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Abstract

Implementation of protocols and guidelines is an important strategy used by
hospitals in their fight against healthcare-associated infections (Pratt et al., 2007),
yet their use remains a challenge (Boaz et al., 2011; Grimshaw et al., 2001). This
thesis addresses the topic of behavioural change through exploring how protocols
and guidelines are used on hospital wards to manage the risk from Clostridium
difficile infection, the difficulties ward staff faced with their use and what
happened in practice as difficulties were experienced.

A qualitative study was conducted using a single case study methodology (Yin,
2009) with one acute NHS hospital in the UK. Methods used included non-
participant observation (184 hours), informal conversation, interviews (49) and
document review. An adapted version of the topic guide developed by Michie et
al. (2005) based on their theoretical framework of behavioural change was used in
the interviews. Data collected was analysed inductively using NVivo 8 and
compared against Michie et al’ s (2005) framework.

The findings illustrate that nurses and doctors were detached from protocols and
guidelines. Instead they relied heavily on informal sources of knowledge to guide
their practice. Examples include experiential knowledge, common sense,
intuition, ‘‘rules of thumb’” and “mind lines’ (Gabbay and le May, 2004, 2011).
They aso took account of preferences, their perceptions of risk, socia norms and
other contextual issues. Four emergent themes illustrate the complexity of factors
hindering and assisting the use of protocols and guidelines into practice. These
are ambiguity, organisational issues, professional frustrations and perceptions of
contamination.  Variations in practice were widespread as protocols and
guidelines were ‘worked around’ and improvisations were made as ward staff
struggled against a tide of organisational constraints, unrealistic conflicting
priorities and difficulties with protocol ambiguity. The way that difficulties were
being solved on the ward means that the underlying causes were not being
addressed as concerns were not brought to the surface. Professional frustrations
such as feeling overwhelmed and powerless acted as barriersto nurses’ reflection.

The study has empirically expanded Michie et al’s (2005) behavioural framework
whilst exploring the dynamics and complexity of categories influencing the use of
protocols and guidelines through a ‘thick’ description of the study findings. This
study has made a conceptual contribution to the literature by identifying that
Michie et al’s (2005) framework does not seem to take into account tacit and
experiential  knowledge, professiona knowledge, how sense is made of
information from the local context or the process of reflection as part of learning.
Recommendations are made to address the findings from this study.

XiX
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| ntroduction

“‘People don’'t choose their careers, they are engulfed by them’”’

(Dos Passos, 1959).

Motivational I nfluences For This Study

My arrival at Warwick in January 2008 to undertake this study was not a direct
path, but a circuitous route, although | had always imagined that one day | would
study for aPhD. The motivation for the topic of this study has been influenced by
past experience, including employment, people that | have met and things that |

have learned aong the way.

My first awareness of the role of organisationa protocols stems from listening to
my colleagues (experienced chemists) talking about feeling de-professionalised as
the company introduced standard operating procedures. | remember being issued
with a huge file and being asked to read and sign a sheet of paper to confirm that |
had understood the ‘rules’ yet | questioned the purpose of this task to myself. At
the age of 22, | worked as alaboratory technician in aradioactive plant in Cardiff.
Batch manufacturing was being introduced to assist the company to be more
efficient, improve quality and production and gain a competitive edge in the

market place, based on Deming's philosophy of Tota Quality Management



(Deming, 2000). On occasions | deviated some of these new ‘rules and |
wondered about my own behaviour. During an audit by The Nationa
Radiological Inspection Board, the inspector identified a step that 1 had omitted
with my practice as he observed me purifying a radioactive isotope. As a result,
my manager addressed the whole team as a lesson to be learnt from my
experience so that this did not recur. | was curious about how this inspector, an
outsider, could know so much about our work and have such an impact in relation

to our work processes. This influence stayed with me.

| went on to study a degree in Environmental Health and worked as an
enforcement officer within Local Government. Over time | became frustrated
because of the lack of involvement | was able to provide to help owners of local
businesses from being prosecuted. | therefore moved to the private sector and
worked as a consultant where | was able to provide advice and assistance to
businesses, which | found more rewarding, often having to negotiate with
enforcement officers when legal action was pending. Part of my role as a
consultant was to design and develop ‘systems' to support a due diligence defence
in case of civil claims or legal action. | became fascinated as to why companies
would pay thousands of pounds for these ‘systems yet these would sometimes
gather dust on a shelf. | often wondered about how protocols were used in

practice.



| read books by Ricardo Semler (1993, 2003) and how in his business he had
turned the conventional corporate rule book on its head by not having a mission
statement or policies and procedures (Caulkin, 2003). | was intrigued about
organisational culture and its influence on behaviour and performance. | enrolled
on a three year MSc programme. | chose the course because | wanted to learn
about organisational accidents (human factors) and the effect organisational
culture has on behaviour in the workplace. My dissertation explored how the
safety culture influenced practices on farms and rural estates across the UK
managed by a large international property management company. A site-based
contractor had died on one of the estates, there had been an inquiry and the

organisation was keen to let me study their practices.

After finishing the MSc | worked with a psychologist delivering workshops for
behavioural safety. | also used safety climate surveys, interviews and focus
groups to explore employee perceptions of safety for companies such as BAE and
Bafour Beatty. My curiosity to understand more about behaviour, behavioural
theories and work-based standards continued to drive me and | actively looked for
a PhD to learn more about the topic. Hence my PhD journey started when |
successfully applied for a studentship looking at the management of healthcare

infections.



My journey has been emotional, demanding, yet fulfilling and very enlightening.
| have learned a lot about myself and my own motivations as much as | have

deepened my knowledge of the topic | have studied.

About The Study

Healthcare-associated infections are deemed the most frequent result of unsafe
patient care worldwide (Allegranzi et al., 2011) and protocols and guidelines play
a key role in their management (World Health Organization, 2009). Despite the
widespread availability of these documents, a substantial gap exists between
research evidence and practice (Allegranzi and Pittet, 2009; Gould et al., 2008;
Mathai et al., 2010). Behavioural theories and frameworks from psychology have
been suggested as a useful means to further our understanding of the
implementation process (Davies, et al., 2010; Michie, 2011). This study uses a
behavioura change framework from psychology (Michie et al., 2005) to identify
and understand the complexity of factors influencing the use of infection control
protocols and guidelines on a hospital ward. The sections that follow outline the

study aim, research questions and the structure of the chapters of thisthesis.



Study Aim

The study aims to gain afuller understanding of how healthcare professionals and
other healthcare workers experience the use of protocols and guidelines designed

to prevent and control Clostridium difficile infection.

Resear ch Questions

The research questions are as follows:

1. How are infection control protocols and guidelines perceived and used on the

hospital ward to manage the risk from Clostridium difficile infection?

2. What challenges, difficulties or dilemmas are experienced by ward staff with
implementing protocols and guidelines in the management of Clostridium

difficile infection?

3. What happensif difficulties are experienced?



Thesis Outline

The work is presented in five chapters.

Introduction: This section has provided a brief background about the researcher,
explaining the influences that have played a part in the topic of this study. It
outlined the study aim and research questions. The presentation of the chapters

that will follow are outlined below.

Chapter One provides a background and setting for the study. It discusses the
epidemiology of healthcare-associated infection and provides an introduction to
Clostridium difficile infection explaining how it is caused, the symptoms of
infection, the risk factors, how it is diagnosed, treated and prevented. It discusses
the strategies that are being used to tackle healthcare-associated infections world-
wide and explains how protocols and guidelines fit into this strategy. A fina
section critically examines accident models and discusses how safety defences can

be by-passed.

Chapter Two presents a review of the literature. It critically examines what is
known about how infection control protocols and guidelines are used in healthcare
and the difficulties with their use. The strengths and limitations of behavioural
theories used with these studies are discussed. The chapter ends by introducing

the behavioural framework that underpins this study.
7



Chapter Three presents the methodology and the methods chosen for this study.
It summarises my epistemologica and ontological perspective and research
approach used, presents a rationale for the use of a qualitative case study design,
and provides a discussion about how the data was collected, anaysed, the
difficulties encountered with this process and how these were overcome or

minimised.

Chapter Four presents the findings of the study. These are organised around

three research questions:

Research Question 1. This section relates to ward staff perceptions about how
infection control protocols and guidelines were used on the ward to manage

Clostridium difficile infection and highlights the difficulties with their use.

Research Question 2. This section presents the findings surrounding the theme
of ambiguity, organisational issues, professional frustrations and perceptions of
contamination. These influences were seen to assist and hinder the use of

protocols and guidelines into practice.



Research Question 3. This section presents the findings relating to perceptions
about what happens when difficulties arise as a result of putting infection control

protocols and guidelines into practice.

Chapter Five provides a discussion of the key research findings addressing the
three research questions. The conclusions of the study are discussed aong with
the original conceptual and empirical contribution to knowledge. The chapter
acknowledges the study limitations and makes conclusions and recommendations

for changes in practice, education and policy and suggestions for further research.



Chapter One
Setting/Background

10



Chapter One: Setting/Background

I ntroduction

This chapter is a critical review of the existing literature pertinent to the research
topic. The research study will be positioned within this literature and provides a
background and setting to the study findings. This chapter is an examination of
the context of healthcare-associated infection, a discussion of why it is a global
concern, reviews the strategies that are being used globally and nationally to
tackle the high levels of infection, including the introduction of guidelines for
hand hygiene in healthcare, and the legidative framework within the UK to ensure

basic standards are met to reduce infection.

Protocols and guidelines are placed into context within a system to manage the
risk from healthcare-associated infection. Accident models are used to explain
how incidents and adverse events can occur, with protocols and guidelines being
one layer of defences to prevent harm. The final section discusses how these
safety defences can be by-passed. Key terms used in the literature search can be
found in Appendix 1. The next section discusses and defines the terms used in

relation to infections associated with the healthcare environment.
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Meaning of the Term Healthcare-Associated I nfection

Over recent years, the numbers of illnesses and deaths associated with the
healthcare environment have escalated (Heath Protection Agency, 2007) and
there is concern regarding antibiotic-resistant pathogens (McDonald, 2006). Two
organisms that are particularly problematic are methicillin-resistant
Saphylococcus aureus and Clostridium difficile as these can have a considerable
impact on the patient’s treatment and recovery. Patients who become infected
often require a longer stay in hospital, their treatment can be more complicated
and the consequences can be severe, sometimes resulting in disability or death
(Pittet and Donaldson, 2005). Ilinesses and deaths attributable to antibiotic-
resistant pathogens are known as ‘hospital acquired infection’, ‘healthcare-

associated infection’ or ‘nosocomia infection.’

The World Health Organization (2002, p1) defines hospital acquired infection as:

“*An infection acquired in hospital by a patient who was admitted for a
reason other than that infection’” (Ducel et al., 2002).

“*An infection occurring in a patient in a hospital or other health care
facility in whom the infection was not present or incubating at the time of
admission. This includes infections acquired in the hospital but appearing
after discharge, and also occupational infections among staff of the
facility’” (Benenson, 1995).
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Both definitions suggest that a ‘hospital acquired infection’ is a clinically evident
infection unrelated to the patient’s original diagnosis, which has been transmitted
to the patient during their stay in hospital whilst receiving a procedure or
treatment for a different condition. The second definition widens the scope by
including patients in other healthcare establishments, which could mean outpatient
clinics, or nursing homes, athough thisis not defined. It also includes infections
transmitted to hospital staff. The word ‘nosocomial’ means an infection
originating from hospital (Collins English Dictionary and Thesaurus, 2000). For
the purpose of this study, the more generic term * healthcare-associated infection’

will be used as the other terms are now considered obsolete (Horan et al., 2008).

Epidemiology of Healthcar e-Associated | nfections

Prevalence surveys can be a useful tool to provide a snap-shot of the burden of
disease (Coello et al., 2011), providing a picture of existing and new occurrences
of hedthcare-associated infection (Farmer and Miller, 1991). Gathering data on
the epidemiology of infections through surveillance is considered an essential and
important part of the overall management of healthcare infections (Gould and
McDonald, 2008). Prevalence surveys differ from incident reporting, in that the
latter method provides information on the number of new cases only that occur
during a specified period in a defined population (Farmer and Miller, 1991).
Prevalence surveys are easier, less expensive and less time consuming to perform

than incident reporting, can be undertaken on a large scale (Humphreys and

13



Smyth, 2006) and can supplement other surveillance methods (The RAISIN

Working Group, 2009).

Within Europe, the estimated incidence of healthcare-associated infection ranges
from 4% to 10% of hospital admissions (Pratt et al., 2003) and within developing
countries the rate has been estimated to exceed 25% (Pittet et al., 2008). In the
United States in 2002 an estimated 1.7 million patients developed a healthcare-
associated infection (Klevens et al., 2007) and reported mortality rates increased
from 5.7 per million in 1999 to 23.7 per million in 2004 (Karas et al., 2010). In
Canada an estimated 22,000 healthcare infections occur each year (Gould et al.,
2010), contributing to the fourth leading cause of death within the country (Baker
et al., 2004). Within the UK in 2004, the Department of Health estimated that
there were 300,000 healthcare-associated infections each year (House of
Commons Committee of Public Accounts, 2005), costing over a billion pounds
annually (National Audit Office, 2009). In 2007, approximately 9,000 deaths
were recorded in the UK with methicillin-resistant Saphylococcus aureus blood
stream infections or Clostridium difficile infections as the underlying cause or

contributory factor (Office for National Statistics, 2008).

Within the epidemiology literature the strengths of using prevalence surveys have
been highlighted. Gastmeier et al. (2000) reported that repeated surveys can
provide a baseline from which improvements with infection control programmes

can be measured and priorities identified to focus resources (Humphreys and
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Smyth, 2006). France reported improvements in their five yearly prevalence
survey rate, from 6.7% in 1996 to 4.9% in 2006 (Carlet et al., 2009). Muhlemann
et al. (2004) reported that repeated surveys are a simple, cost effective method of
benchmarking rates between hospitals and this is important to encourage learning.
Various studies have reported that the prevalence of infection varies by speciality
(Fitzpatrick et al., 2008; Klavs et al., 2003) suggesting the importance of
implementing hospital wide infection control policies and standard precautions

(Reilly et al., 2008).

