

autonomy, they must be actively involved in decisions that are made about their
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healthcare journey (Cole et al., 2014; Schermer, 2002). As my experience in the
field of infection prevention and control grew, | started to question whether patients

were properly enabled to make those decisions.

My interest in the impact that Contact Precautions have on autonomy was not limited
to patients, but also concerned the professional autonomy of health care workers.
These reflections took me beyond traditional bioethics' understanding of autonomy,
and better reflected the idea of ‘relational autonomy’ (Ells et al., 2011) and
consideration of the ethical importance of professional autonomy in health care
(Pellegrino, 1994).

Health professionals are highly skilled and trained individuals. In many ways they
are explicitly required to make decisions about their clinical practice, and to justify
their actions, based on their personal and professional knowledge and skills. There
is an expectation that health professionals will exercise autonomy in their
professional practice so that each patient is managed according to their individual
needs (Bail et al., 2009; Gilbert & Kerridge, 2019). However, | saw that infection
prevention and control policies were being applied homogenously to the
management of patients found to be colonised with an MRO. There was rarely
consideration of other patient-related factors when decisions were made about the

application of Contact Precautions.

One example is the case of the elderly patient who continued to be isolated in a
single room despite the medical team noticing a deterioration in his psychological
state. According to his notes, this meant that he ought ideally, to have been nursed
in the company of other people, near to the nurses’ station so that closer observation
could be achieved. When this gentleman attempted suicide in his single room the
medical and nursing team members reported that they had felt uncomfortable about
him being in isolation. None had asked for advice from the infection prevention and
control team, nor had they challenged the application of the policy. This was
shocking to me. Why were these skilled professionals able to contradict their
professional judgement by seeing the infection prevention and control policy as
having primacy over other identified patient-care needs? | was interested to find out
whether there were other ways in which professional decision-making may be

compromised by these policies.

In many hospitals people known to be colonised with an MRO wait until the end of
the elective operating lists to go to theatre regardless of other clinical factors. These

people are often subjected to cancellations, frequently at short notice, after they
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have been starved for most of the day in preparation for their procedure. The
cancellation would sometimes require them to return home for days, or even weeks,
until the procedure could be rescheduled. Alternatively, they might be scheduled for
the following day, and risk being cancelled once more having had two days without
food or drink. These delays increased the likelihood of further deterioration in their
condition, an increase in their pain and other symptoms. Ironically, their suboptimal
nutritional and fluid status could also increase their likelihood of developing a post-

operative infection (Schreiber et al., 2018).

Early in my infection prevention and control career | developed a conviction that
there was an element of injustice bordering on discrimination when this happened.
| had no doubt that these patients were at risk of further harm if they had been nil
by mouth all day and then were cancelled or had a delay in their surgical intervention
by needing to be rescheduled to another time. These events often led to a lack of
trust in the organisation and sometimes prompted complaints or legal action. The

frustration felt by patients and their families was evident.

My ongoing professional interest and review of contemporary infection prevention
and control literature revealed growing numbers of reports describing increased
rates of non-infection related adverse events such as falls and medication errors
affecting patients being nursed using Contact Precautions (Abad et al., 2010; Croft
et al., 2015). | became aware that other infection prevention and control
professionals shared my disquiet as they published reports showing how isolated
patients were feeling stigmatised and disrespected, and perceived their hospital

care to be compromised (Mehrotra et al., 2013; Rump et al., 2017).

| felt it important to recognise the possibility that imposing Contact Precautions might
be causing harm to individual patients. | asked myself whether we were breaching
that most fundamental of healthcare bioethical principles (Beauchamp & Childress,

2013), that of doing no harm, non-maleficence.

My concerns about harm were not limited to patients. | was aware that staff were
frequently unsure of which patients required Contact Precautions, despite education,
and communication systems being in place. | also witnessed the distress that some
staff had felt when realising they ought to have been applying Contact Precautions
in caring for a patient but had not. Staff frequently spoke about their worries that
their wellbeing may have been put at risk and they were also concerned for the

safety of their family members at home.



On several occasions, | had recognised conflicts between staff groups when
individuals from one group observed members of another group breaching policy
requirements. This was often reported by nursing staff who had experienced
frustration and had difficult, and sometimes extremely distressing conversations
with doctors, often senior doctors, when trying to encourage them to follow infection
prevention and control policy. Hearing these stories, | was concerned that these
interactions could create stress in both staff groups and could harm working
relationships particularly when the traditionally hierarchical nature of the healthcare
workplace and resultant power differentials come into play. | asked myself whether
this could constitute harm to those staff members. Could this dynamic have a
negative impact on team-working or on patient care? | was interested to understand
why these conflicts were occurring. | wondered whether different professional
groups hold contrasting attitudes or beliefs about Contact Precautions, and the
value of infection prevention and control policies more generally. | was also
interested to explore how the various professional groups perceive risks to
themselves or others when caring for patients colonised with an MRO.

In these previous examples, the concepts of autonomy, (exemplified by a person’s
agency in decision-making), justice (where possible discriminatory practices have
been seen), and potential harms (such as adverse events occurring as a direct result
of Contact Precautions, or when professional relationships and culture are

adversely affected), become apparent.

It is this experience that has motivated the formulation of the question that this
research addresses, which is, ‘Are Contact Precautions ethically justifiable in

contemporary hospital care?’.

There are four subsidiary questions that together build an understanding that

addresses this question. These questions are as follows:

Q1. What do the experiences of health professionals and patients reveal about
what is ethically relevant in the care of patients who are colonised with an MRO

being managed under Contact Precautions?

Q2. How do the ethically relevant features of patients’ and health professionals’
experience of Contact Precautions map to bioethical principles (Beauchamp &
Childress, 2013)?
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Q3. What are the challenges in managing conflicts and tensions between
bioethical principles when hospital patients colonised with an MRO are managed

under Contact Precautions?

Q4. If there are challenges, what changes could be made to appropriately resolve
these conflicts and ensure that these patients’ hospital admission is managed in an

ethically defensible way?

The study objectives were to understand the impact of Contact Precautions on
patients and on health professionals, to discuss these findings within a bioethical
framework (Beauchamp & Childress, 2013; Ells et al., 2011; Pellegrino, 1994) with
a view to exploring the ethical implications, and to make recommendations for an
ethically sound framework for the management of hospital patients colonised with a
multi-resistant organism (MRO). Accordingly, this thesis answers the research
guestion and makes recommendations for an ethically sound framework for the

management of hospital patients identified as colonised with an MRO.
1.5 Thesis structure

This chapter has described the motivation and rationale for my decision to undertake
this research. It has also introduced the research question and objectives for this
research project.

Chapter 2 provides a literature review. The chapter presents an overview of the
evidence base supporting the application of Contact Precautions in the hospital
management of patients found to be colonised with an MRO. This includes a review
of the literature relating to the contemporary understanding of some of the impacts
that are felt by these patients. The chapter incorporates a paper co-authored by my
supervising team, that was published in Nursing Ethics following a double-blind

peer-review process (Harris et al., 2019).

Chapter 3 follows this literature review and provides discussion around the chosen
research methodology, which is interpretive description (Thorne, 2016). The
theoretical scaffolding is also outlined. Key components of this scaffolding are the
principles of biomedical ethics, or Principlism (Beauchamp & Childress, 2013) and
the Theory of Planned Behaviour (Ajzen, 1991).

Chapter 4 provides detail about the research setting and the potential ethical

concerns relating to undertaking the research. The chapter describes the methods
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that were used to recruit participants, and to collect and analyse the data in the

context of the theoretical scaffolds.

The findings of this qualitative study are preceded by a short collection of selected
participant vignettes, presented in Chapter 5. These are included to provide the
reader with a connection to the people and the experiences that have been revealed.
The chosen research approach, and its theoretical scaffold, each aspire to provide
pragmatic and authentic support to improve healthcare practice. These vignettes
provide a platform for the participants’ voices to be heard, asserting the need for
action to be taken to improve the management of patients colonised with an MRO
in hospitals.

In Chapter 6 the research findings are described as themes and sub-themes, and
the relationship of each theme to the participants is described. The themes and sub-
themes are examined through a bioethical lens and mapped to relevant bioethical
principles. The chapter describes the ethically relevant aspects of Contact
Precautions, as experienced by the study participants, and explains how those
experiences can be understood in terms of bioethical principles prevalent in the
bioethics literature. In doing so the chapter answers the first two subsidiary research
guestions: Q1. What do the experiences of health professionals and patients reveal
about what is ethically relevant in the care of patients who are colonised with an
MRO being managed under Contact Precautions? and Q2. How do the ethically
relevant features of patients’ and health professionals’ experience of Contact

Precautions map to bioethical principles (Beauchamp & Childress, 2013)?

Chapter 6 also develops consideration of the ethically relevant study findings to
relevant studies that have been published in the infection prevention and control
literature as well as within the wider context of health care ethics beyond
Beauchamp and Childress’s (2013) principles-based approach. This application of
empirical and theoretical knowledge in interpreting the research findings enables
exploration of the ethical standing of Contact Precautions from the full range of
perspectives provided by the theoretical scaffold to this study. In doing so, the
chapter answers Q3. What are the challenges in managing conflicts and tensions
between bioethical principles when hospital patients colonised with an MRO are

managed under Contact Precautions?

The reason for using interpretive description research methodology was to ensure
that the findings of this research could be used to inform and improve hospital

infection prevention and control policies and practices. To that end, Chapter 7
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summarises the identified ethical challenges associated with Contact Precautions
and makes recommendations for improved policy and practice. It answers the fourth
subsidiary research question; Q4. If there are challenges, what changes could be
made to appropriately resolve these conflicts and ensure that these patients’
hospital admission is managed in an ethically defensible way? by making several

recommendations for clinical practice.

These recommendations call for explicit consideration, and mitigation, of the impact
of Contact Precautions on the capacity of health service providers to meet well-
established expectations about biomedical ethics. The recommendations apply to
policy makers, infection prevention and control experts, health professional
educators and health service managers as well as to individual health professionals.
Recommendations for further research are also suggested. A schematic

representation of the structure of this thesis is shown in Figure 1 (overleaf).
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Chapter 1 Introduction

Chapter 2 Literature Review

Provides background to the study

A large body of literature confirms

o
E | setting and Contact Precautions. Contact  Precautions for MRO
g Describes the personal and management as challenging bioethical
o | professional experiences that suggest principles of respect for autonomy,
3 ethical conflict, and shaped the justice, non-maleficence, and
o | research question ‘are Contact beneficence. No other studies have
® | Precautions ethically justifiable in explored Contact Precautions from this
E contemporary hospital care?’ bioethical standpoint.
Chapter 3 Methodology Chapter 4 Methods

« | Principles of biomedical ethics, Theory Methods used for  participant
8 | of Planned Behaviour, and prior recruitment, data collection and
S | knowledge and experience of Contact analysis are presented. The methods
S | Precautions provided the theoretical used to strengthen rigour so that
® | scaffolding for this interpretive findings and recommendations are
é description study. credible and trustworthy, are described.