Despite the strengths of using a prevalence survey as a surveillance tool, there are
various limitations that need to be considered. Firstly, the rate determined is a
crude estimation of infection which can vary depending on the type of
establishment and the case mix. For example, a seven day survey in Switzerland
in 1998 reported an overal prevalence of 11.3%, with 8.4% in acute wards and
16.4% in chronic wards (Sax et al., 2001). Secondly, as nationa prevalence
surveys are expensive and time consuming, point prevalence surveys are more
likely to be undertaken (Coello et al., 2011), which may only include a sample of
settings (type of hospital or unit) and sample of infections and the results may not
be generaisable. Thirdly, although the definitions of infection used may be
agreed within a country, for example the 1994 survey undertaken within the UK
was agreed within a steering group (Emmerson et al., 1996), the definitions used
may not be comparable with other internationally agreed definitions. Wilson et
al. (2004) reported that the mean percentage of wounds infected varied depending

on the definition of surgical wound used. Therefore, the differences in the data
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collected, the definitions used to identify infection and the period over which data
is collected may to some extent explain why rates of infection vary between
countries. For example, Germany reported a prevalence rate of 3.5% and 4%
respectively (Gastmeier, 1998, 2000), yet only confirmed cases of infection were
included, which may partly explain their low rate compared with other countries
(Humphreys and Smyth, 2006). A national prevalence survey undertaken in Spain
(Rossdllo-Urgell et al., 2004), using data from surveys carried out from 1990-
2002, reported that the results varied depending on the day of the week in which
the survey was undertaken. Rossello-Urgell et al. (2004) reported a rise in
prevalence of hedthcare infection as the week progressed, with the highest
prevalence being Saturday — Monday. The authors suggest that patients who
contract healthcare infection become progressively worse as the week progresses,
and discharge on a Friday may therefore be postponed. They use this to explain
why a higher rate of infection may be detected over the weekend, and advise that
surveys are carried out Tuesday-Friday, preferably on the same day, to avoid
changes in admission/discharge rates that can occur throughout the week. Results
may aso differ depending on the use of antibiotics (Jodra et al., 2006), or the
implementation of infection control measures such as hand hygiene (Struwe et al.,
2006). These examples highlight the caution that needs to be taken when
comparing prevalence rates between countries due to differences in the

surveillance approach used (Pratt et al., 2003).

In 2006 a prevalence study was undertaken in the UK and the Republic of Ireland

for the first time using internationally agreed definitions from the Centres for
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Disease Control. The rate was found to be 7.6% (Humphreys et al., 2008; Smyth
et al., 2008) compared with areported rate of 19.1% in 1980 (Meers et al., 1981)
and 9% in 1994 (Emmerson et al., 1996). Scotland was excluded as it used a
different methodology (Reilly et al., 2008). Argentina carried out a prevalence
survey in 2008 using an identical methodology employed by the UK (Smyth et al.,
2008) yet differences in their sampling strategy and case mix make comparisons
difficult (Durlach et al., 2012). The overal prevalence rate of healthcare infection
within Argentina was found to be 11.30% (Durlach et al., 2012), which is much
higher than the level found within the UK (7.6%). These differences could be due
to environmental factors, standard of hygiene, difference in infrastructure and
equipment, relationship between staff and patients, differences in knowledge and
implementation of infection control measures (Durlach et al., 2012). For
example, Struwe et al. (2006) compared a point-prevalence survey undertaken in
Sweden (Huddinge), Latvia (Riga) and Lithuania (Vilnius). The rate of healthcare
infection was higher in Huddinge (15%) despite easier access to hand
disinfectants. Whereas, staff in Riga (3%) and Vilnius (4%) were encouraged to
use pocket containers of alcohol hand rub because of lack of hand wash basins.
This suggests that even though the comparison of crude infection rates may not
seem meaningful (because of the reasons aready explained), comparisons

between countries can contribute to valuable discussions about the quality of care.

There has been pressure for the standardisation of methods with agreed definitions
of infection to facilitate direct comparisons between countries, within countries or

ingtitutions over time (European Centre for Disease Prevention and Control,
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2008). In May/June 2011 - May/June 2012, the European Centre for Disease
Prevention and Control led a point prevalence survey of heathcare infection
within acute hospitals. All participating EU countries for the first time used
standardised methodology to enable comparisons to be made from the results. All
European countries were encouraged to participate however taking part was
voluntary. The survey will be repeated every five years and the results of the first
survey are due to be released shortly (European Centre for Disease Prevention and

Control, 2012).

Data on levels of MRSA infections as a proportion of al Saphylococcus aureus
bloodstream infections indicate that the UK has one of the highest levels in
Europe (European Antimicrobia Resistance Surveillance System, 2007) (See
Table 1). In comparison, the Netherlands and Denmark have the lowest levels of
methicillin-resistant Staphylococcus aureus. This has been attributed to their
strict ‘search and destroy’ policy, whereby carriers and infected persons are
identified by screening and treated in isolation using barrier precautions

(Wagenvoort, 2000).
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Table 1: Proportion of Staphylococcus aureus blood isolates

resistant to methicillin (i.e. MRSA)

Denmark 0.8% France 28.5%
Netherlands 1.4% Portugal 48.4%
Austria 9.2% Italy 38%
Germany 16.3% Greece 48%
Spain 25.5% United Kingdom 35.6%

Sour ce: European Antimicrobial Resistance Surveillance System data for 2007

Epidemiologica datafor Clostridium difficile is sparse within Europe. To provide
a more complete overview Bauer et al. (2011) carried out a prospective study
within 34 European countries to test for C.difficile. In November 2008 a web
based questionnaire was used to gather additional information about the infection
after diagnosis and 3 months post diagnosis. This was undertaken with a
maximum of ten of the first patients to be diagnosed per hospital. A high follow
up rate (90% was achieved). Because only the first ten patients per hospital were
included in the survey and hospitals were selected in relation to size rather than
chosen randomly, the results may not be representative of each country. Some
hospitals may have been selected because of outbreaks and no attempt was made
to differentiate between relapses and re-infection (Bauer et al., 2011), therefore
bias may have been introduced. The authors reported that the incidence of
C.difficile infection and the causative organism varied greatly between hospitals
across Europe. They reported an overall figure of 4.1 per 10,000 patient days

which is higher than the overall figure of 2.45 per 10,000 patient days reported by
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Barbut et al. (2007) athough the methodology of both studies differed. At 3
months follow up, 101 (22%) out of 455 patients had died and C.difficile infection
was attributed to 40 (40%) of these deaths (Bauer et al., 2011), which the authors

noted was strikingly high.

Within the UK, since 2004 it has been a mandatory requirement to report all
episodes of Clostridium difficile infection in NHS acute Trusts in patients aged 65
years and over. To enhance the surveillance of this infection, in April 2007 the
age of mandatory reporting was lowered to patients aged 2 years and older
(National Audit Office, 2009). In 2009/10 in England and Wales, there were
nearly 2000 reported incidences of methicillin-resistant staphylococcus aureus
(MRSA) yet over 25,000 reports of Clostridium difficile infection (12.5 times

higher) (Health Protection Agency, 2010).

The cost to patients and their families from healthcare-associated infections
includes unnecessary pain, anxiety and suffering (National Audit Office, 2009).
Evidence suggests that the public fear hospital admission because of the threat of
antibiotic resistant infections (Gould et al., 2009; Hawkings et al., 2007).
Although the dtatistics for methicillin-resistant staphylococcus aureus and
Clostridium difficile infection suggest that the levels within the UK are falling,
possibly due to healthcare interventions that have been implemented (Department
of Health, 2003) there is continued emphasis to try to understand how further

improvements can be made. According to the World Health Organization (2009),
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most healthcare-associated infections are preventable and the implementation of
infection control protocols and guidelines have an important part to play. Whilst
it is acknowledged that attaining 100% prevention may not be realistic (Umscheid
et al., 2011), some studies have shown that between 10 - 70% improvement is

possible by following evidenced-based strategies (Harbarth et al., 2003).

The next sections review the literature relating to Clostridium difficile infection.
It explains how infection is caused, the associated risk factors, the symptoms of
infection, how it is diagnosed, treated and prevented and introduces some of the

studies that form part of the literature review.

What Is Clostridium difficile And WherelsIt Found?

Clostridium difficile (also known as C.difficile or C.diff) is a bacterium and a
member of the Clostridium family. It is a gram-positive bacillus and an obligate
anaerobe (Kee, 2012) which means that the vegetative cells (bacteria) will die
when exposed to atmospheric levels of oxygen (Weber et al., 2010). It is a
particularly problematic organism, in that not only it is resistant to many
antibiotics (Huang et al., 2009) and new hypervirulent strains are appearing (Pant
et al., 2011), but during unfavourable conditions, for example when bacteria are
shed in the faeces, it can form spores to survive for long periods within the
environment (Weber et al., 2010). Recent studies have demonstrated the potential

for C.difficile spores to be transferred via the airborne route (Roberts et al., 2006,
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2008) as spores are shed when a patient has diarrhoea (Best et al., 2010, 2012).
Spores have been found in isolation rooms (Dubberke et al., 2007; McFarland et
al., 1989), non-isolation rooms and other ward areas where nurses and doctors
work, including computer and telephone key pads, medication carts, pulse
oximeter finger probes and blood pressure cuffs (Dumford et al., 2009), toilets,
floors, bed sheets and bed frames, call buttons, radiators, curtain rails, window
frames and equipment such as scales, electronic thermometers and feeding tube
equipment (Gerding et al., 2008; Wilcox et al., 2003). The spores are resistant to
a range of disinfectants (Fraise, 2011), including alcohol hand rubs (Gerding et
al., 2008; Vonberg et al., 2008) making it more difficult to eradicate. The
organism lives in the colon of about 1 - 3% of healthy adults and 5 - 80% of
healthy infants, is commonly found in the soil (Sunenshine and McDonald, 2006)
and the intestinal tract of animals (Williams and Spencer, 2009) and is becoming
increasing common within long-term heathcare facilities such as care homes

(Kee, 2012).

How Do Patients Become | nfected?

Patients with C. difficile infection or carriers of the disease excrete large numbers
of spores in their faeces which contaminate the environment (Riggs et al., 2007)
providing a reservoir (source) for infection (Walker et al., 2012). C.difficile
spores are transmitted by the faecal-oral route through ingestion of the spores via
the contaminated hands of a healthcare worker, patient or visitor or via a

contaminated object, equipment or food which enter the patient’s mouth or nose
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and are swallowed. The normal stomach acidity is an important host defence
against ingested pathogens and any vegetative cells will die (Kee, 2012).
C.difficile spores are resistant to this acid, so will pass through the stomach and
intestine and become excreted or they can lie dormant inside the colon until
optimal conditions for growth develop, a process known as ‘asymptomatic
colonisation’ (Gerding et al., 2008). This means that some people (healthcare
workers, patients and visitors) will become carriers and show no symptoms, yet
can act as a vector of disease, by transmitting the organism to other people,
usually via their contaminated hands (Riggs et al., 2007). The mechanism by
which the normal intestinal flora prevents colonisation by C.difficile and other
potentially pathogenic organisms is called ‘colonisation resistance’ (Stecher and
Hardt, 2011). Spores transferred to other people can subsequently grow and

multiply in their colon, yet thisis dependent on certain risk factors being present.

What Are The Risk Factors For Clostridium difficile | nfection?

The ingestion of spores does not necessarily mean that an individual will develop
C.difficile infection. The situation can change when broad spectrum antibiotics
are administered and the normal gut flora becomes disrupted (Shannon-Lowe et
al., 2010). C.difficile is an opportunistic pathogen, and is able to use the atered
balance of the gut florato its advantage, that is, the spores are able to germinate
and multiply. For hospital patients with already weakened immune systems,
taking antibiotics puts them at increased risk of developing C.difficile infection

(Johnson, 2009; Williams and Spencer, 2009). Other risk factors include previous
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use of antibiotics, extended duration of antibiotic use, advancing age (>65 years),
severity of pre-existing illness, extended stay in hospital and decreased renal
function (Gerding et al., 2008; Johnson, 2009; Williams and Spencer, 2009),
nasogastric intubation (Poutanen and Simor, 2004; Sunenshine and McDonald,
2006) and gastric acid suppressants (proton pump inhibitors) (Johnson, 2009).
Healthy hospital employees, children and pregnant women not thought to be at
risk from the infection have contracted the illness yet the causal factors are not

understood (Dorn, 2009; Sinh et al., 2011).

What Are The Symptoms Of Clostridium difficile I nfection?

C. difficile bacteria can produce two toxins A (enterotoxin) and B (cytotoxin)
which cause the symptoms of infection. The toxins released by C. difficile
bacteria attack the intestinal wall causing inflammation and damage to the colon.
The incubation period of C.difficile infection is unclear (Gould and McDonald,
2008), although a recent study suggests that onset of symptoms can be from afew
days after starting antibiotic therapy to 4 weeks, but can extend up to 12 weeks
(Waker et al., 2012). The first signs and symptoms include watery diarrhoea,
abdominal pain and tenderness. Other typical symptoms include weakness,
dehydration, fever, nausea and vomiting. In some cases there may be blood in the
stools (Poutanen and Simor, 2004). The severity of infection can vary from a
mild self-limiting diarrhoea to a severe condition known as pseudomembranous
colitis (PMC), which may be life threatening and occurs in 4 - 10% of patients

with the infection (Nobleft et al., 2009). As PMC develops, the bowel becomes
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more inflamed and the toxins damage the tissue of the inner lining of the colon
which eventually fall off, giving the appearance of membranous patches covering
the inner lining of the colon (Pant et al., 2011). Patients with severe colitis are at
increased risk of developing paralytic ileus and toxic megacolon (markedly
dilated colon), which may result in a reduction or cessation of diarrhoea. Severe
cases may present as fulminant colitis, with an acute abdomen and systemic
symptoms such as fever and tachycardia (Poutanen and Simor, 2004). C. difficile
infection has been known to cause other conditions, such as peritonitis which is an
inflammation of the peritoneum lining the wall of the abdomen, perforations of
the bowel, sepsis, multi-organ failure and death (Poutanen and Simor, 2004,

Sunenshine and McDonald, 2006).

How Is Clostridium difficile I nfection Diagnosed?

A history of antibiotic use is important in the diagnosis of C. difficile infection.
Patients taking antibiotics or who have recently taken a course of antibiotics who
develop abdominal pain and diarrhoea are usually tested for C. difficile. Colitis
may occur yet diarrhoea may be absent (Poutanen and Simor, 2004) and the
condition can mimic acute peritonitis, therefore diagnosis of C. difficile infection
can easily be missed. Other intestinal diseases such as ulcerative colitis, chronic
inflammatory bowel disease and Crohn’s disease have similar symptoms and this
may cause problems with diagnosis (Knoop et al., 1993). Current UK guidelines
recommend the consideration of C. difficile infection in any patient with
symptoms of diarrhoea (Department of Health, 2009a).
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Diagnosis of C.difficile commonly relies on detection of the toxin in the stools. A
toxin-specific enzyme-linked immunosorbent assay (ELISA) is commonly
employed due to the quick turn-around time, ease of use and reduced cost. The
poor performance of this test is well recognised (Goldenberg and French, 2011)
therefore the results should be confirmed using a second more sensitive method, a
cytotoxin assay (Department of Health, 2009a). A recent survey carried out by
Goldenberg and French (2011) reported that 70% of NHS Trusts surveyed in
England were using a toxin-specific enzyme-linked immunosorbent assay as a
standalone method, and were carrying out repeat testing of stool samples
(Goldenberg and French, 2011) to increase the reliability of the result (Giannasca
and Warny, 2004). Poorly performing tests increase the likelihood of false-
negative and false-positive results. False-negative results may result in a patient
with infection being missed, barrier nursing precautions not being taken, delays
with treatment and unnecessary investigations for symptoms of diarrhoea. False-
positive results may end up with patients being given antibiotics unnecessarily,
the original antibiotic therapy being withdrawn unnecessarily, cohorting patients
unnecessarily (placing them with other infected patients in a separate bay or ward,
thereby increasing the risk of cross-infection) and failure to diagnose the true

cause of the diarrhoea (Goldenberg and French, 2011).

New guidances released by the Department of Health (2012) confirmed that toxin-
specific enzyme-linked immunosorbent assays were not sensitive enough to use as
a standalone method for the diagnosis of C.difficile infection. Instead

recommendations were made for NHS Trusts to use a new two test system which
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provides greater accuracy to detect C.difficile infection (Department of Health,

2012).

How Is Clostridium difficile | nfection Treated?

The most important step in treating the infection isimmediately discontinuing the
antibiotic responsible for provoking the diarrhoea (Kee, 2012). Treatment for
dehydration and correction of the electrolyte deficiencies should also be given
(Williams and Spencer, 2009). Uncomplicated infections may resolve within 4 - 5
days following the cessation of antimicrobia therapy. In some cases it may be
unrealistic to discontinue the antibiotic treatment, for example in the case of
treatment for a life-threatening infection. Changing to another antibiotic agent
may be considered (Kee, 2012). If infection persists, the use of metronidazole or
vancomycin antibiotics will be used to treat the infection. Metronidazole is
generally preferred as the first-line of defence for C.difficile infection due to its
reduced cost and in order to reduce selection of vancomycin resistance (Giannasca
and Warny, 2004). In extreme cases, where patients have been diagnosed with
toxic megacolon or colonic perforations, colectomy may be required (Nobleft et
al., 2009). Usually after treatment, between 7% and 26% of adult inpatients
remain colonised as an asymptomatic carrier of C. difficile (Walker et al., 2012),
SO repeat testing is not recommended (Poutanen and Simor, 2004). Treatment of

carriersis not recommended as it is ineffective (Vonberg et al., 2008).
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Current guidelines for the control of Clostridium difficile infection suggest that
contact precautions be discontinued 48 hours after diarrhoea resolves (Department
of Health, 2009a). Sethi et al. (2010) conducted an observational study involving
52 patients receiving treatment for C.difficile infection and followed them up for
up to 4 weeks after their treatment had ended. They reported that skin
contamination and environmental shedding of C. difficile often persists at the time
of resolution of diarrhoea, and recurrent shedding is common 1 - 4 weeks after
treatment has ended. A more recent study by Walker et al. (2012) suggests that
transmission can occur up to 8 weeks after diarrhoea has resolved. These results
provide support for the recommendation that barrier nursing precautions and

isolation should be continued until hospital discharge.

When patients recover from infection, relapse is common (Barbut et al., 2000). In
arecent study by Kamboj et al. (2011), 85 out of 102 patients who had recovered
from a first episode of C.difficile infection had a second episode within 8 weeks
and 88% of these were relapses. Distinguishing a relapse from a reinfection may
be difficult depending on the type of method of analysis used (Kamboj et al.,
2011). Approximately 5% to 20% of patients will develop recurrent infection
(Shannon-Lowe et al., 2010). Recurrent infection is typically treated using a
pulsed or tapered dose of metronidazole or vancomycin, based on a method first
used by Tedesco in 1985 (Musgrave et al., 2011). This method is thought to
allow the spores to germinate at intervals, permitting the bacterial cells to be
killed by the antibiotic (Musgrave et al., 2011). Given the poor outcomes of

treatment for C.difficile infection, researchers have been exploring other aterative
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options. Examples include the use of probiotics and vaccination (Gough et al.,

2011).

Probiotic therapy includes drinks and supplements as well as faeca
transplantation to re-establish the bowel flora (Kee, 2012). A meta-analysis of
several different probiotic treatments found that although some appeared to help
prevent infection, only S boulardii (a yeast probiotic) was effective in treating
recurrent infection (McFarland, 2006). Probiotics have been found to be safe with
most patients and cause few problems by interacting with other medicines
(Musgrave et al., 2011). However, in some cases blood stream infections or
fungemia have been reported in immunocompromised patients and in patients
with central venous lines. The use of probioticsis not currently recommended as
a form of treatment until further studies have been carried out (Kee, 2012;

McFarland, 2010; Musgrave et al., 2011).

When standard antibiotic treatment has failed for patients with severe infection,
some studies have sought to restore their norma bowel flora by use of donor
stools, implanted directly into the intestines via enemas or nasogastric tube (Kee,
2012). Although this method has shown some positive results, it is not a widely
adopted method because of safety concerns about transfer of other infections and
issues about the acceptability of the method (Gough et al., 2011; Kee, 2012; Pant

et al., 2011).
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Some people can generate an antibody response to toxins A and B following
exposure to C.difficile infection and this is associated with a protective effect from
further re-infection. When an individual is unable to develop an immune
response, recurrent infection and/or severe disease is more likely to occur
(Giannasca and Warny, 2004). Currently no vaccine has been approved for use
against C.difficile. A limited number of studies on animals have shown vaccines
to have a protective effect against the C.difficile toxin A (Gardiner et al., 20009;
Ghose et al., 2007; Seregin et al., 2012). Vaccination may provide a promising

means of prevention in the future.

How Is Clostridium difficile I nfection Prevented?

Prevention of Clostridium difficile infection in hospitals can be divided into two
broad approaches: a restrictive approach to antimicrobial use (primary prevention)
and preventing transmission of C. difficile to patients (secondary prevention).
Primary prevention involves hospitals having clear guidelines regarding
antimicrobia use and restricting ‘high-risk’ antibiotics (for example clindamycin,
fluoroquinolones and cephalosporins) as these have been implicated as major
causative agents. Restricting exposure of patients to other known C. difficile risk
factors is aso important by reducing the duration of the antibiotic course, the
number of antibiotics given and the length of stay in hospital where possible
(Malkan and Scholand, 2012). Secondary prevention of C. difficile infection
involves having clear guidelines regarding a combination of measures. These

include prompt diagnosis by sending a stool sample to the laboratory for analysis,
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isolation of infected patients, coupled with thorough handwashing using soap and
water, use of gloves and aprons before coming into contact with an infected
patient, use of separate equipment, safe segregation and disposal of waste, and a
comprehensive programme of environmental cleaning using a 1:10 dilution of

bleach (sodium hypochlorite) as adisinfectant (Sinh et al., 2011).

Handwashing is a key strategy for prevention transmission (World Health
Organization, 2009). There is evidence from a limited number of studies that
airborne transmission of C.difficile spores may play an important role in the
spread of the infection within the hospital environment. Clostridium difficile
spores have been recovered from the air after flushing lidless toilets (Best et al.,
2012) and from the air in the ward environment (Roberts et al., 2008). Roberts et
al. (2006) reported an increased production of spores during bed making tasks and
movement of curtains, and suggests that the use of negatively pressurised isolation
rooms and improved ward ventilation systems may help to reduce the spread of

Clostridium difficile infection.

In summary, patients seeking care to reduce their suffering from an existing
condition do not expect to be harmed from an infection that is acquired from the
hospital environment where their treatment and care is provided. Clostridium
difficile is a challenging infection that has serious consequences. Efforts to
prevent healthcare-associated infection are vital and protocols and guidelines have

akey roleto play. The next section discusses the strategies that are used to tackle
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healthcare-associated infections world-wide and how protocols and guidelines fit

into this strategy.

World Health Organization Global Challenge

As a result of growing awareness of healthcare-associated infection, the World
Health Organization created the World Alliance for Patient Safety. Challenges
are set biannualy to focus commitment and action on patient safety issues
globally. In October 2005, the first challenge was launched under the banner
‘Clean Care is Safer Care aimed at targeting the prevention of healthcare-
associated infection. Member states were invited to make a formal statement
pledging their engagement to reduce infection rates at country level, to use the
strategies that the World Health Organization promotes, and to share results and
lessons learned. More than three-quarters of the world population joined the
challenge (Pittet et al., 2008; Pittet and Donaldson, 2005). A key objective of
‘Clean Care is Safer Care is to improve hand hygiene in heathcare, as
compliance rates worldwide remain low despite evidence that hands are the most
common vehicle for transmission of infection (World Health Organization, 2009).
Recommendations known as ‘Guidelines on Hand Hygiene in Hedth Care
(World Health Organization, 2009) have been developed, representing the best
evidence available on this topic. These guidelines recommend the use of alcohol-

based hand rub for routine use with the hospital environment.

32



Although alcohol-based hand rubs are highly effective against non-spore forming
organisms such as methicillin-resistant staphylococcus aureus (Oughton et al.,
2009), concerns have been raised about the lack of efficacy of hand rub against
Clostridium difficile as these pathogens form spores and there is a concern that
encouraging the use of alcohol-based hand rub may contribute to increased levels
of C.difficile infection (Allegranzi and Pittet, 2009). Severa studies have
demonstrated a lack of association between use of alcohol-based hand rub and a
rise in incidence of C.difficile infection (Boyce et al., 2006; Knight et al., 2010;

Rupp et al., 2008; Vernaz et al., 2008).

To deal with acohol-based hand rubs being ineffective against spores, the hand
hygiene guidelines recommend washing hands with soap and water where hands
are visibly soiled or **if exposure to potential spore-forming organismsis strongly
suspected or proven, including outbreaks of C.difficile [infection]’” (World Health
Organization, 2009, p.152). The concept of ‘visibly dirty’ and the complex
association between culture and health was identified by the World Health
Organization (2009) as a research topic area that remains underexplored. Thereis
a suggestion that religion may have an important role to play, for example,
Muslims are required to maintain scrupulous persona hygiene as specified in the

Qur’an (World Health Organization, 2009).

It is thought that the mechanical friction of rubbing the hands and rinsing them

with water may help to remove spores from contaminated hands (Jabbar et al.,
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2010; Oughton et al., 2009). Jabbar et al. (2010) compared the use of three
different alcohol-based hand rubs and chlorohexidine soap and water, with plain
water rubbing alone (control) to remove spores transferred by physical contact.
The authors confirm that handwashing with soap and water demonstrates efficacy
that is superior to the use of alcohol-based hand rub in reducing C.difficile spore
counts on hands. The authors also report that C.difficile spores were readily
transferred by a handshake after using acohol-based hand rub. Participants
(n=10) cleansed their hands with nonmedicated soap. The palm of each
participant’s hand was inoculated with a 100 uL C.difficile spore suspension of
500,000 colony-forming units and hands were rubbed for 15 seconds and air-dried
for 3 minutes. A post-inoculation stamp for culture was performed before hands
were cleansed with 1 of 5 agents described above. Immediately after hand
hygiene a post hand hygiene culture was performed to assess the log reduction in
spore concentration. Chlorohexidine soap and water demonstrated significantly
greater log reductions compared with all 3 acohol-based hand rubs and the water
control. The results from this study are consistent with a study by Oughton et al.
(2009). The authors reported that washing with antimicrobia soap or plain soap
demonstrated significantly greater reductions in spore concentration than did use

of acohol-based hand rub (Oughton et al., 2009).

Considering the findings from Oughton et al. (2009) and Jabbar et al. (2010), the
recommendations within the World Health Organisation (2009) guidelines that
hands should be washed with soap and water with patients that are colonised or

infected with C.difficile may seem reasonable, whilst using hand rub routinely for
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all other situations. However, this assumes that we aways know which patients,
staff or visitors are likely to shed spores. It also assumes we know where the
spores are. Two studies previously discussed (Sethi et al., 2010; Walker et al.,
2012) provide evidence to suggest that shedding of spores can continue from 4 - 8
weeks after symptoms of diarrhoea have resolved. Spore forming organisms shed
by infected patients and carriers are capable of existing on surfaces and equipment
for months or years (Rigg et al., 2007; Shannon-Lowe et al., 2010; Vonberg et al.,

2008) and these can lay dormant, hidden within the ward environment.

The hands of the hedthcare worker are therefore an important vector for
transmission of C.difficile to patients (Gerding et al., 2008) either via direct
contact with the patient or indirectly by touching contaminated equipment or
surfaces (Weber et al., 2010). Recent studies have demonstrated the potential for
C.difficile spores to be transferred via arborne transmission, which may
contribute to widespread environmental contamination (Best et al., 2010; 2012;
Roberts et al., 2008). All these factors make it difficult for healthcare staff to
prevent and manage C.difficile infection.  Although the World Health
Organization is tackling healthcare infections globally, countries such as the UK

have their own strategies for tackling infection.
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The National Patient Safety Agency

Within the UK, the National Patient Safety Agency was established in 2001 as an
arms length regulatory agency to the Department of Health. The Patient Safety
Division plays a key role in coordinating and reducing the risks to patients
receiving treatment and care in the NHS and provides tools and campaigns to
improve infection control (Keady and Thacker, 2008). A Root Cause Analysis
Tool (National Patient Safety Agency, 2006) collects and records patient safety
incidents and these are reported to the agency through a national reporting system.
The aim is to learn from incidents and initiate preventative measures (Keady and
Thacker, 2008). The data collected provides a baseline so that future trends can

be monitored, compared and national alerts and guidance issued where necessary.

Fear of blame is recognised as a magjor factor to reporting incidents (Vincent et al.,
1999; Waring, 2005) in addition to lack of feedback (Evans et al., 2006) and
perceived lack of value in the reporting system (Kingston et al., 2004).
Hutchinson et al. (2009) explored patterns of reporting in England using the
National Reporting and Learning System and found that higher reporting rates
were positively associated with a supportive safety culture, particularly in relation
to encouragement to report, reporting being treated as confidential, individuals
who make errors are not blamed or punished and individuals involved within a
near miss, error or incident are treated fairly. Evans et al. (2006) found that
incidents such as healthcare-associated infections were reported less often

compared to incidents that were attributable to a single event, such as a fal or
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medication error. Reasons given to explain this were that healthcare infections
developed gradually and were not seen as attributable to a single event or were
commonly regarded as complications of prolonged hospitalisation. Incident
reporting systems, although an important part of the prevention and management
of infection, are reactive systems, in that they deal with a problem once an

incident, error or near miss has occurred.

The National Patient Safety Agency were aso responsible for coordinating the
‘cleanyourhands’ campaign throughout England and Wales (National Patient
Safety Agency, 2004) which focused on improving hand hygiene and maintaining
awareness about the importance of hospital cleanliness (Duerden, 2007).
Countries throughout Europe have undertaken a similar hand hygiene campaign
(Magiorakos et al., 2010). The main components of the intervention was the use
of alcohol hand rub at the bedside, reminders to wash hands by use of posters,
regular audit and feedback on compliance and use of a campaign inviting patients
to ask healthcare workers to wash their hands (Pittet et al., 2011). Engaging
patients to become actively involved in their care is seen as an additional way of
reducing error (Doherty and Stavropoulou, 2012; Longtin et al., 2010) and forms
acore part of the World Health Organization’s work on Patients for Patient Safety
(World Hedth Organization, 2006). Some authors perceive that expecting
patients to take on a role in managing their own safety whilst being cared for in
hospital is a step too far (Koutantji et al., 2005) because it is shifting the
responsibility of risk onto the patient and away from healthcare systems and

hospital staff (Entwistle et al., 2005). Instead of adding to safety measures, some
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authors argue that it may result in staff being less guarded about risk (Lyons,
2007). In their systematic review of the literature, Doherty and Stavropoulou
(2012) reported that the most important barriers to patients being involved with
the safety of their own care included vulnerability from their illness, their role as a
patient as a subordinate and the doctor ‘knowing best,” cognitive factors such as

being labelled difficult and organisational factors such as busy ward environment.