What did | find? and what does it mean?

Chapter 5 Participants and interviews

Study participants are introduced, and their experience of Contact Precautions is
presented. Vignettes drawn from selected participants’ transcripts illustrate the range
of experience and insights that inform the findings.

Chapter 6 Presentation and discussion of findings

Data analysis identified four key themes and 13 associated sub-themes. Each theme
is presented as a separate section relating the findings to the perspective of patient
or health professional participants.

To answer the research question, each of the four themes and their sub-themes are
explored and interpreted in the context of the theoretical scaffold.

The chapter concludes with a consolidation of the interpretive description findings
derived through balancing of the study findings against bioethical principles to deliver
justification for the study conclusion.

What next?

Chapter 7 Conclusion

The relevance of the research findings and the significance of the study to the
evidence-base for infection prevention and control is articulated. Having answered
the research question, the chapter concludes the thesis by using the insights gained
to formulate several recommendations for future policy and practice relating to the
infection prevention and control management of patients found to be colonised with
multi-resistant organisms.

A reflection on the public health and healthcare responses to emerging pathogens,
using SARS-CoV-2 and methicillin resistant Staphylococcus aureus as examples, is
provided as an epilogue to the thesis.

Suggestions for further research opportunities are also made. This thesis presents a
challenge to future policy makers to develop ethically sound systems and processes
for the prevention and control of multi-resistant organisms in hospitals.

Materials

Appendices

Examples of all information materials and consent forms, tables with additional
findings, and conference poster presentations that have derived from this work, are
given.

Figure 1. Thesis structure
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1.6 Chapter summary

In this chapter | have described my professional journey as an infection prevention
and control nurse whose standpoint has moved from confident and committed
promotion of accepted infection prevention and control practices to one of concern
that the harms incurred by these policies may not be ethically justified in
contemporary hospital care. The chapter has briefly reviewed the history of hospital
infection control and the evolution of contemporary, globally accepted practices
implemented when managing the hospital care of people known to be colonised with
an MRO.

The chapter introduces the research question which asks, ‘Are Contact Precautions
ethically justifiable in contemporary hospital care?’ It also presents the subsidiary
guestions used to build an understanding of what is ethically relevant and to identify
potential opportunities to improve the management of hospital patients colonised
with an MRO. The study objectives are to understand the impact of Contact
Precautions on patients and on health professionals, to discuss these findings within
a bioethical framework (Beauchamp & Childress, 2013; Ells et al., 2011, Pellegrino,
1994) with a view to exploring the ethical implications, and to make
recommendations for an ethically sound framework for the management of hospital

patients colonised with a multi-resistant organism (MRO).

To frame the study, this chapter has described the research setting and explains
the motivation for this research. This motivation is to supplement the existing
infection prevention and control evidence base by bringing a bioethical perspective
to the existing dialogue.

15






Chapter 2. Literature review

2.1 Introduction and background

As discussed in Chapter 1 isolation has been recommended for hospital
management of patients colonised with methicillin resistant Staphylococcus aureus
(MRSA) since the 1980s (American Hospital Association, 1979; Garner & Simmons,
1983). Since then, the practice of isolating hospital patients identified as carrying a
wide range of antibiotic resistant bacteria has been widely adopted in the United
Kingdom (Loveday et al., 2014; Wigglesworth, 2015), the USA (Calfee et al., 2014;
Siegel et al., 2007), New Zealand (Canterbury Health Board, 2015) and Australia
(National Health and Medicine Research Council, 2019; NSW Health, 2007a,
2007b). Despite the use of consistent terminology for these precautions, and
similarities in approach, jurisdictional variations are found (Furuya et al., 2018;
Harris et al., 2013; Isenman et al., 2016; Raupach-Rosin et al., 2016; Vuichard
Gysin et al.,, 2018). A growing recognition that Contact Precautions may be
associated with harmful impacts on patients and increasing doubt about their
effectiveness in reducing MRO incidence in hospitals motivated me in embarking on
the research that is described in this thesis. The purpose of this chapter is to present
the three separate literature searches that were completed during the course of this

research and thesis preparation.

The initial narrative literature review (Cronin et al., 2008) gathered information on a
broad range of topics relevant to infection prevention and control and Contact
Precautions. Bibliographic database searches were interrogated during 2015 and
2016, alongside a network approach where the reference lists of recent articles were
traced, and other relevant and useful publications identified. Narrative literature
reviews are described as having the potential to enable the researcher to gain an
overview of the topic under consideration and to ‘inspire research ideas by
identifying gaps or inconsistencies in a body of knowledge’ (Cronin et al., 2008, p.
38). The paper that resulted from this initial narrative literature review was published

in a peer-reviewed journal (Harris et al., 2019), and is replicated later in this chapter.

A second literature review was done to take a focussed approach to exploration of
the relevant ethical aspects of Contact Precautions. It was undertaken in April 2017
during the research design phase and prior to the data collection and analytical
phases of the study. The search strategy and the findings of this literature search

are covered in detail later in the chapter and in Figure 2 on page 40.
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The same search strategy as was used for the second literature search was
repeated in March 2021 to retrieve papers published since completion of the 2017
review. This search again focussed on ethical aspects of Contact Precautions and
also sought publications relating to aspects of Contact Precautions that had become
apparent during the data analysis phases of the study, that | had not previously
considered or been aware of. Papers describing the efficacy of Contact Precautions
in preventing MRO transmission in hospitals were also sought so that any new

understandings on this important aspect of the thesis argument, could be included.

The initial literature search was undertaken with the objective of sourcing all relevant
literature that could inform my concerns about the ethical standing of Contact
Precautions in the management of hospital patients colonised with an MRO. The
aim being to provide a comprehensive summary of the established evidence base
at that time and to publish the findings as a means of drawing attention to the
potential ethical conflicts associated with the long-standing practice of Contact
Precautions (Harris et al., 2019). Part of the research contained within this chapter
has been published as Harris, J., Walsh, K., & Dodds, S. (2019). Are Contact
Precautions ethically justifiable in contemporary hospital care? Nursing Ethics, 26(2),
611-624.

2.2 Initial literature search and review

The first literature search commenced during 2015 as | embarked on the research
that has culminated in this thesis. This was a broad-brush exploration of the
contemporary and seminal literature that would enable me to understand the
ethically pertinent aspects of Contact Precautions in the hospital management of
patients colonised with an MRO. | sought literature that described the historical
aspects of infection prevention and control, and MRO emergence and management
strategies. | used the experiences described in the previous chapter to explore
possible beneficial and potentially harmful aspects of Contact Precautions, and |
looked for evidence that would help me to understand whether Contact Precautions
were an effective tool in the armoury of infection prevention and control policy and
practice. | actively sought examples of commentary relating to the ethical standing
of Contact Precautions, and of the ethical impact of infection prevention and control

practices on patients.

The purpose of this first literature search was to enable me to compile an evidence-

based commentary describing ethically relevant aspects of Contact precautions.
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This commentary provided me with the foundation upon which | formulated the
research question, ‘Are Contact Precautions ethically justifiable in contemporary
hospital care?’ and the study objectives which were introduced in Chapter 1. These
three objectives being to understand the impact of Contact Precautions on patients
and on health professionals, to discuss these findings within a bioethical framework
(Beauchamp & Childress, 2013; Ells et al., 2011; Pellegrino, 1994) with a view to
exploring the ethical implications, and to make recommendations for an ethically
sound framework for the management of hospital patients colonised with a multi-
resistant organism (MRO). To publicly set a line in the sand by formally exploring
the evidence base related to Contact Precautions at that time and relating it to the
evidence base relating to established biomedical ethical frameworks, this
commentary was published in the peer-reviewed journal, Nursing Ethics (Harris et

al., 2019). This paper is now presented below.

Are Contact Precautions ethically justifiable in contemporary hospital
care? (J Harris, K Walsh, S Dodds)

Introduction

The aim of this paper is to discuss and explore whether acknowledged infection
prevention and control practices used in hospitals to reduce the prevalence of
antibiotic-resistant organisms such as methicillin-resistant Staphylococcus aureus
(MRSA) and vancomycin-resistant Enterococci (VRE), are ethically justified in
today’s healthcare environment in the developed world. In order to do this the history
of the development of these practices is summarised, and the evidence-base for
their effectiveness is reviewed. Key bioethics principles are then discussed and
contextualised from the perspective of hospital infection prevention and control, and
an ethically-superior model for the prevention and control of healthcare associated

infections is proposed.
Background

The control of infectious disease is a key public health objective which derives from
the Sanitary Movement of the 18" and 19" centuries (McKeown & Learner, 2009)
and focusses on population health rather than the health and wellbeing of individuals
(Millar, 2009). Within accepted public health paradigms, a person with an infection
is bestowed the status of vector; they are a reservoir of the pathogen, and can be

responsible for facilitating its ongoing transmission to others.
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Acquired resistance to antimicrobial agents was first identified in important bacterial
pathogens such as Staphylococcus aureus and Pseudomonas aeruginosa in the
1960s (Barton & Hart, 2001; Moellering, 2012). The phenomenon was recognised
as an important concern with the subsequent potential for future ongoing reductions
in the availability of effective antibiotics demonstrating that, contrary to popular belief
at the time, the war on infectious diseases had not been won (Francis et al., 2005;
Garner & Simmons, 1983; Smith et al., 2012). In response to the need to reduce the
transmission of antibiotic resistant pathogens between patients in hospitals Contact
Isolation recommendations were developed from established public health activities
such as isolation and quarantine of infected people. These activities were designed
to protect the health of the broader population rather than benefitting the affected
patient (Kirkland & Weinstein, 2009), often infringing individual rights and liberties
(Bryan et al., 2007). These practices, now known as Contact Precautions, continue
to be recommended for the management of people with a multi-resistant organism
(MRO) such as MRSA or VRE (Health Service Executive Ireland, 2012; Infection
Control Service South Australia Health, 2015; National Health and Medicine
Research Council, 2010; Ontario Agency for Health Protection and Promotion, 2012;
Western Australia Department of Health, 2010, 2013).

When a patient is identified as being colonised with an antibiotic-resistant pathogen,
the laboratory notifies the infection prevention and control team in addition to the
patient’s clinical team. The patient is then isolated in a single room and staff are
required to wear personal protective equipment (PPE) including gloves and a gown
or apron when entering to provide care. A notice is placed outside the room to
remind staff of the need for Contact Precautions and an ‘alert’ message is placed in
the patient’s medical record (National Health and Medicine Research Council, 2010)

where it is retained for any subsequent hospital admissions.

Infectious diseases have the ability to engender a variety of human responses
including fear and panic, depending on characteristics such as their communicability,
acuity, associated morbidity and mortality, and individual and community socio-
economic costs (Smith et al.,, 2004). These responses have the potential to
precipitate rapid, emotion-driven decisions about the management of individuals or
populations that challenge bioethical principles of autonomy, non-maleficence,
beneficence and justice (Smith et al., 2004). Despite this, a review of foundational
texts on bioethics published during the third quarter of the twentieth century, prior to
the emergence of the human immunodeficiency virus (HIV), found that examples of
communicable disease were only occasionally provided (Francis et al., 2005).
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Where included, the purpose was to illustrate the potential conflicts that can arise
from the requirement to maintain an individual’s confidentiality whilst taking action
to protect the health of others. Systematic discussion or consideration of the topic
of infectious disease, and the status of the infected person as a victim, as well as a
vector for transmission of the infection, was absent (Francis et al., 2005). One such
early text is the first edition of Beauchamp and Childress’s primary text Principles of
Biomedical Ethics, published in 1979, which mentions infectious disease only twice
(Francis et al., 2005). The most recent edition of this book (Beauchamp & Childress,
2013) uses the example of HIV to explore a variety of aspects of confidentiality but
neither the subject of other communicable diseases nor the particular topics of
healthcare associated infection or antibiotic resistance are mentioned. Where the
ethics of hospital infection control are discussed in the literature, the focus is largely
on the ethical dilemmas faced by infection control nurses torn between their
responsibilities as nurses to patients, and obligations to their employer (Chavigny &
Helm, 1982; Parent, 1985). In 1996 the conflict between principles of
epidemiological ethics and medical ethics and the need to fully acknowledge ethical
consequences in healthcare decision-making relevant to infection control practice
was considered, with the author warning that to ignore the ethical aspects of
infection control risks a “gradual slide into unethical conduct” thereby risking the

“soul of our profession” (Herwaldt, 1996).

The person with an infectious condition can be considered to be a victim as well as
a vector in that having acquired colonisation or infection, harm may be caused by
the pathogen itself and also as a result of treatment (e.g., medication side effects)
or management practices, including Contact Precautions (Francis et al., 2005).
Failure to recognise this particular dynamic of infectious disease within bioethical
frameworks has been discussed (Leibovici, 2009). Since the ethical position of
recommended infection control practices that do not promote patient autonomy due
to a lack of risk-disclosure, or which fail to consider the rights of the individual in the
context of the organisation, was first questioned (Parent, 1985), there has been an
increasing awareness of the need to address ethical issues associated with the
implementation of hospital infection prevention and control policies (Bryan et al.,
2007; Francis et al., 2005; Gilbert et al., 2009; Herwaldt, 1996; Ludwick & Cipriano
Silva, 2007; Millar, 2009).

Balancing consideration of the needs of the individual patient with an MRO who is
in receipt of clinical care, with the need to correctly assess and manage any MRO-

related risks to the health of the wider community and incorporating both aspects in
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a cohesive ethical framework is a challenging task. However, with the emergence
of HIV in the 1980s a similar problem was encountered by expert advisory groups
reviewing and revising policies for the management of hospital patients with blood-

borne viruses (BBV).
The example of HIV

The first hospital infection control guidelines published in 1970 by the Centers for
Disease Control in the USA (CDC) recommended particular precautions (known as
Blood Precautions) to be taken when handling the blood of patients known to have
Hepatitis B. In 1983 these guidelines were extended and renamed Blood and Body
Fluid Precautions and amended to include patients known to have HIV. Due to
ethical concerns, in 1985 the World Health Organisation called for the identity of HIV
positive patients to be strictly confidential and for informed consent to be provided
prior to HIV tests being undertaken (Ancelle et al., 1985). Also in 1985, in response
to widespread concern when health care workers (HCWs) contracted HIV from
patients not previously known to be infected, further amendment led to the evolution
of Blood and Body Fluid Precautions into practices known as Universal Precautions,
which were to be applied to all persons regardless of their known or presumed BBV
infection status (Garner & Committee, 1996). In this way, the need for extra
precautions to be taken with some people but not others; the need for some people
to be treated differently from others, was removed. The move provided increased
protection to HCW by ensuring that the correct precautions were in place in the
event that a BBV was present. It also protected patient confidentiality and reduced

the likelihood of stigmatisation of HIV patients in hospitals.

Universal Precautions have now been replaced by Standard Precautions (National
Health and Medicine Research Council, 2010), a set of standardised practices that
are consistently and horizontally applied with the aim of preventing the transmission
of pathogens from one person to another through healthcare contact (Cole & Lai,
2009). They are broader than Universal Precautions in that they relate not only to
standardised precautions to be taken with anticipated or actual contact with blood
and body substances, but include principles such as the need for HCW hands and
reusable medical equipment to be decontaminated before and after every contact
with patients, and for reusable medical devices and the hospital environment to be
designed, managed and maintained in such a way that contamination with
pathogens is minimised (National Health and Medicine Research Council, 2010).

Whilst Standard Precautions have mitigated the need for extra precautions to be
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taken with certain people when HCW are handling blood or body substances and
have prevented the need people with a BBV to be treated differently from others,
this is not the case with Contact Precautions. These are applied according to what
is known, or has previously been identified, about the microbiological flora of a

person as shown in Table 1.

recautions STANDARD PRECAUTIONS CONTACT
PRECAUTIONS
Patient Patient not | Patient not | Patient known
_ known to | known to | known to have | to have MRSA
Practices have a BBV | have a BBV | MRSA or VRE |or VRE
Isolation room No No No Yes
Gloves for body | Yes Yes Yes Yes
substance contact
Gloves for skin contact | No No No Yes
Apron or gown when | No No No Yes
entering room
Designated equipment | No No No Yes
Signage by patient No No No Yes
Infection alert in patient | No No No Yes

medical record

Lab notification  to | No N/A N/A Yes
infection control team

Table 1. Comparing precautions imposed on patients according to BBV status and MRO status

In order to explore further the question of whether Contact Precautions are ethically
justifiable in the modern world, it is necessary to consider some of the salient issues
that have been recognised to be associated with them, in the context of bioethical

frameworks.
Principlism and the ethics of Contact Precautions

The first edition of Beauchamp and Childress’s foundational text on bioethics went
to press in 1977 (Beauchamp & Childress, 2013). Their four principles of bioethics;

autonomy, justice, non-maleficence and beneficence (Beauchamp & Childress,
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2013) are widely acknowledged as necessary requirements of a modern healthcare
system (Lee, 2012). In addition to these four principles, there are other important
considerations of relevance. The first of these is the precautionary principle (Bryan
et al., 2007).

The precautionary principle

The precautionary principle justifies anticipatory action to prevent the occurrence of
harm despite incomplete scientific evidence (Bryan et al., 2007). An example of this
is the removal of the handle of the Broad Street pump by John Snow to halt the
1854 cholera epidemic in London by preventing access to potentially contaminated
water. The action was successful in its objective and was therefore justified despite
the fact that removing a source of water would certainly have created inconvenience

and could potentially have harmed the community (Bryan et al., 2007).

In the mid-20" century when little was understood about the epidemiology of MROs
as they first emerged, it was arguably justifiable to draw on the precautionary
principle in the development and application of Contact Precautions. A number of
studies have been published with results supporting the value of Contact
Precautions in reducing the transmission of MROs in hospital settings (Cooper et
al., 2004; Johanna Briggs Institute, 2009). However, this evidence-base has been
criticised as frequently being of poor design or execution (Cohen et al., 2015;
Cooper et al., 2004). A recent literature review of 6 studies describing the efficacy
of Contact Precautions in reducing MRSA acquisition and infection published since
1996, could find no evidence supporting their routine use in the management of
people colonised with MRSA (Kullar et al., 2016). The recognition that MROs such
as MRSA and VRE are now considered endemic within modern healthcare settings
(Morgan et al., 2015) supports the conclusion that Contact Precautions have not
been successful in their aim and may no longer be justified under the precautionary
principle. However, as the evidence for the efficacy of Contact Precautions is
equivocal, it is arguable that the continued application of the precautionary principle
could be justified if MROs were known to be significantly more harmful than other

pathogens.

There is evidence that HCWs believe that MROs are more dangerous to individuals,
including themselves, than antibiotic-sensitive strains of the same pathogen
(Godsell et al., 2013), however this is not necessarily true. Whilst some recent
studies have linked MRO bloodstream infection with increased mortality rates

(Gastmeier et al., 2012; Yilmaz et al., 2016), others have shown antibiotic resistance

24



not to be an independent risk factor for mortality when comparing bloodstream
infections caused by Staphylococcus aureus (Big & Malani, 2010; De Rosa et al.,
2015) and Enterococcus spp. (Cheah et al., 2013; Cho et al., 2013).

When Contact Precautions were first recommended for the management of people
with MROs little was understood about the potential harm that could be incurred to
those patients as a result.

Early exploration of this subject concluded that patients isolated for infection control
precautions experience more preventable adverse events including falls and
medication errors, express greater dissatisfaction with their treatment, and have
less documented care (Stelfox et al.,, 2003). Since then, a number of different
researchers have facilitated improved understanding of the incidence of adverse
events and psychological harm affecting patients managed under Contact
Precautions (Abad et al., 2010; Croft et al., 2015; Day et al., 2013; McLemore et al.,
2011; Mehrotra et al., 2013; Skyman et al., 2010). The phenomenon of
stigmatisation is well recognised in the field of infectious disease (Ploug et al., 2015)
and has been described in relation to MRSA in hospital patients (Mozzillo et al.,
2010) and amongst nurses caring for patients during a hospital outbreak of VRE
(Mitchell et al., 2002).

The uncertain evidence base for the efficacy of Contact Precautions in controlling
MRO transmission in hospitals and recent evaluation of the comparative harm
associated with MROs compared with non-resistant strains of the same pathogen,
combined with an increased knowledge about the harm that may be caused to
individuals, may arguably undermine the justification of Contact Precautions under

the precautionary principle.

In 2002, Ross Upsher undertook a review of the ethical justifications for public health
interventions published to date (Lee, 2012) identifying four themes which he termed
principles. These are; the harm principle, which requires a consideration of harm
incurred to an individual compared with the perceived benefit to others; the principle
of least restrictive or coercive means, which requires the least restrictive intervention
to be applied where there are a number of suitable options; the reciprocity principle,
which requires individuals and communities to comply with ethically valid public
health requests; and the transparency principle which requires clear and
accountable stakeholder involvement in decision-making (Lee, 2012). The first three
principles are equivalent to several of the requirements and restrictions that J.S. Mill

places on the principle of utility in his articulation of the harm principle (Mill &
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Robson, 1977). They roughly parallel Beauchamp and Childress’ (Beauchamp &
Childress, 2013) principles of non-maleficence and beneficence by requiring that
any interference in one person’s liberty or freedom is justified by preventing a
comparable harm to others and that public policy is built on democratically
defensible grounds. All of these principles have relevance to the field of infection
prevention and control as there is potential for conflict to arise if patients and staff
are not fully involved and engaged in decision-making, and if there is little
consideration of less detrimental alternatives to Contact Precautions by
policymakers. The harm principle, in particular, reflects and supports another
important consideration; the doctrine of double effect (Bryan et al., 2007).