Stone et al. (2012) caried out a study to evauate the impact of the
‘cleanyourhands’ campaign within the UK. They reported an increased
procurement of alcohol hand rub and soap during the intervention period and that
rates of MRSA bacteraemia and C.difficile infection rates fell. The authors
acknowledge that the effects of the campaign may have been due to other factors,
such as the introduction of the Health Act 2006 (which forms part of the
legislative framework) and a programme of monitoring to ensure compliance with
the regulations (Stone et al., 2012), the latter forming part of a system to manage
risk. The legidative framework within the UK and the importance of systems to
manage risk, which policies, protocols and guidelines form a part, are discussed in

the sections that follow.
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Legidative Framework For The Prevention And Control Of

Healthcar e-Associated | nfections

The overarching heath and safety legidation within the UK is the Health and
Safety at Work etc. Act (1974) which requires employers to control risks to
employees and members of the public. Within hedthcare, the main legisation
covering the prevention and control of healthcare-associated infection is the

Health and Social Care Act (2008).

In England, the Department of Health (2009b) issued a Code of Practice for the
prevention and control of healthcare-associated infections, which sets out national
standards in the form of guidelines on how the requirements of the Health and
Socia Care Act (2008) are to be met. The Health and Social Care Act (2008)
supersedes the Health Act (2006) which for the first time required NHS hospitals
to have systems in place to manage the risk from healthcare-associated infections.
In particular, the Board of each Trust must agree how they aim to minimise the
risks of infection, develop policies and protocols which specify measures to be
implemented to prevent and control risks, appoint a Director of Infection
Prevention and Control reporting to the Board, provide adequate alocation of
resources to ensure the implementation of an infection control programme, assess
the risks from infection, provide information, instruction, training and supervision
to staff and ensure a programme is in place to ensure policies and practices are

audited, implemented, reviewed and updated. The standards are broad and
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therefore open to interpretation, yet compliance with them ensures that the

requirements within the Act are being met (Department of Health, 2009b).

In Wales, the Welsh Assembly Government launched a set of nationa standards
(now called Healthcare Standards) (Welsh Assembly Government, 2004) similar
to those within England. NHS Trusts are expected to meet these standards and to
complete an annual self-assessment audit to monitor their progress. Scotland
introduced a Code of Practice for the management of heathcare-associated
infections (Scottish Executive Health Department, 2004) and healthcare standards
(NHS Quality Improvement Scotland, 2008) similar to England and Wales.
Northern Ireland has a framework for infection control in the form of Controls
Assurance Standards (Department of Health, Social Services and Public Safety,

2010).

Enforcement Of Regulations And Standards

The Health and Safety Executive has general responsibility for enforcing health
and safety law. They do not deal with clinical matters, except where there are
management failures or failures of systems of work (Health and Safety Executive,
2008). The Care Quality Commission is responsible for assessing and reporting on
the performance of NHS Trusts in England and their compliance with the national
standards (Department of Health, 2009b). In Wales, the Healthcare Inspectorate

Wales monitors NHS Trusts to ensure compliance with the Healthcare Standards
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(Healthcare Inspectorate Wales, 2007). The regulatory bodies have powers to
take action against Trusts where standards are not met by use of improvement
notices (Department of Health, 2009b). In Scotland, the Healthcare Environment
Inspectorate monitors and inspects hospitals to ensure standards are met
(Healthcare Improvement Scotland, 2011), whilst in Northern Ireland, the
responsibility for this role fals to the Regulation and Quality Improvement

Authority (Department of Health, Social Services and Public Safety, 2010).

The Importance Of Systems To Manage Risk

The Health and Safety Executive (HSE), who enforce the legal framework for
health and safety within the UK, have for many years advocated the importance of
implementing a system to manage health and safety risks arising from an
organisation’s activities (Health and Safety Executive, 1997). The key elements
include a policy setting out objectives, arrangements for implementing the policy,
the use of risk assessment to prioritise hazards and eliminate risks, procedures
based on legidlative requirements and best practice to guide behaviour, active and
reactive measures to monitor the organisation’s performance and feedback to
ensure that identified gaps are corrected and the organisation learns lessons. The
emphasis of this approach is similar to Deming’'s (2000) concept of Total Quality
Management, International Standard Organisation (1SO) series for quality (1SO
19001, 2008) and environmental management (1SO 14001:2004) and the British
Standard for occupational health and safety management (BS 18001, OHAS

:2007). Each system focuses on systematic management and continual
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improvement (Health and Safety Executive, 1997), based on the Plan-Do-Check-
Act model (Labodova, 2004), which is considered essential for an organisation to

learn from past experience (Health and Safety Executive, 1997).

Learning From Past Industrial Disasters

The introduction of policies, protocols and guidelines and safe systems of work,
are of limited use if these are not implemented. Successful health and safety
management is determined by how organisations ‘live’ their systems (Fleming
and Lardner, 2002). Within industry, high profile disasters over the past two
decades have heightened awareness of the complex nature of organisational
accidents, often having multiple causes and involving many people at differing
levels (Reason, 1997). Investigations into disasters such as Piper Alpha (fire and
explosion on a North sea oil platform), Zeebrugge (car ferry capsize), Clapham
Junction (rail crash), Chernobyl (explosion of a nuclear power reactor) and more
recently BP's Texas City (explosion at an oil refinery) reveaed that complex
systems broke down disastrously, despite the adoption of technology and
management safeguards, because people failed to do what they were supposed to
do (Fleming and Lardner, 1999). Similarly, within the healthcare sector, complex
failings a multiple levels have resulted in unnecessary suffering and deaths.
Examples include outbreaks of Clostridium difficile infection at Stoke Mandeville
Hospital and Maidstone and Tunbridge Wells NHS Trust (The Heathcare

Commission, 2006).
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L essons L earned Within Healthcare

The Healthcare Commission (2006) published a report into two outbreaks of
Clostridium difficile infection at Stoke Mandeville Hospital, Buckinghamshire
Hospitals NHS Trust. The aim was to share lessons learned about best practice
relating to the prevention and control of healthcare-associated infection at a local
and national level. The report found that between 2003 and 2005, 334 patients
were infected and 33 patients died. Serious errors were made by the hospital’s
management during the outbreaks and standards fell below the expected level.
Practices identified as the root cause included a failure to isolate and restrict the
movement of infected patients, lack of support by senior management to
implement advice and a failure to learn from past mistakes. Factors contributing
to the outbreak included the poor repair of the environment, lack of facilities
including wash hand basins and isolation rooms, poor condition of the sluices,
inadequate staff training on infection control, priority given to meeting targets
over safety, and lack of staff resources resulting in failure to wash hands, wear
aprons, gloves and cleaning of equipment and surfaces (Healthcare Commission,

2006).

A further outbreak of Clostridium difficile a8 Maidstone and Tunbridge Wells
NHS Trust in 2007, where 50 patients died, highlighted deficienciesin the Trust’s
policies and guidelines for the management of Clostridium difficile infection. The
trust had no effective system for surveillance for this organism and as a

consequence failed to identify an outbreak in 2005 involving 150 patients. An
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investigation found that infection control policies were out of date, roles and
responsibilities were ill-defined, key infection control policies were missing and
only 51% of staff had received updated training in infection control. Observations
identified unacceptable levels of contamination, including washed bedpans that
were still visibly contaminated. Interviews with staff, patients and their families
revealed that nurses failed to undertake hand hygiene, empty and clean
commodes, clean mattresses and equipment properly and wear aprons and gloves
(Healthcare Commission, 2007). The errors and inefficiencies during these
outbreaks were not the result of solitary actions of individuals, rather these arose
““from conflicting, incomplete or suboptimal systems to which the individuals

were a part’”’ (Carayon et al., 2006, p.50).

Waterson (2009) used Rasmussen’s (1997) risk management framework to
examine the causes of the outbreak at Maidstone and Tunbridge Wells. The
contributory factors of the outbreak were mapped onto the framework and
relationships between different system levels (for example, hospital management
and clinical management) as well as the system as a whole were explored in
addition to possible causal linkages. Waterson (2009) suggests that the question
remains as to why senior managers ignored or failed to realise the seriousness of
the outbreaks and their consequences. He identifies that many of the managers
interviewed in the investigation by the Healthcare Commission said they were
aware of how serious the situation had become but had become powerless to do
anything about it. Waterson (2009) suggests that managers over time began to

accept and take for granted the infection risk and identifies a similarity with what
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Vaughan (1996) termed ‘normalisation of deviance.” Weick and Sutcliffe (2003)
analysed data from the Bristol Infirmary Report (Department of Health, 2001a)
and concluded that hospital staff became locked into patterns of behaviour which
Waterson (2009) associates with *cultures of entrapment’ that can over time lead
to adverse events. Toft and Mascie-Taylor (2005) suggest that individuals can fail
to challenge or question the consequences of what they are doing in their work
and termed this ‘involuntary automaticity’ which in turn limits organisational
learning (Waterson, 2009). Organisation learning is discussed in a later section

(See p.68).

Amplification Of Risk Following Adver se Events

Major adverse events, such as the industrial incidents and outbreaks of infection
previously described, often become amplified by the media making headline news
(Crawford et al., 2008). This can lead to increased perception of risk, with people
viewing healthcare infection and hospitals as more dangerous (Gould et al., 2009;
Hawkings et al., 2007). Attention becomes diverted towards a particular risk
problem and away from the commoner (Kasperson et al., 1988) ‘‘mundane’
adverse events, such as incidents of healthcare-associated infection, which still
have big implications for the individuals involved, yet as they usually affect one
person at a time are less visible (Kohn et al., 2000). An adverse event can be
defined as *‘an unintended injury or complication resulting in prolonged hospital
stay, disability at the time of discharge or death and caused by healthcare

management rather than by the patient’ s underlying disease process’ (deVries et
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al. 2008, p.216). Such events can represent system failure, including failure to
implement protocols and guidelines (Kohn et al., 2000). Dealing with these

depends on two main types of approach.

The Person Approach Versus The Systems Approach

A common strategy for dealing with accidents and adverse events is to eliminate
the immediate cause of harm or loss and blame the individua responsible. This
approach, known as a ‘person approach’ (de Vries et al., 2008), fails to examine
the underlying cause and contributory factors leading to the event. Lessons
learned within industry and the healthcare sector has demonstrated that disastrous
events are influenced by a range of personal, social and organisationa factors
(Amalberti et al., 2006; Cullen, 1990). This has led to a shift in thinking about

how accidents and adverse events should be managed.

The Department of Health acknowledges in policy documents (Department of
Health, 2000a) that to understand and manage safety in healthcare, rather than
utilising a ‘person approach’ which has been the dominant tradition in medicine
(Reason, 2000), a ‘systems approach’ is essential (Parker and Lawton, 2003).
This approach assumes that mistakes will occur, yet instead of focusing attention
on the individual, the am is to manage risk by targeting the individual, the task,
the team, the work environment, the tools, technologies and the organisation as a

whole (Carayon et al., 2006; Reason, 1997; Vincent et al., 1998). The ‘systems
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approach’ focuses attention on the underlying conditions within which individuals
work and aims to build defences into the system providing a safety net to prevent
errors from occurring or lessening the effects of any adverse outcome (Reason,

2000).

Leape (1994) has argued that more attention must be paid to psychological and
human factors in the nature, mechanisms and causes of medical error, especialy
as propensity to make mistakes is strongly affected by the context. Critical
analyses of incidences of medical error illustrate the complexity of the chain of
events that may lead to an adverse outcome. The root cause may be due to several
intertwined factors, such as poor communication, lack of supervision, excessive
workload and training deficiencies (Vincent et al., 1998). Work by Reason (2000)
into accident causation is useful in understanding how accidents and adverse

events occur.

The *Swiss Cheese’ Model Of Accident Causation

Reason’s (1997, 2000) analogy of accident causation proposes the image of
‘Swiss cheese’. He argues that in complex systems, to prevent human loss,
hazards are prevented by a series of defences, represented as dlices of cheese.
These defences include (but are not limited to) an understanding and awareness of
hazards, and use of administrative controls such as protocols and guidelines.

Layers of protection are stacked one behind the other, with each layer a precaution
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in case of failure of the one in front (Reason, 1997). Reason (2000) argues that
each defence has unintended weaknesses and he likens these to the holes in * Swiss
cheese’. He suggests that the holes are of varying size and position and open and
close at random, and these correspond to the *active failures’ of individuals on the
front-line. *Active failures’ represent the unsafe acts, errors and omissions of a
nurse or doctor's behaviour which have unintended consequences. Examples
include selecting the wrong equipment for the task, cognitive failures, such as
memory lapses, mistakes through ignorance or misreading a situation,
misinterpretation of a rule and ‘violations' or deviations from safe operating

procedure (Hoffmann and Rowe, 2010).

When by chance all holes become aligned, the hazard causes harm and an adverse
event occurs (Reason, 2000). Whilst the ‘active failures may have directly
caused the adverse event, it is the ‘latent conditions such as inadequate
knowledge due to lack of training or poor supervision that can be regarded as a
contributory or latent causal factor which influenced the individua’s behaviour.
Latent factors include organisationa influences (for example, management
decisions, unworkable processes, unworkable protocols or guidelines, time
pressures, heavy workloads) and cultural influences such as leadership, role
models, communication and competing targets over safety. The ‘latent
conditions can lie dormant until they interact with local circumstances to defeat

the system’ s defences (Reason, 1997).
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Strengths And Weaknesses Of Accident Models

Reason’s (1990, 1995, 1997 and 2000) model is useful in that it attempts to show
the causa chain that can lead to patient harm, by focusing attention on the
systemic causes as opposed to the individual’s failure (Perneger, 2005). The
model is similar to Haddon’s matrix (Haddon, 1972) which is an epidemiological
model used with injury prevention (Brasel et al., 2000; Lett et al., 2002). Vincent
et al. (1998) expanded on Reason’s (1997) model and incorporated a framework
for medicine including extra features such as patient characteristics (how ill the
patient is, the patient's language and persondity which may influence
communication with staff), team working and the unique regulatory and economic
context common within the healthcare setting. Carayon et al. (2006) expanded on
Reason’s (1995, 1997 and 2000) model by alowing understanding of how the
design of the work system can impact not only the outcome of patient safety but
aso employee outcomes (safety, health, morale, stress) and organisationa
outcomes (staff turnover, injuries, illnesses, and organisational health, for

example, profitability).

The strength of these models lies in their focus on the agetiology of accidents and
adverse events (Carayon et al., 2006). They are valuable because they make clear
that accidents have complex causes, which include the organisation, the work
environment, the task and the individual. They also bring to the surface latent
conditions that may be hidden from view (Reason et al., 2006). They are useful to

classify factors contributing to injury, to identify a range of influences that may
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cause harm so that steps can be taken to prevent a recurrence (Carayon et al.,

2006) and are useful as aframework for accident investigation.