The doctrine of double effect

The doctrine of double effect justifies causing harm to certain individuals as long as
there is an overall benefit to others (Bryan et al., 2007). The doctrine of double effect
stipulates that four conditions must be met before an action that causes harm can
be implemented:

e The action must be morally good, or at least morally neutral

o The bad effect should not be intended but merely foreseen as a possibility

o The good effect must not be produced by means of the bad effect

e There must be proportionality between the two effects that justifies the good

effect

When considering the first requirement, it has been reported that practising HCWs
believe that Contact Precautions are justified for the greater good of the healthcare
community (Godsell et al., 2013), and the continued inclusion of Contact
Precautions for the management of patients with an MRO indicates that
policymakers feel the same way (Health Protection Scotland, 2014; National Health
and Medicine Research Council, 2010; Western Australia Department of Health,
2010, 2013). The unintended potential harm associated with Contact Precautions is
recognised within a number of jurisdictional policy documents with many suggesting
ways of mitigating the risk to individual patients (Ontario Agency for Health
Protection and Promotion, 2012; Public Health Agency of Canada, 2012; Siegel et
al., 2007). It is therefore clear that the first two conditions are met when considering

Contact Precautions for hospital inpatients colonised or infected with an MRO.

However, today’s increased level of understanding of the epidemiological and
clinical impact of MROs and the effect that Contact Precautions has on both patients

and HCWs, including the evidence base describing increased adverse events,
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psychological harm and stigmatisation, mean it is more difficult to argue fulfilment
of the fourth condition that there must be proportionality between the two effects that
justifies the good effect. In addition, the possibility that decreased transmission of
MROs could be a direct result of the observed reduction in HCW contact
experienced by these patients has been noted (Kullar et al., 2016). As one of the
main mechanisms for MRO transmission is poor hand hygiene by HCWs (Akyol et
al., 2006; Newsom, 2001), this poses a significant challenge to the third requirement
that the good effect must not be a result of the bad effect. There are therefore
grounds to question whether all four components of the doctrine of double effect
have been met in the continued application of Contact Precautions for patients
colonised or infected with an MRO.

Bioethics principles

If neither the precautionary principle nor the doctrine of double effect can be relied
upon to justify Contact Precautions, contextual review of the four widely used
principles of bioethics (Beauchamp & Childress, 2013) may shed light on the ethics
of Contact Precautions in contemporary healthcare.

Autonomy. Traditionally, the principle of beneficence held primacy in healthcare
ethics, however, for more than fifty years autonomy has been seen as the prevailing
principle in the delivery of clinical care (Lee, 2012). Autonomy is the ability of an
individual to make choices about the things that they do or the things that they allow
others to do to them. It has been described as ‘reasoned choice by a competent
individual’ (Francis et al.,, 2005). The ability for an individual to practice
autonomously relies on their being free of controls exerted by external sources, and

to have clear understanding of their circumstances (Beauchamp & Childress, 2013).

Autonomous choice for hospital patients is inevitably constrained as a result of the
increased level of vulnerability brought about by their medical condition, as well as
their need to receive effective treatment and having trust in their clinicians and in
the healthcare organisation (Dorr Goold, 2001). Other factors that reduce a patient’s
capacity to exercise autonomy are the authoritative position of the HCWs providing
care (Millar, 2009) and an acceptance by all members of the hospital and wider
community that individual choices are necessarily limited, enabling the organisation

to function effectively (Dorr Goold, 2001).

In the context of infection prevention and control, recognition that commonly-utilised

interventions were developed from public-health paradigms with the aim of
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protecting populations rather than individuals, is important. Within this framework
the concept of autonomy has not traditionally been considered a core requirement
(Lee, 2012). Beauchamp and Childress’s work(Beauchamp & Childress, 2013)
states the need for individual autonomy to be facilitated and enhanced. However,
the original premise of the principle has been criticised for not including
consideration of the individual as a part of a community or society. Critics suggest
a need for recognition that the community may be impacted by the person’s actions,
and also that the person has a set of values and beliefs, established through their
social relations, that may influence their decisions. This concept has been described
as relational autonomy (Mackenzie & Stoljar, 1999). It is applicable to the field of
infection prevention and control because the shared status of both victim and vector
(Leibovici, 2009) means that the relevant relationships that can potentially impact
on a person’s autonomy may not only be personal and intimate; it is possible
(depending on the pathogen) for transmission or acquisition to occur between
strangers as well as close contacts (Francis et al., 2005). The dynamic that this
imposes on individuals concerned about protecting others from their infection is
extremely complex and will depend greatly on the individual's understanding of the
nature of risk that their condition poses to others. Another significant aspect of
contagion, is that infection reminds us of our vulnerability and this can lead to an
associated stigma and fear (Ploug et al., 2015). These complex factors can have a

significant effect on the ability of a hospital patient to exercise autonomy.

These points are illustrated by a recent study that reported that patients’
understanding of infection and of infection prevention and control precautions are
limited, and participants had found it difficult to access suitable information to help
them to make decisions that would contribute to their own safety and that of others
(Wyer et al., 2015). It has also been shown that patients’ understanding of Contact
Precautions is influenced by their experience; when being managed under these
precautions in the healthcare setting patients are restricted in their movements and
so they may also self-limit their social activities after discharge from the hospital as
a result of their subsequent understanding (or misunderstanding) of the risks to
others (Barratt et al., 2010).

The principle of autonomy also applies to HCWSs. Their practice is determined by
the requirements of their professional registration and employers’ operational
policies and strategic plans. This framework is in place to support safe and effective
clinical decision-making. However, as individuals, HCWs are encouraged to

exercise professional autonomy by challenging previous routines and rituals to
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develop innovative practice improvements as long as the other principles of

beneficence, non-maleficence and justice are maintained (Cole et al., 2014).

Despite the widespread belief in healthcare organisations, that Contact Precautions
are the appropriate management strategy for people colonised or infected with an
MRO, many HCW are not confident in communicating the process or the rationale
for it with individual patients (Godsell et al., 2013). This lack of confidence may
adversely affect HCWs’ ability to practice autonomously. Additional conflicts may
occur when HCWs choose to exercise their own autonomy by limiting their
involvement with a particular patient in response to their understanding and beliefs
about personal risk and vulnerability (Godsell et al., 2013). As discussed later, this
understanding may not be founded upon accurate contemporaneous information,
further compromising HCWs ability to confidently and autonomously make

appropriate decisions.

Any decision that leads to restrictions being placed upon some people (in this case
patients and HCWSs) should be based upon contemporary, accurate and sound
information. To do otherwise compromises the principle of justice as well as
autonomy because it involves treating people differently on arbitrary grounds
without respect for their choices.

Justice. The formal principle of justice demands that ‘equals should be treated
equally’ and that benefits and costs or harms are fairly distributed or received
(McKeown & Learner, 2009). Questions considering how equality is determined or
characterised, and whether it is in fact realistic to attempt to treat people equally
have led to the development of numerous competing and distinct theories
(Beauchamp & Childress, 2013). Within egalitarian theories the concept of fair
opportunity and unfair discrimination is founded on the premise that to base actions
or policies on differences that the affected individual has no control over, is not
acceptable (Beauchamp & Childress, 2013). It is ironic and poignant that the MRO
acquisition that has led to their being treated differently from others (through the
implementation of Contact Precautions) may be attributable to previous
hospitalisation (Pan et al., 2013) and that the individual has not actively decided to
become colonised, nor single-handedly taken actions that have led to that
circumstance. This situation is an example of unequal treatment (as shown in table

1) being applied based on a circumstance over which the individual has no control.

A significant consideration in the arena of this principle is the accuracy of the

information on which decisions about the application of Contact Precautions are
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founded. A recent study (Goldsack et al., 2014) found that 80.2% (130/162) of
patients flagged in their healthcare records as colonised with MRSA, were found to
be no longer colonised when screened on hospital readmission. Similar findings
have been reported by others investigating MRSA and VRE (Shenoy et al., 2014;
Valencia-Rey et al.,, 2014). This means that unless a policy of re-admission
screening is rigorously applied, the information on which decisions about the
application of Contact Precautions are founded may be accurate only 20% of the

time.

Without rigorous universal admission screening it is also possible that a number of
admitted patients are colonised with an MRO but that this has not yet been
recognised. Those patients will not be managed under Contact Precautions unless
and until their MRO colonisation is revealed through microbiological examinations

undertaken during the course of their healthcare journey.

Even if there were sound evidence for their efficacy, the potential for inaccuracy of
the information on which decisions are made increases concerns that the principle
of justice is significantly compromised by the application of Contact Precautions for
the management of people colonised with an MRO.

Beneficence and non-maleficence. The principles of beneficence and non-
maleficence have played a central role in traditional medical ethics since Aristotle’s
time (Beauchamp & Childress, 2013). They remain central and relevant to modern
healthcare although beneficence has been succeeded by autonomy as the

prevailing principle in recent years (Lee, 2012).

Non-maleficence requires the avoidance of harm to others (Beauchamp & Childress,
2013) and traditional frameworks for professional ethics and codes of conduct state
that HCWs have a duty of care to ensure that their practice does not cause harm to
the individual or to the wider community. Infection prevention and control practices
are fraught with difficulty in this respect. As previously discussed, the evidence-base
for whether or not Contact Precautions have damaging effects on individual patients
is inconsistent. One recent study showed no difference in the levels of psychological
distress amongst patients subjected to Contact Precautions (Day et al., 2013) whilst
another reported forty-one percent (13/32) of interviewed patients with MRSA,
stating that isolation had affected their hospital stay, with 28% (9/32) of patients

reporting emotional distress resulting from their isolation (Goldsack et al., 2014).
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Beneficence differs from non-maleficence in that whilst non-maleficence must be
applied to all people at all times with impartiality, beneficence may be applied (less

impartially) to benefit those we choose to help (Beauchamp & Childress, 2013).

With respect to MROs, healthcare systems and the staff working within them believe
that the implementation of Contact Precautions is the appropriate management
strategy to protect patients and staff from the acquisition of MROs. This is despite
the fact that the evidence-base for this is not secure due to the presence of
conflicting conclusions from a number of studies, many of which have been criticised
for poor design (Kullar et al., 2016). Concern about protecting themselves from
contact with a perceived hazard is a recognised driver for HCWs’ belief in Contact
Precautions for MRO management, despite their implementation creating
discomfort and interrupting communication (Godsell et al., 2013). It is therefore
possible that continued belief in Contact Precautions derives from a perceived
overarching imperative to protect the wider population, applying principles of non-
maleficence in protecting patients from possible harm caused by a hazard which is
perceived to be a risk to the HCW as well. These observations may indicate that
HCWs believe that MROs are more dangerous to individuals than antibiotic sensitive
pathogens and that this confers justification for the negative impact that Contact
Precautions have on themselves (in adhering to them) and on patients subjected to

them, under the umbrella of an overall beneficence.

The need for more research into a range of infection prevention and control
challenges has been suggested (Aboelela et al., 2006; Cohen et al., 2015; Kirkland,
2010; Lopez-Alcalde et al., 2015) and it is recognised that a reliance on quantitative
methods to measure the effectiveness of Contact Precautions without qualitatively
considering the impact on the lives of affected people fails to acknowledge and
respect the integrity of the community and its autonomy (McKeown & Learner, 2009).
Further qualitative analysis of the ethical issues surrounding the application of

Contact Precautions would support a more holistic understanding of the topic.
Discussion

Numerous reviewers have concluded that the quality of studies forming the existing
evidence-base to support Contact Precautions, is generally poor and that this is in
part due to inconsistencies in the ways in which Contact Precautions are applied. In
addition, examination of contemporary literature exploring the efficacy of Contact
Precautions and the impact they have on patients and HCWs, the natural history

and comparative mortality and morbidity associated with MROs, and the fact that
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the decision to apply Contact Precautions may be founded upon inaccurate or
outdated microbiological information, has revealed significant challenges to whether
they are ethically justified in contemporary healthcare. This should be of particular
concern to infection prevention and control teams, hospital clinicians and

administrators and patients themselves.

Contact Precautions were developed at a time when the epidemiology of antibiotic
resistant organisms was less well understood than now, and the application of
practices based on traditional public health methods such as quarantine seemed
the right approach. The precautionary principle allows for restrictive or punitive
actions to be taken intuitively when there is little understanding of the cause of the
problem, in order to resolve the issue by preventive means. When Contact
Precautions were first devised for the management of people colonised with MROs
this was the case. However, almost half a century later, this is no longer true. It is
acknowledged that there has been an increase in the diversity of MROs, but there
is also a greater understanding of the fact that antibiotic resistance does not
independently confer an increased ability to cause harm (Cho et al., 2013; De Rosa
et al., 2015). However, HCWs understand MROs to be more harmful than other
organisms and are therefore committed to maintaining Contact Precautions
believing them to be effective in preventing transmission of these organisms to
themselves as well as to their patients (Godsell et al., 2013).

The identification of an MRO and the subsequent application of Contact Precautions
means that the patient is treated differently than was otherwise expected. Being
moved out of a multi-bedded bay to a single room and having HCWs wear gown
and gloves when they provide care, has been shown to negatively impact on patient
experience and well-being (Croft et al., 2015; Ploug et al., 2015), and also to disrupt
HCW activity levels with these patients (Kullar et al., 2016). It is not only patients
newly identified with an MRO that are likely to find themselves in this position;
Contact Precautions may be applied in the management of all patients recorded as
having had an MRO in the past (National Health and Medicine Research Council,
2010) although it has been reported that upto  80% of these patients may no longer
be colonised (Shenoy et al., 2014). Screening for MROs is not routinely done
(Tacconelli, 2009) and so there is a likelihood that at any one time there are a
number of hospital patients that are colonised with an MRO but because this is not
yet known, Contact Precautions are not applied. There is therefore ample evidence
that decisions may not be founded on accurate or contemporaneous information,
compromising the principle of justice.
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In addition, for a variety of reasons, a person’s autonomy is inevitably challenged
when they are admitted to hospital. The impact of Contact Precautions on a person’s
ability to make decisions and choose a particular course of action adds to this (Wyer

et al., 2015), as do the feelings of stigmatisation that can occur (Ploug et al., 2015).

All of these factors build a picture indicating significant ethical problems associated
with current recommendations for the hospital management of people colonised
with an endemic MRO. This has been recognised and explored by a number of
commentators since Herwaldt described the need for hospital epidemiologists and
infection control staff to identify and reflect on the ethical dilemmas they frequently

encounter in their daily practise (Herwaldt, 1996).

The ethics of isolation are also discussed briefly within a review of the efficacy of
the practice (Cole & Lai, 2009) where the authors describe isolation policies as the
embodiment of the doctrine of double effect. The paper draws on an in-depth review
carried out two years previously (Bryan et al., 2007) where a selection of infection
control conundrums are used to illustrate the complexity of the problem. The authors
suggest that protecting the well-being of the hospital community could best be
achieved by the development of a virtues-based communitarian approach to
infection prevention and control that recognises the role of virtue, character and
emotions in all stakeholders. Unfortunately practical hints on how to achieve this are
not provided.

Examples of complex situations that may be encountered by infection control teams
are also provided within another paper arguing for the development of a specific
ethical framework for hospital infection control (Millar, 2009). However, none of the
examples provided by these latter authors are as simple as the question of whether

to apply Contact Precautions to the management of patients with an MRO.

This paper has explored a number of different areas where the application of
Contact Precautions can be identified as theoretically conflicting with principles of
bioethics through extrapolation of the (largely quantitative) infection prevention and
control evidence base examined through an ethical lens. The argument for
continued implementation of Contact Precautions in the management of patients
with an MRO seems weak when viewed from this perspective. However, it would be
useful to understand the issues from the patients’ perspective to more thoroughly
understand whether these conflicts are identified by them and hence whether the
authors’ concern that Contact Precautions unjustifiably breach bioethics principles

is founded.
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A number of commentators have suggested that infectious disease and infection
prevention and control practices may require a separate set of ethical principles,
and that existing constructs are not easy to apply in these situations (Bryan et al.,
2007; Millar, 2009; Smith et al., 2004). This may be the case for some of the
extremely complex examples encountered from time to time, such as the
emergence of novel pathogens such as Severe Acute Respiratory Syndrome
(SARS). However, as previously discussed, MROs are now commonplace in
healthcare, and are not generally any more damaging to their host than the antibiotic
sensitive version of the same organism. Traditional bioethical frameworks
considering autonomy, justice, non-maleficence and beneficence are therefore
applicable when considering the most appropriate methods that should be used to
manage people colonised with an MRO, just as they were when the transition from
Blood and Body Fluid Precautions to Standard Precautions was made in recognition
of bioethical tensions incurred by the former in managing blood-borne virus risk as
HIV emerged. In addition to facilitating increased protection from BBV infection, it
is likely that the replacement of Blood and Body Fluid Precautions with Universal
Precautions reduced the potential for discrimination or stigmatisation of people
known to be infected with a blood-borne virus as all hospital patients were treated
in the same way with regard to blood or body substance contact. That transition
away from a pathogen-based decision-making algorithm to a person-based
framework has set a precedent that may provide an interesting point of discussion
in contemporary deliberations about Contact Precautions. What is required is an
intervention that will be effective in its aim whilst respecting human rights and the

principles of bioethics.

The framework of Standard Precautions provides just such a model; effective hand
hygiene, appropriate equipment reprocessing, and hygienic maintenance of the
environment in addition to the use of PPE by HCWs having contact with blood or
body substances. Optimal application of Standard Precautions in the management
of all hospital patients, coupled with increased support to patients and their families
in understanding what healthcare-associated infection is, and how to be active
partners in preventing it, would fulfil the aims of primary health promotion and protect
everyone from the acquisition of MROs as well as other pathogens transmitted

through direct or indirect contact.

34



Conclusion

MROs are now endemic and commonplace within healthcare, not significantly more
dangerous to individuals than antibiotic susceptible organisms, and the negative
impact of Contact Precautions on hospital patients is recognised. As discussed in
this paper there are a number of areas where Contact Precautions engender conflict
when they are examined through a bioethical lens. It is therefore possible that they
cannot be ethically justified.

Reconsideration of the application of Contact Precautions for people known to have
been colonised with an MRO at some time in the past, in favour of implementing
standardised infection prevention and control practices that are easy for staff to
implement, and which do not create discriminatory practices and stigmatisation
must be the aim of any contemporary infection prevention and control strategy.
Accordingly, it is suggested that the rigorous application of Standard Precautions in
the management of all patients would protect them from developing healthcare
associated infections whether caused by an MRO or an antibiotic sensitive
pathogen, whilst safeguarding the principles of healthcare ethics.

It is noticeable that the level and type of evidence that has been used to inform
legislation, policy and procedural guidelines since the mid-20™ century has focussed
on gquantitative pathogen-centred evaluation of MRO epidemiology or management
rather than qualitative person-centred enquiry. Further research is needed to more
fully understand the impact of infection prevention and control practices that focus
on pathogens rather than people and places, on patients. There is also a need for
further consideration of the principles of autonomy, justice, beneficence and non-
maleficence, and broader themes such as the principle of least restrictive or
coercive means, in the development and implementation of infection prevention and

control policies.

This may facilitate the development of more pragmatic and person-centred,
achievable, sustainable, and therefore effective, infection prevention and control

practices in the future.

Considering possible alternatives to Contact Precautions

The aim of this paper was to initiate discussions about whether acknowledged
infection prevention and control practices used in hospitals to reduce the prevalence

of antibiotic-resistant organisms such as MRSA and VRE, are ethically justified in
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today’s healthcare environment in the developed world. To do this, the paper
summarised the history of the development of these practices and reviewed the
evidence-base for their effectiveness. The precautionary action of imposing Contact
Precautions, from a theoretical and deductive standpoint, when little was known
about the potential threat posed by antibiotic resistance, is discussed alongside the
increasing concerns about the need to balance the benefits and harms associated

with Contact Precautions.

Patients who are identified as colonised with an MRO and are subjected to Contact
Precautions, are recognised as being in a unique position as both a potential vector
for disease transmission, and also as a victim because of the harms caused to them
by their colonisation or by the harms caused by control measures (Eli et al., 2020;
Francis et al., 2005). Whilst it is acknowledged that being a hospital patient is a
difficult experience (Snyder & Fletcher, 2020), these reports demonstrate that
Contact Precautions add significant additional challenges and risks. Healthcare
workers themselves have described the requirements of Contact Precautions as
difficult and uncomfortable to comply with (Andersson et al., 2016; Gilbert & Kerridge,
2019; Godsell et al., 2013; Henderson et al.,, 2020; Morgan & Kirkland, 2012;
Morgan et al., 2013; Seibert et al., 2014).