One criticism of Reason’s (1997, 2000) ‘ Swiss cheese’ model is that the nature of
the holes in the cheese, their inter-relationship with the other holes and how the
holes line up are not defined (Dekker, 2002). Secondly, Carayon et al. (2006)
point out that Reason’s model is limited because there is no consideration of the
processes that are involved. For example, with the prevention of C.difficile
infection this includes isolation of the patient, barrier nursing, decontamination of
equipment and ward cleaning. A third criticism is that these accident models may
have over emphasised the importance of latent conditions whilst placing less
importance on the contribution of the individual (Reason et al., 2006). Shorrock
et al. (2005) identified that highlighting management problems, athough
important, may hide very real human factor issues, like the impact of emotion on
performance.  Fourthly, as these models are often used with accident
investigation, they rely on good quality incidence or injury data. Incident forms
may be incomplete due to problems with recall and there may be a lack of
standardisation when completing forms (Hoffmann and Rowe, 2010), and people
may chose not to report something for fear or discovery, blame or medica
malpractice litigation (Brasel et al., 2000). Failure to completely capture al
contributory factors may result in failure to improve and learn from past
experience. A fifth criticism is that there is an abundance of retrospective studies
using these models with accident investigation. A proactive method would be to

use a bottom-up approach to investigate the contextual factors (Dekker, 2002)
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before an accident occurs. Lastly, these models do not provide any guidance as to

which elements of the system are critical to enable a positive outcome.

Hazard Analysis Critical Control Point

One model that does provide understanding of elements that are critical to ensure
a safe outcome is Hazard Analysis Critical Control Point (HACCP), which is a
quality assurance system widely used in the food industry as part of regulatory
compliance (Griffiths, 2006). HACCP is similar to the models previously
described in that it shares the same end goal, which is to identify and analyse
hazards and potential risks in a product, process or service to prevent harm. It
differs in that it is a prospective approach to risk management. Rather than
waiting for something to go wrong, and then investigating what went wrong and
why, it actively seeks out potential problems before harm occurs. During the
process, points or steps which are critical to a process (critical control points or
CCP's) are identified so that controls can be applied and monitored to prevent
harm. Two studies were identified using HACCP in healthcare, one relating to the
management of medical waste (Kojima et al., 2008) and the other to prevent eye
surgery infection (Baird et al., 2001). The benefit of using HACCP has been
recognised within the United States and consideration has been given to using it
within healthcare policy (McDonough, 2002). The model requires a high degree
of resources, use of a multi-disciplinary team and a high degree of monitoring and
audit (Griffiths, 2006), which may explain why few studies were identified

applying it within the hospital environment.
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Defeating The Defences

Administrative controls such as protocols and guidelines have been identified as
the weakest form of control (Card, 2012) in relation to the hierarchy of risk
controls (National Institute for Occupational Safety and Health, 2011) because it
relies on individuals taking the correct action. Understanding the reasons why
employee behaviour may not be aligned with organisational policies, protocols
and guidelines is crucia to designing ways to improve. A mis-match between
what the organisation wants to achieve and what actually happens in practice can

result in failure of the systems defences, which may lead to an adverse outcome.

Deviations from rules and standards are often tolerated or even encouraged as
work pressure gains the upper hand, especially during lengthy periods without any
adverse events occurring (Tucker and Edmondson, 2003). Over time this can
result in a progressive drift in practice resulting in a steady erosion of system
defences as these are ‘worked around’” (Amalberti et al., 2006). Once an adverse
event occurs, the organisation focuses on preventing a reoccurrence (Amalberti et
al., 2006), yet as time passes, safety once again becomes traded off in favour of an
advantage, such as increased performance. This may lead to a more serious
adverse event, and the level of protection is increased again. Eventualy a

catastrophe may occur (Reason, 1997).
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Deviations from best practice occur frequently in al industries, even safety
critical ones with good safety records such as aviation (Amalberti et al., 2006).
Identifying where, when and why defences, such as protocols and guidelines, are
not being implemented, and what happens if difficulties occur, is the first step to
diagnosing what strategies are required to prevent a recurrence (Hakkennes and
Dodd, 2008). Much of the work to date within healthcare has used a retrospective
approach to understanding how patient harm may result from healthcare-
associated infection. Understanding the difficulties with putting protocols and
guidelines into practice to prevent healthcare-associated infection may assist with

reducing harm to patients.

Conclusion

Healthcare-associated infections cause unnecessary deaths and suffering and
waste valuable NHS resources.  Clostridium difficile infections at Stoke
Mandeville and Maidstone and Tunbridge Wells NHS Trust hospitals illustrate
that the failure of staff, including senior management, to implement organisational
protocols and guidelines relating to infection control was a root cause of the
outbreaks. The nature of organisational accidents and adverse events is complex
involving many factors. Official statistics of the more commonplace ‘adverse
events' indicate that healthcare-associated infection is a worldwide concern, and

highlights the importance of this topic area.
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The accident models and frameworks described in this chapter are useful when
considering the many factors within a ‘system’ that may affect clinical practice
and subsequently have an adverse effect on outcomes and patient care. The
approaches used within healthcare to manage risk have tended to be retrospective,
learning from experience after an incident has occurred, possibly because this has

been emphasised as a key approach by the Government.

Administrative controls such as protocols and guidelines have an important part to
play in an organisation’s system to manage risk, yet these have been identified as
a weak form of control (Card, 2012; Nationa Institute for Occupational Safety
and Health, 2011), because they rely on individuas implementing the
recommended best practice. Understanding how protocols and guidelines are
being used, the difficulties experienced with this process, and gaining insight into

what happens to resolve difficulties may assist with improving patient care.

The next chapter will identify the literature surrounding the use of infection
control protocols and guidelines in the context of the hospital environment to
prevent healthcare-associated infection. Gaps in practice that have been identified
from the literature will be discussed along with the factors that influence protocol
and guideline use. The chapter will end by identifying the research questions that

will address these gaps.
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Chapter Two

Literature Review
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Chapter Two: Literature Review

I ntroduction

This chapter is a critical review of the literature relating to infection control
protocols and guidelines within healthcare and there is a critical discussion of
what is known about how protocols and guidelines are used in practice and the
factors influencing their use. The chapter moves on to explore the psychology
literature. Theories, models and a behavioural change framework are critically
reviewed to aid understanding of the factors that may influence the use of
protocols and guidelines in practice, and explanation given as to why gaps
between ideal standards and actual practice can arise on the hospital ward. The
chapter ends by setting out the research questions of this research study that

address gapsin the literature.

Guiddlines For The Prevention And Control Of Healthcare-

Associated | nfection

There is an increasing drive within the developed and increasingly within the
developing world to base healthcare on evidence, known as evidence based
medicine or evidence based healthcare. Evidence based medicine has been
defined by Sackett et al. (1996, p.71) as ‘‘the conscientious, explicit, and
judicious use of current best evidence in making decisions about the care of

individual patients.”” One way of incorporating evidence into decision making is
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by using evidence-based clinical protocols and guidelines (Grimshaw et al.,

2004b).

The Cochrane and Campbell Collaborations produce systematic reviews of
research evidence to assist decision making. The former reviews evidence of
healthcare interventions from clinical trials and other studies, whilst the latter
reviews evidence from social, behavioural and educationa fields (Flemming,
2007). Systematic reviews aim to identify, evaluate and summarise the findings
from a large body of relevant studies, making the evidence more accessible and
usable. Explicit methods are used to search for and critically appraise evidence
(NHS Centre for Reviews and Dissemination, 2009). These reviews are regarded
as the highest level of medical evidence in the medical profession (Flemming,

2007).

Clinical guidelines are usually underpinned by evidence from systematic reviews
of the literature (Livesey and Noon, 2007). Within the UK, several sets of
evidence based guidelines have been developed, including national guidelines for
preventing healthcare-associated infections in NHS Hospitals in England (Pratt et
al., 2007), guidelines for the control and prevention of methicillin-resistant
Saphylococcus aureus in hedthcare facilities (Coia et al., 2006) and
recommendations for the prevention and management of Clostridium difficile
infection (Department of Health, 2009a). These guidelines rely on a combination

of measures to prevent the spread of infection, including the detection of infected
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or colonised patients, isolation or cohort nursing of infected patients, good hand
hygiene, cleaning and decontamination of the environment and equipment, a
restrictive approach to broad-spectrum antibiotic prescribing and the
implementation of a surveillance system whereby local infection rates are

measured over time to identify trends.

The National Institute for Clinical Excellence (NICE) is the independent
organisation responsible for setting clinical guidelines in NHS hospitals, where
there are areas of uncertainty (NICE, 2008). They have recently developed
guidance on the prevention and control of healthcare-associated infections in
hospitals (NICE, 2011) in the form of quality improvement statements, which are
intended for the board of the Trust rather than the individual. Under clinical
governance arrangements, NHS organisations should take account of NICE
guidance when they develop policies on infection control. There is some overlap
between these statements and the national standards laid down by the Health and
Socia Care Act (2008) code of practice (Department of Health, 2009b). The
usefulness of the quality statements is that they are supported by examples of
evidence. These examples may be used to indicate that compliance with the
national standards laid down by Health and Social Care Act (2008) are being met

(NICE, 2011).
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The Purpose Of Protocols And Guidelines

The terms ‘protocols and ‘guidelines have been used interchangeably in the
literature (Walkling-Lea, 2004). These terms lie under an umbrella term known
as protocol-based care, which includes agorithms, care pathways, care bundles,
procedures and policies (llott et al., 2006, 2010; Rycroft-Malone et al. 2009).
llott et al. (2010) suggests that protocol-based care encompasses documents that
formalise working practices by making explicit ‘who should do what, where,

when, why and how.’

Clinical practice guidelines have been defined as “ systematically developed
statements to assist practitioner and patient decisions about appropriate health
care for specific clinical circumstances’ (Lohr and Field, 1992, p.346). The
Department of Health (2001b, p.13) provide a broader definition by proposing that

National guidelines are:

‘“‘driven by practice need, based on evidence and subject to multi-
professional debate, timely and frequent review, and modification. National
guidelines are intended to inform the development of detailed operational
protocols at local level....”’

Protocols are guideline-like documents, yet these are developed by organisations
and informed by policies and guidelines (Squires et al., 2007). Protocols should
be systematically developed, based on an evaluation of the current best evidence

(Hewitt-Taylor, 2004), however may be based on consensus and occasionally on
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clinical judgement (Flynn and Sinclair, 2005). They should also reflect legidative

requirements. Protocols have been described by Long (1994, p.4) to represent:

““Modification of a national guideline for local application, giving
operational detail...and leading eventually to a more detailed clinical care
plan.’”’

Protocols and guidelines are viewed as a mechanism to standardise patient care by
assisting with effective decision making (Rycroft-Malone et al., 2008, 2009),
reducing inappropriate variation in behaviour (llott et al. 2010; Thomas et al.,
1999) and contributing to evidence-based health care (Hewitt-Taylor, 2004).
Guidelines provide advice rather than instructions and are aids to and not
substitutes for clinical judgement. In deciding whether a guideline should be
applied, clinical expertise needs to be used to consider how it compares with the
condition of the individual and the situation. Therefore preferences of the patient
and the practitioner will be taken into account (Sackett et al., 1996). Guidelines
can be used to assist practitioners in keeping abreast of medical advances (Sackett
et al., 1996), as long as they are kept up to date and practitioners are aware of
them. In comparison, protocols have the potential to be less flexible to individual
need and give less scope for professionals to use their professional judgement

(Hewitt-Taylor, 2004).
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Terms Used In Relation To Protocol And Guideline Use

Within the literature, there is an abundance of terms used to express the use of
protocols and guidelines. These include adherence (Leape et al., 2003),
compliance (Afif et al., 2002; Berhe et al., 2005; Cabana et al., 1999; Haas and
Larson, 2007; Hansen et al., 2007; McCahill et al., 2007), implementation
(Hakkennes and Dodd, 2008), uptake (Sinuff et al., 2007) and use (Squires et al.,
2007). Godin et al. (2008) suggest avoiding the word compliance as this implies
that healthcare professionas are passively obeying ‘rules’, which may reduce
internal motivation and ownership of a behaviour. Collins English Dictionary and
Thesaurus (2000) defines adherence as ‘to follow exactly’; implementation as ‘to
carry out; put into action’ and use as ‘to put into service or action; employ for a

given purpose.

The process of trandating evidence into practice is often termed knowledge
translation (Tetroe et al., 2008). Other terms used include knowledge transfer,
dissemination, research use, implementation research (Graham et al., 2006),
knowledge exchange, knowledge creation, or knowledge sharing (Oborn et al.,
2010), diffusion of innovation (Greenhalgh et al., 2004; Rogers, 2003), knowledge
utilisation, evidence-based decision making and research uptake (Estabrooks et
al., 2006), evidence-based or evidence-informed decision making and mobilisation
(Armstrong et al., 2011). The process is recognised as being unpredictable, slow

and haphazard (Agency for Health Research and Quality, 2001).
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How Are Protocols And Guidelines Being Used?

llott et al. (2010) carried out a systematic review of papers between 1991 — 2006,
to explore how nurses, midwives and health visitors devel oped, implemented and
audited protocol-based care. The authors found their review challenging due to
the inter-changeable terms used in the literature relating to protocol-based care
and the limited number of studies covering thistopic. One observation they made
was that the studies presented a positive outlook on their experience of protocol-
based care rather than a critical or reflective perspective, possibly because the
authors were looking at the issue from a practitioner perspective rather than from
a research perspective. Less than a third (10/33) of the papers reviewed had
documented a recognised research method and many studies did not refer to a
theoretical model or framework. Of the 33 papers reviewed, 22 of them were
focused on how protocols were developed. Much less attention was given to how

protocols were being used and put into practice (llott et al., 2010).

Of the 33 papers reviewed, llott et al. (2010) reported that there was amost
unanimous assumption that use of protocol-based care as a means of standardised
practice was a ‘good thing’ with little consideration of the implications on patient
outcome. Graham et al. (2003) reported that only 5% of guidelines had been
evaluated to determine the effectiveness of their outcome on health. A systematic
review carried out by Aboelela et al. (2007) identified four out of thirty-three
studies that reported reductions in the level of healthcare-associated infection

(Brown et al., 2003; Coopersmith et al., 2002, 2004; Higuera et al., 2005) as a
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result of increasing compliance with infection control protocols and guidelines.
These studies used bundled interventions known as ‘care bundles’, which have
been defined as ‘‘the bundling together of several scientifically grounded
elements essential to improving clinical outcome’’ (Aboelela et al., 2007, p.105).
This approach is a new way of formalising care and a method being promoted by
the Department of Hedth (2007a) as part of a high impact intervention.
According to Grimshaw et al. (2004b) protocols and guidelines relating to
infection control can contribute to improved care by preventing or controlling
healthcare-associated infection, but only if they succeed in moving actual practice
closer to the behaviours specified. For this to happen, the recommendations need

to be put into practice (Davis and Taylor-Vaisey, 1997).