The paper also considers the possibility that some of the reported benefits, such as
reduction in MRO transmission, might be a direct result of negative impacts such as
patients receiving less direct care than other patients from health professionals.
These deliberations relate to the doctrine of double effect which is also discussed.
Key principles of bioethics (respect for autonomy, beneficence, non-maleficence,
and justice) are contextualised from the perspective of hospital infection prevention
and control. Using these theoretical standpoints, this paper argues the possibility
that the imposition of Contact Precautions on people colonised with an MRO creates

significant conflict and challenges in maintaining bioethical principles.

Completion of the literature search and the further reading that was necessary to
write this paper was a fundamental stage in the formulation of the research aim.
This was to explore the impact of Contact Precautions on patients and hospital staff
and to interpret participants’ described experiences in the context of a bioethical
framework that is familiar and relevant to healthcare contexts; the four principles of
bioethics (Beauchamp & Childress, 2013). Specifically, the study aimed to build an
understanding of the impact of Contact Precautions as they are practised in a group

of three public hospitals in eastern NSW, and to make recommendations for the
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development of ethically superior processes for the management of people found to

be colonised with MROs in hospitals.

This initial literature review led to the formulation of the research question which is
‘Are Contact Precautions ethically justifiable in contemporary hospital care?’ and the
three research objectives were clarified. These are to understand the impact of
Contact Precautions on patients and on health professionals, to discuss these
findings within a bioethical framework (Beauchamp & Childress, 2013; Ells et al.,
2011; Pellegrino, 1994) with a view to exploring the ethical implications, and to make
recommendations for an ethically sound framework for the management of hospital

patients colonised with a multi-resistant organism.

This broad-ranging literature review confirmed that Contact Precautions and the
hospital management of patients colonised with an MRO is extremely complex and
diverse. Having completed this work it was apparent that the overarching research
guestion would need to be further dissected so that the research objectives and
overall aim could be met. The first of these subsidiary research questions was

formulated:

Q1. What do the experiences of health professionals and patients reveal about what
is ethically relevant in the care of patients who are colonised with an MRO being

managed under Contact Precautions?

The literature review had revealed Contact Precautions to exert a diverse range of
impacts on hospital patients, and to a lesser extent, to health professionals. To gain
an authentic understanding of the impacts of Contact Precautions both patients and
health professional would need to be invited to share their experiences. However, it
was recognised that the participants would be unlikely to describe their experiences
in bioethical terms, so interpretation of these experiences would be necessary. This

led to the formulation of the second subsidiary research question:

Q2. How do the ethically relevant features of patients’ and health professionals’
experience of Contact Precautions map to bioethical principles (Beauchamp &
Childress, 2013)?

Interpretation of the participants’ experiences would then enable an understanding
of ethical conflicts and tensions, and if any were found, it was expected that the
literature review would also help in the consideration of the development of

recommendations for ethically improved infection prevention and control policy and
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practice. These understandings led to the development of the third and the fourth

subsidiary research questions:

Q3. What are the challenges in managing conflicts and tensions between bioethical
principles when hospital patients colonised with an MRO are managed under
Contact Precautions? and Q4. If there are challenges, what changes could be made
to appropriately resolve these conflicts and ensure that these patients’ hospital

admission is managed in an ethically defensible way?

The delivery of recommendations for an ethically sound framework for the
management of hospital patients colonised with a multi-resistant organism is a key
part of the research aim. The initial literature search identified several authors who
have suggested that Contact Precautions may create more problems than they
solve (Anderson et al., 2014; Kirkland & Weinstein, 2009; Morgan et al., 2015;
Sprague et al., 2016). Recognising this sentiment, some commentators have sought
alternative approaches that acknowledge the difficulties in accurate and
contemporaneous identification of each MRO colonised patient in the hospital
(lordanou et al., 2021). A prominent argument is the suggestion that a horizontal
person-centred approach to MRO control would be a sufficient and least restrictive

alternative (Bearman & Stevens, 2012; Kullar et al., 2016).

Horizontal approaches are those that require all patients in all settings to be afforded
the same optimal level of infection prevention and control practice (Lederman, 2020;
Martin, Rubin, et al., 2018; Wenzel & Edmond, 2010). Hand hygiene, equipment
and environmental cleaning, aseptic technique, invasive device management, and
antimicrobial stewardship, are crucial strategies necessary for the safe delivery of
healthcare to all patients. These are components of Standard Precautions, a
horizontal approach that is always applied to all patients (Moralejo et al., 2018;

National Health and Medicine Research Council, 2019).

Contact Precautions are those extra precautions applied when a patient is identified
as carrying a pathogen that can be transmitted through direct or indirect contact. It
should be noted here that skin and bowel commensals, (those potential pathogens
that may be carried by many people, most of the time), are transmitted through these
transmission routes. Some examples are Staphylococci, Enterococci and gram-
negative bacteria of which MRSA, VRE, and CPE, are antibiotic resistant strains

(National Health and Medicine Research Council, 2019).
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Contact Precautions represent a vertical approach to infection prevention and
control. Vertical precautions are those that are applied over and above Standard
Precautions to target specific organisms (Bearman & Stevens, 2012; Wenzel &
Edmond, 2010). These precautions focus on the pathogen, with patients identified
as infected or colonised with a particular organism having extra control measures
applied to prevent transmission of that pathogen to other patients and healthcare
professionals. Droplet and Airborne Precautions are other examples of vertical
infection prevention and control measures. These are used to interrupt transmission
of pathogens such as pertussis, tuberculosis, varicella, influenza, and SARS-CoV-
2 (Houghton et al., 2020; National Health and Medicine Research Council, 2019).

Vertical infection prevention and control measures are supportive of staff exercising
stronger infection prevention and control efforts when caring for some patients than
for others. In the context of this thesis patients qualify for this extra attention when
they are found to be colonised with an MRO. Vertical strategies for MRO
management are ethically problematic because they are applied only to those
people identified as colonised, and the determination of this status is through

variable and haphazard means (Kohlenberg et al., 2011; Pogorzelska et al., 2012).

Horizontal approaches to MRO control in hospitals have been promoted from a
utilitarian ethics position (Lederman, 2020) and the continued implementation of
vertical control measures exemplified by Contact Precautions has been recognised
as challenging the principles of biomedical ethics (Harris et al., 2019; Rump et al.,
2018).

2.3 Second literature search and review

As described earlier in this chapter, the research aim, objectives, and research
guestions were settled upon through review and consideration of the published
literature surrounding ethical aspects of Contact Precautions combined with my
experiences as an infection prevention and control nurse. The purpose of the
second literature review was to identify publications that described ethically relevant
impacts of Contact Precautions on hospital patients or on health professionals. The
second literature review was therefore crucial in the construction and design of the
study as it was a more focussed exploration of the ethical aspects of Contact

Precautions than the initial literature review had been.

Ethically relevant impacts were those that were reported as beneficial, physically or

emotionally harmful or damaging, or unfair. To identify eligible studies for the initial
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literature review, six citation databases were interrogated: Pubmed, Medline,
Premedline, Nursing@Ovid, Embase and ProQuest using combinations of the
following keywords: - ethic* NOT methicillin (to capture bioethics; ethical; bioethical);
infect* (to capture infection; infected); isol* (to capture isolation; isolated); Contact
Precautions; autonomy; justice; stigma; methicillin; MRSA; VRE. The search terms
were paired and connected with the Boolean AND within each citation database
using Title/Abstract, and humans, as filters. Due to the large number of publications
relating to HIV, the management of which is not comparable to the management of

MROs or Contact Precautions, these were excluded at the search stage.

The 2017 search identified 70 papers of which 37 were excluded following abstract
review. Of the remaining 33 papers that were subject to full text review, 23 were in

the form of commentary, debate, or discussion articles.

An algorithm illustrating the number of citations retrieved, reasons for exclusion, and

final number included in the literature review is shown in Figure 2.

Pubmed Medline and Embase Nursing@Ovid ProQuest
Premed|ine
72 citations 58 citations 66 citations 21 citations 75 citations
1

Deduplication and title review
70 abstracts reviewed

Excluded
Not about infection
Not MRO focussed
Not hospital focussed
Professional body reports
Non-english language

Excluded

Guideline analysis

Policy and professional l 33 full texts I
practice debate
Discussion paper /

Commentary Research ethics

Review article Book review

Original article (n=3) { Meets objective ] Policy and practice debate
N=0

Figure 2. Algorithm showing results of April 2017 literature search

From this literature search (April 2017) three original articles were retrieved. One
was a Dutch study confirming increased signs of stigma and poor mental health in
people colonised with MRSA (Rump et al., 2017). The second original article was
an Australian study. This used interpretive phenomenology to explore health
professionals’ lived experience of caring for patients with an MRO. It identified the
importance of health professionals having rapport with patients and collaborative

relationships other health professionals. It also highlighted barriers to practice such
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as discomfort associated with wearing PPE, as potentially interrupting optimal
patient care (Godsell et al., 2013). The third study also used interpretive
phenomenology. This study characterised the lived experience of MRSA isolation in
hospitalised patients in an acute care hospital in New Zealand, and the meaning
those patients drew from their experiences. It found Contact Precautions to
negatively influence the patients’ perceived quality of care. The report also
highlights the importance of staff being knowledgeable in infection prevention and
control so that patients and their families are appropriately supported and informed
(Barratt et al., 2010). None of these studies focussed on the bioethical aspects of
their findings.

In conclusion, the literature search identified interest in discussing the possibility of
bioethical concerns arising from Contact Precautions, but no published studies
employed the specific objective of applying a bioethical lens to gain an
understanding of the impact of Contact Precautions on hospital patients or health

professionals through a description of their experiences.

This more focussed exploration of the ethical aspects of Contact Precautions
confirmed that the research question was one that had not already been
comprehensively explored. This confirmed that the research described in this thesis
could potentially add useful understandings of the ethical standing of Contact
Precautions in the management of hospital patients colonised with an MRO. This
second literature review confirmed the possibility that Contact Precautions might
impose ethical tensions and conflict for patients and health professionals and
confirmed the relevance of the research objectives and the subsidiary questions that
| had developed. It also affirmed the value of taking a qualitative approach in

answering the research question and meeting the research objectives.
2.4 Third literature search and review

Throughout this research project relevant publications have been collected within
an EndNote library for reference within this thesis. For assurance that a
comprehensive collection of relevant work has been used for reference, and to
effectively arrive at a conclusion to this study, the literature search was repeated on
28" March 2021, to retrieve papers published from 1t January 2017 to 28" March
2021. Papers describing the efficacy of Contact Precautions in preventing MRO

transmission in hospitals were also sought.
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This search found that between January 2017 and March 2021 several authors have
published relevant work. These items were critically reviewed with the following

purposes:

o To identify recent findings of studies exploring the impacts of Contact
Precautions on patients, staff, and healthcare organisations. A
contemporaneous understanding of the positive and the negative impacts of
Contact Precautions would be crucial in enabling comparison between my

research findings and those of other researchers.

e To identify recent findings of studies evaluating the effectiveness of Contact
Precautions in reducing the transmission and acquisition of MROs in hospital
patients. This research was not able to capture data demonstrating the ability
of Contact precautions to prevent MRO transmission in hospitals. Studies
into the efficacy of Contact Precautions were anticipated to enable
discussions about the benefits of applying these controls in hospital. It was
therefore necessary to use the results of other researchers’ work to inform
the risk vs benefit discussion that informs the recommendations that are

made in the final chapter of the thesis.

e To identify any studies that had explored a similar research question to this
one, or that had included a risk versus benefit analysis of Contact
Precautions in the management of patients colonised with an MRO. This
was important because the earlier literature searches had identified several
commentaries which raised the possibility that hospital infection prevention
and control practice may involve ethical conflict (Bryan et al., 2007; Gilbert
et al., 2009; Herwaldt, 1996; Millar, 2009), but no research studies exploring
the possibility in depth.

e Toidentify any relevant policy changes or practice innovations that had been
introduced, or that had been recommended by other authors since this study
was commenced. This was necessary to provide assurance to myself and
to readers of this thesis, that the research question had not already become

superfluous through changes in policy and practice.

This third literature review found that no recent studies have explored Contact
Precautions through pluralistic and comprehensive application of ethical principles
or moral theories. Interestingly, several published papers discuss the ethical impact

of Contact Precautions, either as commentary pieces or research studies, with their
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focus being a single aspect of moral theory such as respect for autonomy (Hostiuc
et al., 2018) or justice (Voo & Lederman, 2020). Where more than one bioethical
principle is explored, the focus has been from the single perspective of health

consumers (Rump et al., 2018).

The search identified the recent publication of a systematic review of 13 studies that
provided data suitable for the calculation of risk ratio related to isolation practices
(Purssell et al., 2020). The review compared quantitative data on psychological or
non-psychological outcomes in adult patients who are in infective isolation with
those not isolated. Non-psychological outcome measures were quality of care,
satisfaction of care, and adverse events. The comparative data showed that
measures of quality of care such as staff responsiveness, being examined by the
attending physician, removal of food tray immediately after a meal, and daily blood
pressure recording, were lower in isolated patients than in non-isolated patients.
The importance of hand hygiene was explained by staff to patients in isolation more
often than to patients who were not in isolation, and adverse events including falls
and pressure ulcers also occurred more often. Complaints were more frequent in
isolated patients than in non-isolated patients. The authors summarise their findings
by stating that ‘This review has shown that there are a number of apparently
negative aspects to contact precautions, in particular with regard to psychological
effects and a reduction in the quality of some aspects of care.” (Purssell et al., 2020,

p. 6).

In consideration of whether Contact Precautions have been shown to be an effective
means of preventing MRO transmission in hospitals, four recently published studies
seem supportive. These four papers indicate, in their abstracts and conclusions,
that Contact Precautions are effective in reducing MRO transmission and infection
rates. Only one was an original report. This descriptive study described the
outcomes of implementing a universal Contact Precautions approach to all patients
admitted to a Greek ICU, however, staff compliance with that policy is not measured
in the report (lordanou et al., 2021). Of the other papers, one was a review of 98
MRO outbreak management reports, but measurement of compliance with Contact
Precautions was not a requirement for inclusion (French et al., 2017). Another was
an approach using statistical modelling to predict MRSA transmission. Modelling
presumed full compliance with Contact Precautions for patients identified as
colonised with MRSA, in accordance with policy requirements (Khader, Thomas,
Stevens, et al., 2021). This presumption is concerning, and very likely misleading,

as compliance with Contact Precautions is problematic, as evidenced by published
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reports where compliance ranged from 27% to 73% (Arriero et al., 2019; Dhar et al.,
2014; Jessee & Mion, 2013; Katanami et al., 2018; Nofal et al., 2017).

The final paper is a commentary, reflecting the current level of concern about the
implementation of Contact Precautions, and reflecting the poor quality of data.
Despite describing the limited evidence supporting Contact Precautions, this paper
falls short of determining that Contact Precautions are not an effective measure in
controlling MRO transmission (Martin, Rubin, et al., 2018). Other recent authors
have critically noted that the quality of the evidence-base in general, is poor, and
that data on the efficacy of Contact Precautions is limited (Banach et al., 2018). It
has also been postulated that any decrease in MRO rates in hospital is likely caused
by factors other than Contact Precautions, such as improved antimicrobial

stewardship (Furuya et al., 2018).

Eleven studies published since January 2017 describe the impact on MRO
acquisition rates after cessation of Contact Precautions as an institutional policy
requirement. One of these found an increase in infection rates following the
discontinuation of Contact Precautions and active VRE screening as an
organisational requirement (Johnstone et al., 2020). In the other 10 studies,
discontinuation of Contact Precautions was found to have little or no impact on MRO
colonisation and infection rates (Bardossy et al., 2017; Bearman et al., 2018;
Haessler et al., 2020; Khader, Thomas, Huskins, et al., 2021; Kleyman et al., 2021;
Marra et al., 2018; Metan et al., 2017; Renaudin et al., 2017; Schrank et al., 2019;
Thompson et al., 2020).

Whilst no recent study has found Contact Precautions to definitively limit MRO
transmission, two papers report the benefits of Contact Precautions to include the
privacy and seclusion of single room accommodation (Jesus et al., 2019; Taylor et
al., 2018). These two studies are heavily outweighed by the 20 studies published
over the same timeframe that demonstrate a relationship between increased
adverse events (Hamill et al., 2017; Martin, Bryant, et al., 2018; Tran et al., 2017),
negative psychological impacts (Bushuven et al., 2019; Currie et al., 2018; Eli et al.,
2020; Granzotto et al., 2020; Guilley-Lerondeau et al., 2017; Heckel et al., 2017;
Hereng et al., 2019; Hossain et al., 2020; Jesus et al., 2019; Mutsonziwa et al., 2021;
Purssell et al., 2020; Rump et al., 2017; Rump et al., 2018; Tran et al., 2017), and
other harms associated with Contact Precautions including increased length of stay
(Andreassen et al., 2017; Searcy et al., 2018) and decreased patient satisfaction
(Guilley-Lerondeau et al., 2017).
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In addition to these reported direct patient harms, Contact Precautions are found to
be associated with increased financial and resource costs (Andreassen et al., 2017;
Bushuven et al., 2019; DalBen, 2018; Engler-Hiisch et al., 2018; Roth et al., 2017;
Schrank et al., 2019; Tran et al., 2017; van Dijk et al., 2020), delays or interruption
to care (Currie et al., 2018; Datta & Juthani-Mehta, 2017; Rump et al., 2018) and to
extra time being required to provide patient care (Barker et al., 2017). All these
factors negatively impact on organisational function and reputation. Finally, the
contemporary literature did not reveal any formal change to the accepted policy
recommendations for Contact Precautions in MRO management, nationally or
internationally. A table showing these recently published papers and a summary of

their findings is included as Appendix A in this thesis.

The research aim for this study was to explore the impact of Contact Precautions
on patients and hospital staff and to interpret participants’ described experiences in
the context of a bioethical framework that is familiar and relevant to healthcare
contexts; the four principles of bioethics (Beauchamp & Childress, 2013).
Specifically, the study aimed to build an understanding of the impact of Contact
Precautions as they are practised in a group of three public hospitals in eastern
NSW, and to make recommendations for the development of ethically superior
processes for the management of people found to be colonised with MROs in

hospitals.

The initial literature review described in this chapter led to the formulation of the
research question which is ‘Are Contact Precautions ethically justifiable in
contemporary hospital care?’ and the four subsidiary research questions. The
research objectives were clarified as a result of the work undertaken in this review.
These are to understand the impact of Contact Precautions on patients and on
health professionals, to discuss these findings within a bioethical framework
(Beauchamp & Childress, 2013; Ells et al., 2011; Pellegrino, 1994) with a view to
exploring the ethical implications, and to make recommendations for an ethically
sound framework for the management of hospital patients colonised with a multi-
resistant organism. The second and third literature reviews provided a more
focussed exploration of Contact Precautions through a bioethical lens. They
confirmed the value of this research as an innovative approach to empiric bioethical

research.
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2.5 Chapter summary

This chapter has provided a review of the literature relating to concerns about the
ethical positioning of Contact Precautions in the management of patients colonised
with an MRO, in contemporary hospital care. It is supported by the inclusion of a
peer reviewed paper that was written to describe those concerns, and to frame them

in the context of biomedical ethics (Harris et al., 2019).

Contact Precautions have long been mandated in internationally recognised
guidelines (Garner & Simmons, 1983; Loveday et al., 2014; National Health and
Medicine Research Council, 2019) as a necessary tool for the prevention of the
transmission of MROs to patients within hospital settings. However, numerous
researchers and commentators have demonstrated that patients and staff may be
harmed by the practice. Contact Precautions may not be effective in achieving their
aim, and compliance is frequently sub-optimal. Concerns about patient and staff
autonomy, and observations that patients and staff experience feelings of stigma
and discrimination are noted. The key findings of the publications presented in this
chapter are used, in Chapter 6, to discuss the contextual results of this study that
address the first two study objectives. Chapter 7 concludes the thesis with
recommendations for infection prevention and control practice, policy, and research.
It uses the knowledge and understanding gained through the three literature reviews
to answer the fourth subsidiary research question which is Q4. If there are
challenges, what changes could be made to appropriately resolve these conflicts
and ensure that these patients’ hospital admission is managed in an ethically

defensible way?

As evidenced by the numbers of recent commentaries that have referred to the
ethical positioning of Contact Precautions, there is a growing body of evidence
supporting the need to explore the practice of Contact Precautions from an ethical
standpoint. Despite this, no other studies have been identified that explore Contact
Precautions in the management of patients colonised with an MRO through the

theoretical scaffold of bioethical principles that has been chosen for this study.

The lack of substantial other work in this arena provided impetus and motivation to
undertake research that will answer the research question which asked, ‘Are
Contact Precautions ethically justifiable in contemporary hospital care?’ The
following two chapters establish the chosen methodological approach and describe

the methods that were used to undertake this research.
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Chapter 3. Methodology

3.1 Introduction

Chapter 2 has provided a review of the literature around Contact Precautions and
their impact on MROs, patients, and staff, particularly considering aspects such as
respect for autonomy (in the individualistic as well as the relational sense), justice,
beneficence, and non-maleficence. The chapter also included a published peer
reviewed paper that explored wider concepts such as the consideration of the
person who is colonised with an MRO as a victim as well as a vector, the
precautionary principle, and the doctrine of double effect, as they relate to Contact

Precautions (Harris et al., 2019).