Of the 33 studies reviewed by llott et al. (2010), the authors reported that
inadequate consideration had been given to experience, roles, dynamics between
professionals, hierarchy or the effect of using protocols and guidelines on staff
outcomes, rather the latter were noted in passing. For example, Kinley and
Brennan (2004) suggested that nurses had been empowered by sharing best
practice but they did not give any consideration to the potential of the use of
protocols to challenge decision making between nurses and doctors. Wood (2002)
reported how nurses became more confident as a result of using protocols, and
thereby insisted that doctors abide by their use. A limitation of this systematic
review is that only studies from the UK were included, and the included studies
focused on nurses, midwives and healthcare visitors, whilst studies from doctors

were excluded. The findings from this study confirmed findings of recently
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published studies about protocol and guideline use in NHS settings (Rycroft-
Malone et al., 2008). Bick and Rycroft-Malone (2010) reviewed the work of llott
et al. (2010) and confirm that little attention has been paid to the use of protocols

and guidelines and that future research needs to address this gap.

The Importance of Context

Using codified knowledge laid down in protocols relies on the individual making
sense of the information in the context in which it is applied (Li et al., 2009).
Kitson et al. (1998) defined context as the environment or setting in which people
receive healthcare services. The importance of context has been recognised as an
important factor that needs to be considered when putting evidence-based
protocols and guidelines into practice (Greenhalgh et al.,, 2004; Grol and

Grimshaw, 2003).

Context takes into account organisational culture, which is defined ssmply as *‘the
way things are done around here’’ (Drennan, 1992). Organisational culture can
affect efforts to implement change (Ferlie and Shortell, 2001) and implementation
strategies that work in one context may not work in a different setting with a
different context (Schultz and Kitson, 2010). Several tools have been devel oped
to measure the safety culture within an organisation through workforce

perceptions.
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Colla et al. (2005) carried out a systematic review of the quantitative tools
available to measure an organisation’s safety culture in healthcare. The authors
identified five domains (safety dimensions) common to each tool. This included
leadership, policies and procedures, staffing, communication and reporting.
Management was missing as a domain, yet this has been identified as a vita
element of a positive hedth and safety culture within the organisational
management literature (Guldenmund, 2000). A later systematic review of
healthcare studies by Flin et al. (2006) identified important domains as
management/supervisors, safety systems, risk perception, job demands,
reporting/speaking up, safety attitudes/behaviours, communication and feedback,
teamwork, personal resources and organisational factors. Their review identified
amuch broader number of dimensions than the review by Colla et al. (2005). Itis
unclear whether the domain of management/supervisors covers aspects such as

commitment and leadership.

Some of the domains identified from the organisationa literature as being
important determinants of a positive safety culture were missing from the
systematic reviews discussed above. Competence was not identified as a domain,
yet this was identified as an important influence in areview by Flin et al. (2000)
and relates to knowledge, skills and training. Priority of safety was not identified
as adomain in the healthcare reviews by Colla et al. (2005) or Flin et al. (2006).
Within the organisational literature, pressure to achieve a high work load has been
implicated in accident causation and dangerous practices may be encouraged by

management even though they contradict formal safety policies (Flin et al., 2000).
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In a climate of cost reduction and organisational restructuring, work pressure is
likely to impact on the safety culture as time and resources become stretched.
Employees may then take short-cuts due to time pressure (Flin et al., 2000).
Neither of the two reviews within the healthcare literature (Colla et al., 2005; Flin
et al., 2006) identified roles and responsibilities, yet uncertainties in roles and
responsibilities can lead to accidents and accountability is considered important
(Gadd and Caollins, 2002). Risk perception was not mentioned by Colla et al.
(2005), whilst Flin et al. (2006) acknowledge that their review did not include
attitudes to risk. Risk perception has been identified as an important factor in
decision making (Guldenmund, 2000). Compliance with procedures/rules did not
emerge as a domain in either review, athough Flin et al. (2006) identified two
studies which measured whether unsafe practices were corrected by supervisors
and/or workmates. Lack of compliance with procedures can give insight to the
lack of management commitment given to safety (Flin et al., 2000). Lastly,
workforce participation or involvement in safety was not identified in ether
review. Thisis the process whereby employees are involved in decision making,
such as the development of protocols or monitoring compliance with them.
Participation or involvement allows workers to take ownership and responsibility
for safety and is a key motivationa tool used in organisational studies (Shearn,

2004).

Verhoeven et al. (2010) reported their findings from a multi-phase study which
used healthcare professionals to adapt expert-driven paper based MRSA

guidelines in the design of a website for the communication of the existing
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guidelines. The study was part of awider Dutch-German study for the prevention
and control of methicillin-resistant Staphyl ococcus aureus (Friedrich et al., 2008).
In the devel opment phase of the study, 28 healthcare workers (doctors, nurses and
nursing assistants) were asked to ‘think aloud’ about MRSA tasks, before and
after the development of the web-based guidelines. The tacit assumptions of
healthcare professionals were taken into account during the design of the web-
based MRSA guidelines (See p.71 for explanation of tacit knowledge). The
authors reported that the findings not only provided improved means of
communicating the guidelines, but also developed a sense of ownership of the
guidelines and a willingness to integrate the guidelines into routine infection

control practice (Verhoeven et al., 2009, 2010).

The Department of Health (2008a) recognise the importance of organisational
culture in their document Board to Ward: how to embed a culture of HCAI
prevention in acute trusts. They suggest six key areas which Trusts should focus
on to embed a culture of safety. This includes establishing a clear vision,
providing leadership, ensuring staff competence and measuring compliance,
communicating accountability and escalation of policies, putting in place an
assurance framework, and learning from others. The next section discusses
organisation learning and how this can influence the use of infection control

protocols and guidelines in practice.
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Organisational Learning

The Department of Health stress that repeated instances of failure in healthcare
could be avoided if the lessons of experience were properly learned (Department
of Health, 2000b). Nutley and Davies (2001) define organisational learning as
“‘the way organisations build and organise knowledge and routines and use the

broad skills of their workforce to improve organisational performance’’.

Nicolini and Meznar (1995) argue that such definitions limit our understanding of
organisational learning. They propose a wider framework built upon the work of
other authors, which takes into account continuous cognitive change within an
organisation. They recognise that the social construction of knowledge is deemed
to be an important part of the learning process, and that there should be reflection
on knowledge. They also suggest that new knowledge is created, it becomes
normalised, and action is taken to put this new knowledge into practice. Fiol and
Lyle (1985) conceptualised organisational learning as a two-staged cognitive
process involving low-level (single-loop learning) and high-level (double-loop
learning), based on the work of Argyris and Schon (1978) and Bateson (1972).
Argyris and Schons' (1978) conceptualisation of organisational learning involves
single-loop learning, a process whereby workers detect and correct discrepancies
within a system. It also involves double-loop learning which suggests that self-
reflection must take place in association with error identification/correction.

Bateson (1972) described organisational learning as a two-staged process,
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learning skills within a context and learning how to learn (how to change the

context).

Education is commonly used by organisations as a form of learning. Ward (2011)
carried out a literature review to identify the role of education in the prevention
and control of infection. The review focussed on the implementation of
precautions laid down in infection control protocols and guidelines and the
influence this had on infection rates. The author reported that education may
increase knowledge, yet there was no rigorous, convincing evidence that
education improved compliance with infection control precautions. The author
acknowledged that the review was limited because only three databases were
searched, therefore important studies may have been missed and only nursing

students and midwives were included.

The use of *Communities of Practice’ described by Lave and Wenger (1991) as a
form of organisational learning is something that has recently started to achieve
increasing attention in the healthcare literature as a means of generating and
sharing knowledge (Li et al., 2009; Ranmuthugala et al., 2011). Lave and
Wenger (1991) proposed that most learning takes place within the workplace
rather than in a classroom environment, and this is a central element of their

theory of ‘situated learning'.
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According to Li et al. (2009) labelling a group of people a learning community
does not guarantee it will function as one. Tight bonds between members can
become exclusive and present a barrier to newcomers, negatively influencing
working relationships and the flow of information (Li, et al., 2009). A strong
learning community based on trust and mutual respect creates a socia structure
for individuals to share conversations, stories, insights, improvisational skills and
shared meaning that help people make sense of new knowledge (Lave and
Wenger, 1991). Socia and cultural influences within the environment in which
communities operate are likely to influence the effectiveness of the group

(Ranmuthugala et al., 2011).

Gabbay and le May (2004, 2011) carried out an ethnographic study over two years
to explore how primary care clinicians (general practitioners and practice nurses)
used evidence in their day to day decision making at the individual and collective
level. They reported that during their observations not once did they see
participants read the many clinica guidelines available to them. Rather
knowledge was used and implemented from ‘mindlines which the authors

defined as:

“*collectively reinforced, internalised tacit guidelines. These were informed
by brief reading, but mainly by their own and their colleagues experience,
their interactions with each other and with opinion leaders, patients...and
other sources of largely tacit knowledge'’ (Gabbay and le May, 2004, p.1).
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Tacit knowledge (‘knowing how knowledge’') has been described as an innate,
unconscious practical wisdom, acquired through persona experience, shared
across communities, dependent on the context and not readily accessed
(Greenhalgh and Wieringa, 2011). This differs from the explicit knowledge,
derived from written packaged information, such as protocols and guidelines that
can be readily accessed and shared (Greenhalgh et al., 2008). Healthcare
professionals may not be able to fully describe what they know, because this may
relate to taken-for-granted assumptions about their work. The knowledge may

only be revealed through the action itself (Greenhalgh et al., 2008).

Greenhalgh and Wieringa (2011) have recently argued that the key to
understanding how evidenced-based knowledge is taken and put into practice is
by taking into account what Kemmis and Smith (2010) calls ‘personal praxis,’ that
is, learning through experience, by reflecting on practice within a socia group.
Difficulties with the implementation of protocols and guidelines may be
facilitated by discussions with colleagues or mentors or by observing others in

practice and then trying out the knowledge for themselves (Li et al., 2009).

Prieto and Macleod Clark (2005) carried out a single case study to explore the
perspectives of 19 nurses and healthcare assistants and the difficulties with
implementing infection control practice. A secondary am was to design an
intervention to improve practice using facilitation and to determine the self-

reported changes of participants in relation to their own practice. This was an
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uncontrolled before and after study with no theoretical framework specified. The
authors reported that nurses had uncertainty about the rationale for infection
control practice and concerns about the risk to their own health from exposure to
infection influenced their behaviour. These findings led to the development of
new guidelines and supervision of practice so that questions could be answered as
concerns arose. One of the limitations of this study is that observations were only
made in relation to isolation practices. Although difficulties with hand hygiene
were included in the study, environmental hygiene, including cleaning of
equipment was not explored. One recommendation highlighted from the study
was for further research to understand healthcare workers perspective of the
problems associated with implementing infection control practice. Considering
this finding, and that previous systematic reviews have identified that future
research needs to consider how protocols and guidelines are used (Bick and
Rycroft-Malone, 2010; llott et al., 2010) (See p.64), the following research

question was devised to fill the gap:

How are protocols and guidelines being used on the hospital ward to manage the

risk from Clostridium difficile infection?

Context has been identified as a factor that can influence organisational learning.
Haddock reported being short staffed as a barrier to nurses reflecting and
guestioning their work routines (Haddock, 1997). A systematic review of the

literature by Rashman et al. (2008) relating to organisational learning identified
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that further research is needed to examine the learning processes within healthcare
and how the context influences learning. This presents another gap in the

literature which the current study aimsto fill by asking the question:

What happens if difficulties are experienced when protocols and guidelines are

put into practice?

In summary, protocols and guidelines have an important role to play in reducing
healthcare-associated infection and standardising the care given by healthcare
providers. The importance of the topic area of this study has been identified as a
globa concern. The literature review has identified that little is known about how
robust knowledge contained within protocols and guidelines is used and put into
practice to prevent and manage healthcare-associated infection. Context was
identified as being important when considering how people make sense of explicit
knowledge, and tacit knowledge was identified as a ‘way of knowing' yet this
type of knowledge may be difficult to access. The literature review has aso
identified that little is known about how learning is taking place within healthcare

and how contextual factors may influence this process.

This thesis will therefore make an important contribution to the literature by using
research gquestions to address gaps in the literature review through a case study of

protocols and guidelines. This study aims to contribute to the literature by
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exploring the use of infection control protocols and guidelines in practice from the
perspective of nurses and doctors that are implementing them, exploring any

difficulties they experience and examining what happens if difficulties occur.

The sections that follow discuss the factors that may influence the use of protocols

and guidelines into practice.

Factors I nfluencing The Use Of Protocols And Guidelines

Effective implementation of evidence based protocols and guidelines into practice
Is a complex process, which is influenced by a wide range of factors, however our
understanding of these factors remains poorly understood (Godin et al., 2008;
Grimshaw et al., 2004a, 2004b). Factors at both an individual level (care giver
and patient) and contextual factors (social, organisational, environmental,
economic and political) need to be taken into consideration (Grol and Grimshaw,

2003; Lizarondo et al., 2011; Ploeg et al., 2007).

Ploeg et al. (2007) carried out a study to describe and compare the perceptions
and experiences of administrators, nurses and project leaders about factors
influencing the implementation of nursing best practice guidelines. The authors
reported several factors as being important in this process, including how

individuals learned about the guideline, positive attitudes and beliefs from other
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staff, leadership support and champions, integration of the guidelines into
processes, time and resource constraints, team work and collaboration. Lizarondo
et al. (2011) carried out a systematic review of individual determinants
influencing allied health professionals and their uptake of evidence into practice.
They identified the level of education of the individual, being involved in research
and having positive perceptions, attitudes and beliefs about evidence based
practice. Grol and Grimshaw (2003) suggest that guideline use is influenced by
whether these are evidence based, reflect current standards, reduce the complexity
in decision making and whether new skills or changes are required to follow the
recommendations.  Gurses et al. (2008) identified systems ambiguity to
characterise barriers to guideline use aimed at reducing healthcare-associated
infections. Ambiguities related to tasks, responsibilities, methods, expectations
and exceptions. An analysis of 12 systematic reviews by Francke et al. (2008)
relating to factors that may influence guideline implementation for healthcare
professionals identified the guideline, professional, patient and environmental

characteristics as key influencing factors.

A vast amount of implementation research has been undertaken to determine
which methods are most effective at promoting the uptake of research findings
into practice (Gould et al., 2011; Grimshaw et al., 2004b). Implementation
research includes the study of influences on healthcare professionals' behaviour
and interventions to enable them to use research findings more effectively (Eccles
et al., 2007). Strategies used to embed guidelines into practice include education,

audit, feedback and reminders, computerised decision support, financial incentives
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and multiple interventions, yet only modest effects have been found (Grimshaw et
al., 2004b). Although some strategies may be successful in changing behaviour,
others may fail to exert a positive impact due to barriers operating at the
individual level and within the social and organisational contexts of care (Cheater

et al., 2005).

A Cochrane review of hand hygiene intervention strategies by Gould et al. (2011)
concluded that due to a poor evidence base there was no clear evidence of the
effect of the interventions to promote hand hygiene compliance. They reported
that there seems to be a trend towards using product as a measure of compliance
rather than direct observation of practice, and account needs to be taken of
contextual factors such as nurse/patient ratio, accessibility of products and skill

mix.

Given the wide range of factors that may influence guideline and protocol use, it
has been argued that it is important to ensure that any exploration is undertaken
from a perspective that is wide enough to include the complexity that exists in
practice (Gurses et al., 2008). Understanding the impact of factors on behaviour
is one of the first steps to designing an effective strategy directed towards
changing behaviour (Pittet, 2004). Change is more likely to become embedded
within an organisation when both barriers and facilitators are taken into
consideration (Hamilton et al., 2007), and a necessary step to ensure that

resources are targeted effectively (Grimshaw et al., 2004a). This study will
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therefore address this gap by considering individual, team and organisational

factors that may influence protocol and guideline use.

Importance Of Using Theoretical Models In A ‘Diagnostic

Analysis

Theory has the potential to offer a generaisable underlying framework for
studying behaviour (Eccles et al., 2007), yet the maority of implementation
research has been undertaken atheoretically, amost like ‘triad and error’
(Grimshaw et al., 2004b). Erasmus et al. (2010) carried out a systematic review
of observed and self-reported compliance with hand hygiene guidelines in
healthcare. The authors reported that although the evidence base has matured and
stronger designs have been used (larger sample size, better controlled studies),
only 7 out of 96 empirical studies reviewed had used a behavioura framework.
The authors confirm that results from this field of research are scarce and

inconclusive.

Theoretical models can assist in the design of a diagnostic analysis by identifying
motives influencing guideline use (Hamilton et al., 2007), by providing
understanding of what should be measured, monitored or compared (Lunt et al.,
2005) and by developing testable, useful interventions for behaviour change

(Estabrooks et al., 2006) once barriers have been identified.
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Elements of diagnosis are evident in some stage models of change, notably the
preliminary stages of force field analysis (Lewin, 1951), and Transtheoretical
Model of Behaviour Change (Prochaska and DiClemente, 1983). However, these
models assume that change is linear and can be planned (Hamilton et al., 2007).
As change within the healthcare environment is likely to be disorderly, dynamic,
complex and uncertain it has been argued that these rational-linear stage models
are inappropriate and consideration should be given to using contextualist
approaches which consider internal organisational factors (Pettigrew et al., 1992).
Examples include the Diffusion of Innovation Theory (Rogers, 2003), How to
Spread Good Ideas (Greenhalgh et al., 2004) and the Promoting Action on
Research in Health Services framework (Rycroft-Malone, 2004). These models
are limited in that they fail to explain the individual decisions that are taken when
the information contained within protocols and guidelines are put into practice.
Some authors have argued that we need a better understanding of the cognitive
mechanisms underlying behaviour, using socia cognitive models (Gould et al.,
2011) if we are to close the intention-behaviour gap (Godin et al., 2008). This
highlights a gap in the literature which the current study aims to fill, by asking the

following question:

Which behavioural theory, model or framework should be used to identify the
factors that are influencing the use of infection control protocols and guidelinesin

practice?
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The sections that follow highlight and discuss the literature surrounding this

guestion.

What Are Behavioural Theories?

Behavioural theories and models, originating from psychology, assist us by
providing understanding of human behaviour and our inclination to change. They
can be used to predict and explain the underlying reasons why people engage or
fail to engage in a specific behaviour (Godin et al., 2008) and may assist with
explaining the variability in behaviour. Robertson et al. (1996) defined
behavioural theories as ‘*an organised collection of ideas which serves to predict
what a person will do, think, or feel’’ (p.51). Behavioural theories are based on
the assumption that social behaviour is best understood as a function of people's

perceptions (Conner and Norman, 1995).

Variables or constructs used in the models include, for example, knowledge,
motivation, intention, perception of consequences, perceived control over the
behaviour and socia pressure. These variables are believed to shape behaviour
and are considered susceptible to change (Pittet, 2004). Each theory or model
uses different factors in attempting to account for behaviour. Each has been
designed for a different purpose and has different strengths and weaknesses
(Kretzer and Larson, 1998). Numerous behavioura theories exist, including the

Theory of Reasoned Action (Fishbein and Ajzen, 1975, 1980), the Theory of
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Planned Behaviour (Ajzen, 1985; Ajzen and Madden, 1986), Bandura's work on
Self-Efficacy and the Social Cognitive Theory (Bandura, 1977, 1982, 1986), the
Health Locus of Control (Rotter, 1954), the Protection Motivation Theory
(Rogers, 1983), Transtheoretical Model of Change (Prochaska and DiClemente,
1983) and the Health Belief Model (Janz and Becker, 1984). All put forward a
specific mechanism through which behaviours are thought to be performed

(Michie, 2011).

Behavioural Theories Used With Health Behaviours

There is alarge database of empirical support for the use of behavioural theories
previously used to understand and predict health behaviours (For a review see
Armitage and Conner, 2001; Godin and Kok, 1996; Noar and Zimmerman, 2005).
Behavioural theories have been used to investigate adherence to smoking
cessation guidelines (Puffer and Rashidian, 2004), medication adherence for
infectious disease prevention (Munro et al., 2007), safe sexua behaviour
(Albarracin et al., 2001) and injury prevention (Trifiletti et al., 2005). Few
studies were found using behavioural theories relating to infection control in

healthcare, which will be addressed in the next section.
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Studies Using Behavioural Theory With Infection Control

Godin et al. (2008) carried out a systematic review of psychological theories of
behaviour that had been applied to healthcare from 1960-2007. The aim of their
review was to quantify to what extent social cognitive theories had been used to
explain intention of healthcare professionals to adopt behaviours laid down within
protocols and guidelines. Their review covered previous reviews by Eccles et al.
(2006), Perkins et al. (2007) and Sheeran (2002). Unlike previous reviews which
have examined studies using either the Theory of Reasoned Action or the Theory
of Planned Behaviour, Godin et al. (2008) examined studies using a range of
theories. This included the Theory of Reasoned Action, Theory of Planned
Behaviour, Social Learning Theory, Trandis Theory of Interpersonal Behaviour,

the Self-Efficacy model, the Health Belief Model and other |ess known theories.

Of the studies they reviewed, seven related specifically to infection control
practice. Each of these seven studies used self-report items in a questionnaire to
predict intention to implement the specified behaviour. All seven studies used the
Theory of Planned Behaviour. The type of participants included were physicians,
doctors, nurses, nurse practitioners, therapists, healthcare assistants and medical
laboratory workers. Sample size ranged from the smallest being 60 participants
(Maue et al., 2004) to 667 (Godin et al., 1998). The type of outcome behaviour
(dependent variable) studied included adherence to universal precautions for
venipuncture (Godin et al., 2000), compliance with practice guidelines (Maue et

al., 2004), adherence to hand hygiene recommendations (Jenner et al., 2002;
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O'Boyle et al., 2001; Pessoa-Silva et al., 2005) and glove use (Godin et al., 1998;
Levin, 1999). Multiple regression analyses determined which (independent)
variables best accounted for or explained the percentage of variance in intention

for the dependent variable.

The (independent) variables included in the final models of these seven studies
were attitude, perceived behavioural control, social norm, perceived risk, habit,
age, perceived barrierddifficulties, persona normative beliefs, personal
responsibility and level of difficulty. Variance in intention ranged from 0.56 -
0.73. Between 0.27 - 0.44 of the variance in intention remains unexplained,
which means that certain variables that may influence intention to implement the

behaviour remain unaccounted for (See Appendix 2a).

Not al of these variables were derived from the Theory of Planned Behaviour.
This is because Ajzen (1991) suggested that the Theory of Planned Behaviour is
open to the inclusion of additional variables if it can be shown that they capture a
significant proportion of the outcome variance. With a number of the infection
control studies, additional variables have been added from other theories, and this
may account for the relatively high level of variance found (56% - 73%). For
example, Godin et al. (2000) used four items with the Theory of Planned
Behaviour to predict nurses intention to adhere to universal precautions for
venipuncture. They found that 68% of the variance for intention was determined

by three variables in the final model. Perceived barriers explained 61% of the

82



variance, yet adding subjective norm and personal normative belief to the model
explained an additional 7% of the variance in intention. The latter variable was
taken from Trandis Theory of Interpersonal Behaviour (1980) and represents the
feeling of personal obligation or moral norm regarding the performance of the
behaviour (Gagnon et al. 2006). Studies have shown that inclusion of moral norm
from Trandis Theory (1980) is a significant predictor of behavioural intentions
when used with the Theory of Planned Behaviour and can add to the explanatory
power of the final model. A review of health studies by Conner and Armitage
(1998) found that moral norm predicted an additional 4% of the variance in
intention after controlling for the Theory of Planned Behaviour variables. This
means that people’s sense of obligations and responsibilities have an important
role to play in whether people enact their intentions (Godin et al. 2008). Levin
(1999) achieved 73% variance for intention to wear gloves. The fina model
consisted of attitude, perceived behavioural control and perceived risk, with the
latter variable was taken from the Health Belief Model (Janz and Becker, 1984).
The latter model is better at explaining how a person makes an assessment of the
risk whereas the Theory of Planned Behaviour is better at predicting intention

(Godin et al., 2008).

Of the seven studies mentioned above, three aso used an outcome measure to
predict behaviour. Sample size ranged from 33 participants in the study by Maue
et al. (2004) to 120 in the study by O’ Boyle et al. (2001). Godin et al. (2000)
used self-report measures to identify the number of times nurses adhered to

universal precautions. Maue et al. (2004) used audit of medical records and
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observation to assess use of guidelines, whereas O'Boyle et al. (2001) used
observation of adherence to hand hygiene practice. The variance which accounted
for the behaviour ranged from 0.0076% - 0.28. Modest variance was explained by

Godin et al. (2000) (28%) (See Appendix 2b).

The only variable that was identified from these studies which significantly
contributed to behaviour and has not already been mentioned is the intensity of the
activity in the unit, which is a contextua influence. O’ Boyle et al. (2001) found
that intensity of activity in the unit accounted for 12% of the variance. The level
of correspondence between intention and behaviour was reported to be poor in the
study by O’'Boyle et al. (2001) yet good in the studies by Godin et al. (2000) and
Maue et al. (2004). Godin et al. (2008) suggest that the reason for poor
correspondence between intention and behaviour may be due to falure to
correspond what was measured (behaviour) and what was intended (intention).
Godin et al. (2008) also suggest that prediction values can be lower due to sample
size. Francis et al. (2004) suggest that a sample size of 80 is considered

acceptable.

Godin et al. (2008) reported in their review that the Theory of Reasoned Action or
the Theory of Planned Behaviour was used more frequently than any other theory
with healthcare studies. Godin et al. (2008) suggest that whilst the Theory of
Planned Behaviour is the most appropriate theory to predict behaviour, other

theories such as Trandis Theory better capture the dynamic underlying intention.
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To understand why the former theories have tended to dominate the literature,
they were examined and consideration was given to ther strengths and

weaknesses.

Theory Of Reasoned Action And Theory of Planned Behaviour

According to the Theory of Reasoned Action, the strongest, most immediate
predictor of behaviour is an individual’s intention to perform that behaviour
(Ajzen and Fishbein, 1980). Intention portrays the motivational factors
influencing behaviour and indicates how much effort an individual will exert. The
stronger the intention, the more likely it is that the behaviour will be performed

(Ajzen and Fishbein, 1980).

Intentions are predicted by two variables or constructs. attitude towards the
behaviour and subjective norm. Attitude relates to an individua’'s overal
assessment of performing the behaviour after weighing up the advantages
(benefits) and disadvantages (costs) of the outcome. Subjective norm refers to
perceptions of social norms or pressure from others to perform the behaviour and
the individual’s motivation to comply with these socia normative beliefs. An
assumption made by the Theory of Reasoned Action is that an individual’s
behaviour is completely under their wilful control, which was later found to be a

limitation. To address this, the theory was modified to include behaviours that are
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not under complete wilful control (Ajzen, 1991). The modified theory was called

the Theory of Planned Behaviour (Ajzen, 1985, 1991).

The Theory of Planned Behaviour included a third determinant of intention
labelled perceived behavioural control which influences both intention and
behaviour (Conner and Abraham, 2001) (See Figure 1). This refers to the
perceptions of an individual’s assessment of their ability to perform the behaviour,
and is similar to Bandura's (1982) concept of self-efficacy, which relates to the
beliefs an individual holds about his/her capabilities to achieve a desired outcome.
However perceived behavioura control has a broader meaning and consists of
‘actual behavioural control’ and one's confidence in performing the behaviour
(O'Boyle et al., 2001). It isinfluenced by control beliefs, which may be internal
(information, skills, abilities, emotions or beliefs that the behaviour is futile) or
external situational factors (resources, opportunities, dependence on others or
patient preferences). Individuals who perceive that they have the necessary
resources, opportunities or lack of obstacles to perform the behaviour are likely to
have a high level of perceived behavioura control (Conner and Armitage, 1998).
According to the theory, the more positive an individual’s attitudes, subjective
norms and the greater their perceived behavioural control, the stronger the
person’s intention to perform the particular behaviour is likely to be (Conner and
Abraham, 2001). The strengths and weaknesses of this theory will now be

considered.
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Figure1: Theory Of Planned Behaviour
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Strengths Of The Theory of Planned Behaviour

Unlike other behavioural models, the Theory of Planned Behaviour takes into
account how an individual’s perception of control over a particular behaviour is
easy or difficult to implement. Control is seen as a continuum, with easily
executed behaviours at one end and behaviours that need resources, opportunities
or skills at the other (Conner and Armitage, 1998). It also alows for irrationality
in decision-making as judgemental elements are recognised, such as the desire to
comply with social norms and the impact of organisational culture (Lunt et al.,
2005). Horne (2001) suggests that social norms are statements that regulate
behaviour and that enforcement of norms is achieved through social sanctioning.
This means that if risk taking is an accepted practice, individuals may be
encouraged to adopt similar patterns of behaviour. Francis et al. (2004)
devel oped guidelines for the operational definition of the variables which are to be
used in questionnaires. This and the fact that only a limited number of variables
are included in the model, perhaps gives the impression that it is relatively easy to

use. These strengths may explain why this theory has become more popular than
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other behavioural theories. Despite these strengths, there are several weaknesses

which need to be considered.

Weaknesses Of The Theory Of Planned Behaviour

Despite the model’s ability to predict behaviour, there is an assumption that
people with positive intentions will go on to perform the behaviour (Ajzen and
Fishbein, 1980). O’'Boyle et al. (2001) reported that the level of correspondence
between behaviour and intention was poor with the variance identified for
behaviour lower than the levels determined for intention. Even though people
intend to do something (give up smoking or exercise regularly), it doesn’t

necessary mean that the behaviour will follow.