The aim of the research described in this thesis was to explore the impact of Contact
Precautions on patients and hospital staff and to interpret participants’ described
experiences in the context of a bioethical framework. Specifically, to build an
understanding of the impact of Contact Precautions as they are practised in a group
of three public hospitals in NSW, and to make recommendations for the
development of ethically superior processes for the management of people with

MROs in hospitals.

As stated in previous chapters the research question asked, ‘Are Contact
Precautions ethically justifiable in contemporary hospital care?’ There were several
key drivers for the decision to explore this question. Some were incidents that had
been personally witnessed or formally reported either locally or in the global
published literature as adverse events. Another was the increasing recognition of
the continuing proliferation of antibiotic resistant strains of significant pathogens,
and a growing sense that the well-established infection prevention and control
procedures, known as Contact Precautions, have not been successful in stemming

the tide of antimicrobial resistance.

As my career in infection prevention and control developed, the questions | had
been asking myself became more concrete. | realised that | had reached a point of
guestioning not only the evidence-base that has informed the principles and practice
of Contact Precautions, but the fundamental ethical standing of Contact Precautions
in contemporary hospital care. It became important for me to consider whether the

application of these policies might be unethical.
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3.2 Ethics in infection prevention and control

To determine whether this hunch was justified, it was important for me to unpack
my reaction, using the terminology of ethics and an understanding of the relevance

of bioethics to infection prevention and control practices.

Healthcare practice involves interacting with patients in ways that can be evaluated
as good or bad, right or wrong, not merely from clinical or regulatory perspectives,
but also from an ethical perspective (Kerridge et al., 2013). Patient care should
positively contribute to the individual’s well-being. Unfortunately, healthcare can
also be harmful. These harms may be directly caused by malpractice or error.
Harms may be indirectly caused if healthcare is conducted in a manner that fails to
take account of relevant background conditions or the social supports available to
the patient, or if it does not respect the patient’s autonomy (Beauchamp & Childress,
2013). Recognition that health care inherently raises ethical concerns has given rise
to bioethics, or health care ethics, as a subdiscipline within philosophy (Kerridge et
al., 2005). These paradigms focus on the ethical significance of health and iliness,
and the ways that health care practices and systems have ethical implications.
Several substantive ethical theories can be applied to health care ethics, for
example, deontological, consequentialist, pluralist, rights based or virtue theories,

and these theories can conflict on particular issues (Beauchamp & Childress, 2013).

The purpose of introducing ethical concepts into this thesis is not to develop a novel
ethical theory for infection prevention and control or to defend a particular ethical
theory, but rather to introduce some common ethical language to understand how
patients and health care practitioners understand the impact of Contact Precautions.
Those insights are crucial in answering the research question and delivering
recommendations for practice and research. Taking an ethical perspective
throughout all stages of the research was necessary to support grouping and
prioritisation of the ethical themes that would provide the necessary insight to
answer the research question. An important consideration when selecting a suitable
ethical approach was the need for this research to inform recommendations for
changes to policy and practice which might mitigate any identified harms or negative

ethical impacts of existing practices.

Some of the earliest evidence that our ancestors were concerned that health care
practices and systems have ethical implications is seen in the documented

deliberations about the practice of medicine in ancient Greece. Hippocrates is
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attributed as the collator of a collection of works by several authors into the ‘Corpus
Hippocraticum’. These writings include the first recognised example of a
professional code of ethics (Boylan, 2019). Consequently, Hippocrates is often
viewed as the ‘Father’ of medical ethics and the impact of the Hippocratic Oath still
has salience in health care practice. In a modified form, the Hippocratic Oath
provides ethical structure to the medical profession. These rules include the often
quoted ‘first do no harm’ (Pappas et al., 2008) as well as some more specific
instructions relating to physicians’ personal and professional behaviours
(Beauchamp & Childress, 2013). Medical ethics is therefore the most established
sub-branch of bioethics which also comprises animal ethics and environmental

ethics.

Since the time of the ancient Greeks several moral theories that impact upon
medical ethics have been developed by later theorists. One such philosopher was
Immanuel Kant, who lived from 1724 to 1804 and argued that there is a fundamental
moral duty to respect the rationality of humanity. From this he argues that humanity
and the reasoned choices of other people ought to be respected and valued
intrinsically (and not just instrumentally). This notion has been interpreted as the
basis for the principle of respect for autonomy and respect for persons (Beauchamp

& Childress, 2013), as well as justice or fairness.

In health care ethics, this is reflected in the view that competent adult patients ought
to be provided with information about their condition and proposed treatment,
including the risks, so that they can decide to give permission for treatment or to
withhold that permission. Further, because all humans are taken to be intrinsically
valuable, treatment which discriminates against some and privileges others, without

justification, is viewed as unjust or unfair (Kerridge et al., 2005).

John Stuart Mill (1806-1873), building on the writings of his father James Mill and of
Jeremy Bentham, developed a consequentialist approach to ethics (Mill & Robson,
1977). Their writings state there is a duty to act in such a way as to minimise harm
and to maximise benefit or utility for all those affected by one’s actions. For
consequentialists, priority may be placed on the principles of non-maleficence and
beneficence (Beauchamp & Childress, 2013). Like Kantians, consequentialist
approaches are committed to non-discrimination and so endorse the principle of
justice, although consequentialists and Kantians come to different conclusions

about how to assess appeals to justice (Lee, 2012).
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Since the beginning of the twentieth century there has been increased attention to
guestions of medical and research ethics in philosophical, academic, and clinical
circles (Lee, 2012; Wendler, 2017). This has largely been driven by developments
in the biological, reproductive and health sciences as well as some notorious
examples of unethical research practices (Beauchamp & Childress, 2013). In early
twentieth century Germany, the available research ethics guidelines were not
followed by Nazi doctors conducting a range of harmful experiments on
concentration camp prisoners. As a result, at the end of World War 2 the Nuremberg
Code was published with the aim of preventing atrocities from being done in the
name of research (Miracle, 2016; Wendler, 2017).

Despite this, some decades later in 1972, it was revealed that some 40 years
previously, a cohort of impoverished American black men with syphilis had been
recruited into a study (the Tuskegee study) examining the natural course of the
infection if left untreated. This study commenced in the 1930’s and even after
effective treatment was available in 1947, the study participants were not provided
with it. In addition, there was no evidence that they could leave the study once
recruited (Miracle, 2016).

Following these revelations, the US Government established the National
Commission for the Protection of Human Subjects of Biomedical and Behavioral
Research in 1974 (Miracle, 2016). A panel of 11 eminent academic, medical,
theological, and legal experts, along with a lay representative of the community,
produced the Belmont Report after four years of deliberation. The report cites the
principles of respect of persons, beneficence, and justice as being required for the
ethical conduct of research (National Commission for the Protection of Human
Subijects of Biomedical and Behavioral Research, 1978). Although it was ostensibly
written to guide ethical practice in research involving human subjects, the Report
has been described as applicable in the enactment of routine medical care (Adams
& Miles, 2013; Miracle, 2016).

In 1977, slightly before the Belmont Report was published Tom Beauchamp and
James Childress published the first edition of their book entitled Principles of
biomedical ethics. The 7" edition of this work has been used as reference
throughout this thesis (Beauchamp & Childress, 2013). These authors provide and
explain their four principles of biomedical ethics as respect for autonomy, non-
maleficence, beneficence, and justice. Beauchamp and Childress recognise that in

contemporary society there are several sources of, and influences upon, peoples’
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ethical commitments. Also, that in a pluralist democratic society there is no single
authoritative ethical perspective that can be used to ground health care practice.
Health professionals, patients, and communities will have different ways of
understanding and responding to ethical conflicts, although there are many areas
where there is overlapping agreement about the ethically important features of
individual cases. Beauchamp and Childress developed a principles approach to
health care ethics to help identify and articulate the ethical concepts that are relevant
in understanding ethical contexts. They did not seek to develop a stand-alone ethical
theory. Their text was written not only to inform ethical practices in research, but to
guide clinicians in their everyday practices when encountering challenging
situations. In Chapter 8 of their book, they discuss professional — patient
relationships, stating that ‘the entrenched distinction between research and practice

is both puzzling and morally questionable’ (Beauchamp & Childress, 2013, p. 332).

Since its publication, Beauchamp and Childress’s work has been academically
scrutinised and criticised (Beauchamp & Childress, 2013; De Vries & Van Leeuwen,
2010; Kolmes, 2016; Quante & Vieth, 2002). Principlism has been criticised for
being overly abstract and dogmatic, and unacceptably distanced from clinical reality.
A key concern being that the provision of the four principles inclines towards a
deductivist approach in considering problems. Critics are concerned that self-
deception may occur when people applying them may fall into the trap of believing
the four principles to be useful as a framework that allows them to be used in a
logical fashion to arrive at a conclusion (De Vries & Van Leeuwen, 2010). Clouser
and Gert are cited as being concerned that ‘An agent will not be aware of the real
grounds for his moral decision’ (Quante & Vieth, 2002, p. 630). Beauchamp and
Childress strongly dispute these criticisms despite describing them in quite concrete
terms as useful in healthcare contexts in establishing basic building blocks for a
common morality. They argue that the four principles merely provide recognisable
signposts to guide practising clinicians and therefore have relevance to ethical
reflection, being bound to context. As such, the principles provide a means to
achieve coherence through a method of ethical reflection known as reflective
equilibrium, a term first used by John Rawls (1971, as cited in Beauchamp &
Childress, 2013). Reflective equilibrium involves intuitive and inferential balancing
and reflection on the different ethical challenges relating to a given situation or
circumstance (Quante & Vieth, 2002), and empirical understandings, those drawn
from experience, can assist in this process (De Vries & Van Leeuwen, 2010). In

clinical practice, bioethical cases require decisive and timely solutions. Beauchamp
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and Childress (2013) argue that traditional philosophical ethical methods are not

suitable for achieving these goals.

Empirical bioethics research compliments and extends principlism by uncovering
and demonstrating the practical implications of, and responses to, the application of
bioethical principles and policy by patients and health care professionals. It has the
capacity to deliver findings that can challenge dogma and conventional norms and
influence ethically improved policies and practices and community expectations (De
Vries & Van Leeuwen, 2010). Research such as this study is recognised as having
the capacity to reveal the experiences of people associated with ethically important
circumstances. Often these situations are hidden from sight, being obscured by
policy requirements, or exempted from scrutiny, as practices that are accepted as

routine and ordinary, and ethically irrelevant (Strong et al., 2010).

These strengths demonstrate the importance of the investigation described in this
thesis. Contact Precautions for the management of hospital patients found to be
colonised with an MRO are an example of a long-established practice 