Two explanations have been put forward to explan why there may be an
inconsistency between people’'s intentions and their behaviour. Gollwitzer (1993)
proposed the concept of implementation intentions. These represent a
motivational phase where the person decides to act and forms a goa intention,
similar to Ajzen’s (1985) formation of a behavioural intention. A second phase
must then occur where the person makes plans to realise their goals or implement
intentions, stating where, when and how the goal is to be achieved. This assumes
that all behaviours are planned, yet behaviours which have been learned and are
performed frequently, such as handwashing, can be automatic and unconscious

(Bargh and Ferguson, 2000; Fazio et al., 1986).
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Despite the Theory of Planned Behaviour not taking habitual behaviour into
account, it has been successfully used in a quaitative study to aid our
understanding of the influences affecting handwashing on the hospital ward.
Nicol et al. (2009) recruited 33 nurses and 11 doctors, a physiotherapist and a
phlebotomist from two wards in two hospitals. Semi-structured interviews were
conducted with 60 hours of observation over 3 months. Grounded theory was
used to analyse the data. The authors reported that the most powerful factor that
seemed to influence handwashing practices was a vivid episode of experience,
such as a persona exposure to an outbreak of infection on the ward, which
heightened awareness and strengthened an intention to comply with handwashing
practice. Participants expressed a need for compelling evidence of mortality,
morbidity and costs associated with healthcare-associated infection. This suggests
the importance of beliefs about the consequences of failure to maintain infection

control practice.

A second explanation for the inconsistency between intention and behaviour is
that where people hold strong goal intentions, situational influences or emergency
situations can occur which may interfere with the planned behaviour and may
affect automatic behaviours such as handwashing (Nicol et al., 2009). Levin
(1999) found that gloves were least likely to be worn by healthcare staff during
emergency situations, when workers were least likely to be in control of the
events. According to Keith and Frese (2005), during emergency situations

people’s emotions may take over task engagement and this is when errors may
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occur with the task. However, there is little evidence to support how emotion

influences the implementation of infection control protocols and guidelines.

The Theory of Planned Behaviour aso proposes that we hold ssmple good or bad
beliefs and attitudes, yet some beliefs and attitudes may reflect a degree of
ambivalence. Ambivalence in this context refers to holding both positive and
negative beliefs simultaneously. An individual may hold strong positive beliefs
that a particular behaviour is satisfying in the short term while simultaneously
holding negative beliefs regarding the long-term impact of the behaviour
(Shepherd, 2008). It has been shown that ambivalence about food choice acts as a
moderator between attitudes and intention and between attitudes and behaviour
(Conner et al., 2003; Sparks et al., 2001). Those higher in ambivalence showed
less consistency between their attitudes and the behaviour and, this may present

difficulties when trying to change those beliefs (Shepherd, 2008).

Several authors have raised concern about variables that are not included in the
model and how these might influence the other components. Examples include
emotion and personality (Conner and Abraham, 2001), moral obligation (Godin et
al., 2008), identity and professional obligation (Gagnon et al., 2006),
organisational support, competing goals, (Sheeran and Silverman, 2003) and past
behaviour or habit (Skar et al., 2008). Yet these variables are included in
Triandis' (1980) Theory of Interpersonal Behaviour. The latter theory also specifies
facilitating conditions (the environmental context).
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The Development Of An Integrated Framework

The difficulty of choosing a theory to understand and explain behaviour and
behaviour change has been recognised by others (Eccles et al., 2006; Michie,
2011). The main contention isthe lack of consensusin the literature regarding the
different constructs used within each model. Authors argue that although there is
similarity between the constructs, the terminology used is very different, creating
the illusion that the theories are different (Noar and Zimmerman, 2005). Two
projects have been undertaken with the aim of achieving consensus on core

constructs, one by Fishbein et al. (2001), the other by Michie et al. (2005).

Fishbein et al. (2001) created an integrated theory based on core constructs of the
Theory of Reasoned Action, with the addition of self-efficacy. A workshop took
place in 1991 where theorists shared ideas. They decided on and described eight
domains believed to be most important to health behaviour but specifically to
safer sexua behaviour. Michie et al. (2005) sought to develop a framework
grounded in psychological theory that would be useful to researchers working in
healthcare, specifically in relation to the use of evidence-based guidelines. Michie
et al. (2005, p.33) define aframework as ‘‘a structure composed of parts framed
together’”. A key set of twelve explanatory variables or domains were specified,
derived from thirty three theories of behaviour to form a framework which may
increase understanding of how guidelines are used and assist with targeting any

difficulties with their use.
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Table 2 shows the domains identified by Michie et al. (2005), how these relate to
those identified by Fishbein et al. (2001) and their related constructs. The terms
construct is defined as ‘*a concept specially devised to be part of a theory’’ and
domain is defined as *‘a group of related constructs” (Michie et al. 2005, p.33).

The way in which these constructs are related to one another is not defined.

From the literature review undertaken in the current study, two extra variables
were identified which have not been included in Michie et al’s (2005) framework,
these include frequency of past behaviour or habit and moral norm. Michie et al.
(2005) developed interview questions for the framework to illustrate how the
domains may be investigated. Use of these will assist with capturing the magjority
of important dimensions to study healthcare professionals behaviour (Godin et
al., 2008). To date, this framework has only been used once in relation to
infection control. Dyson et al. (2011) used the framework to identify barriers and
levers to hand hygiene using a qualitative study, and this is discussed in the
discussion chapter (See p.380). Processes other than hand hygiene, such as
isolation of patients, glove and gown use and cleaning tasks were not explored by
Dyson et al. (2011). A limitation of this study was that although semi-structured
interviews, focus-groups and questionnaires were used, observation of behaviour
was not undertaken. These factors were taken into account during the design of

my own study.
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Table 2:

Theoretical domains for investigating the implementation of evidence based protocols

and guidelines into practice: Michie et al. (2005) Behavioural Change Framework

Domains specified by
Michieet al. (2005)

Domains specified by
Fishbein et al. (2001)

Constructs

Knowledge Knowledge, schemas, mindset

Skills Skills Competence, ability, skills

Social/professional role Self-standards Identity, boundaries, role, social/group norms, organisationa

and identity commitment

Beliefs about capabilities | Self-efficacy Sdf efficacy, control, perceived competence, confidence,
empowerment, perceived behavioural control, optimism/pessimism

Beliefs about Anticipated Outcome expectancies, anticipated regret, appraisal,

consequences outcomes/attitudes reinforcement/punishment, incentives, rewards, perceived risk/threat

Motivation and goals Intention Intention, goals, intrinsic motivation, commitment, transtheoretical

model and stages of change

Memory, attention and
decision processes

Memory, attention, decision making

Sour ce: Michieet al. (2005); Fishbein et al. (2001).
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Table 2:

Theoretical domains for investigating the implementation of evidence based protocols

and guidelines into practice (continued): Michie et al. (2005) Behavioural Change Framewor k

Domains specified by
Michieet al. (2005)

Domains specified by
Fishbein et al. (2001)

Constructs

Environmental context and
resources

Environmental constraints

Resources, environmental stressors and interaction, knowledge of task
environment

Social influences

Norms

Socia support, norms, leadership, team working, group conformity,
organisational climate/culture, social pressure, power/hierarchy,
boundaries/roles, management commitment, supervision, conflict,
champions, feedback, competing demands, change management, crew
resource management, negotiation, learning/modelling

Emotion

Emotion

Affect, stress, anticipated regret, fear, burn-out, tiredness, anxiety/
depression

Behavioural regulation

Goal/target setting, implementation intention, action planning, self-
monitoring, goal priority, feedback, moderators of intention-behaviour
gap, barriers/facilitators

Nature of the behaviours

Routine/habit,/automatic behaviour, past behaviour, stages of change
model

Source: Michieet al., 2005; Fishbein et al., 2001.
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Conclusion and Research Contribution

The literature review has identified the important role that infection control
protocols and guidelines play in the management of healthcare-associated
infections. Despite this, studies have indicated that the use of protocols and
guidelines in clinical practice is generally low (Grimshaw et al., 2004b; World

Health Organization, 2009).

Three main gaps were identified from the literature review. Firstly it has been
identified that few studies have explored how protocols and guidelines are used in
practice within the healthcare literature (Bick and Rycroft-Malone, 2010; llott et
al., 2010). llott et al. (2010) suggested that attention needs to be paid to
experience, roles, dynamics between professionals, hierarchy or the effect of using

protocols on staff outcomes.

Secondly, Prieto and Macleod Clark (2005) identified that future research needs to
focus on understanding the difficulties that healthcare professionas experience
when putting infection control protocols into practice. Any exploration needs to
be undertaken from a wide perspective, taking the individua, the team,

organisational and contextual factorsinto account.
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The literature review identified the importance of taking into account social
cognitive factors. Only a small number of infection control studies were
identified using behavioura theories and models to assist with identifying the
motives influencing protocol and guideline use. These studies were
predominantly used to predict factors influencing intention or behaviour. Only a
small number of qualitative studies using behavioura theory were identified. As
quantitative studies remove contextual influences, and as such influences have
been identified as being important, a qualitative design would be more appropriate

to use with any exploration of protocol and guideline use.

The quantitative studies identified in this review have used the Theory of Planned
Behaviour (Ajzen, 1985) and the possible reasons for this have been explained.
The strengths and weaknesses of this theory were examined. The review
identified a behavioural change framework developed by Michie et al. (2005)
which may assist with capturing a wider range of factors that may influence the
use of protocols and guidelines. This framework has only previously been used
once with infection control. Dyson et al. (2011) used the framework to identify
barriers and levers to hand hygiene using a qualitative study using semi-structured
interviews, focus-groups and questionnaires. The current study will use the
framework to explore a wider range of infection control behaviours, such as
isolation of patients, glove and gown use and cleaning tasks using observation as

one important method of collecting data.
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Thirdly, the literature review identified that future research in healthcare needs to
explore how the context is influencing organisational learning. Little is known
about what happens if difficulties are experienced with the use of infection control
protocols and guidelines, how contextual factors may influence this process and

the effect this can have on organisation learning.

Based on the gaps identified in the literature, this study aims to fill those gaps by
using a qualitative case study design (Yin, 2009) using a behavioural framework
developed by Michie et al. (2005) to explore individual, team level, organisational
and contextual factors that influence the use of protocols and guidelines in

practice.

This study aims to identify and understand the underlying behavioura influences
that may affect the use of infection control protocols and guidelines by exploring
the issue from a wide perspective to cover the complexity that exists in practice.
Rather than testing hypotheses and predicting factors influencing protocol and
guideline use, this study seeks to use the behavioura framework developed by
Michie et al. (2005) to provide understanding of what factors facilitate and/or
hinder use, how these factors influence behaviour and to explore what happens if
difficulties occur. A qualitative approach may assist with uncovering the

complexity that existsin the reality of infection control practice on the ward.
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Patient and visitor as well as staff experiences will be included to consider the
problem from a range of perspectives. Understanding the difficulties of
implementing best practice to manage the risk of healthcare-associated infection
increases our ability to improve that care. The knowledge gained from this study
can be used to address barriers and utilise any facilitators to increase the use of
infection control protocols and guidelines into practice. This study will contribute
to the existing literature by using the following research questions to provide

knowledge relating to the gaps described above.

Resear ch Questions

The research questions are as follows:

1. How are infection control protocols and guidelines perceived and used on the

hospital ward to manage the risk from Clostridium difficile infection?

2. What challenges, difficulties or dilemmas are experienced by ward staff with
implementing protocols and guidelines in the management of Clostridium

difficile infection?

3. What happensif difficulties are experienced.
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Chapter Three

Methodology and Methods
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Chapter Three: Methodology and Methods

I ntroduction

This chapter starts by setting out the methodology used in this thesis. It discusses
the chosen paradigm, justifies the rationale for the research design, the potential
limitations of the design and the controls put into place to minimise these. The
chapter goes on to explain the rationae for the choice of methods used to collect
data and the site chosen for the research. Negotiation of access is discussed, how
consent forms were piloted and ethical approval obtained. The remaining sections

in this chapter discuss the process of field work and analysis of the data.

Resear ch M ethodology

A methodology is defined as “an analysis of the assumptions, principles, and
procedures in a particular approach to inquiry” (Schwandt, 2001, p. 161).
Research methodology is therefore a set of decisions about the design of the
research, which together with beliefs about how the socia world can be studied
and how knowledge produced by the research can be assessed, provide
justification for the methods used to gather data about the social world (Pope and

Mays, 2006).
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Chosen Paradigm

To understand the purpose, goals, methods and procedures of a study requires an
understanding of the paradigm within which the researcher is *‘located”
(Ponterotto, 2005). The objectives of this research will be addressed through a
predominantly interpretive epistemology and constructivist  ontology.
Epistemology relates to a branch of philosophy concerned with debates about the
nature and scope (limitation) of knowledge and how it relates to notions of truth,
belief and justification (Carter and Little, 2007). It addresses questions such as
““What is knowledge?’ **How is knowledge acquired?’ ‘‘What do we know?”’
“*How and why do we know what we know?’ **Are we part of the knowledge, or

arewe externa to it?'’

Ontology is a branch of philosophy concerned with the nature of reality (Carter
and Little, 2007). The ontological nature of constructivism proposes that each
individual constructs their own experience. Our epistemological and ontological
perspectives can influence what we ask and what methodology and methods we

choose to use (Pope and Mays, 2006).

The following sections clarify the philosophical assumptions that underpin the

justification for the methodology and methods used in this study.
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I nter pretivism

Interpretivism is defined as “*an epistemological position that requires the social
scientist to grasp the subjective meaning of social action’” (Bryman, 2008, p.694).
The goal is to make sense of, or interpret, phenomena in terms of the meanings
people assign to them (Creswell, 1998). According to Denzin and Lincoln (2000),
meaningful action is intentional. They suggest that to grasp the meaning of
action, the context and the type of language used within that environment needs to
be understood. They also suggest that understanding the meaning in any action
implies interpretation of that action. Interpretivism requires the researcher to try
to identify with the participant (Denzin and Lincoln, 2000). In this study effort
will be made to try to understand from the perspective of ward staff what it islike
trying to put protocols and guidelines into practice to manage the spread of
C.difficile infection. Geertz (1979) argues that understanding can only be
achieved from watching and conversing with participants and trying to work out
what is going on. Interpretivists reject the notion of value free research. Instead,
the researcher’s own subjectivity is acknowledged (Bryman, 2008), by bringing

any preconceptions to the surface and thisis discussed in alater section.

Interpretivist perspectives favour naturalistic inquiry. It isthe preferred approach
where research aims for understanding the individual in a natural, uncontrolled
setting (Lincoln and Guba, 1985). This approach is in direct contrast to positivist
perspectives, where research aims to uncover general patterns of behaviour in a

more controlled environment, where the emphasis is on objective measurement
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and/or prediction of phenomena rather than in-depth understanding (Bryman,
2008). Positivism strips the research of context and only considers a certain set of
variables, yet other variables may alter the findingsif allowed to exert their effects

(Guba and Lincoln, 1994).

Constructivism

The assumption underlying constructivism is that al knowledge is socialy
constructed. Constructivists reject the assumption of a single reality (truth).
Rather knowledge is subjective, transactional and socially created depending on
the meaning that people place on their experience (Guba and Lincoln, 1994).
Constructivism favours the belief that there are multiple accounts of reality which
are in a constant state of construction and re-construction. Understanding and
meanings are revised and interpretations remade in the light of continual changes
within the environment. Knowledge is provisiona and a product of the
interactions and relationships between the researcher and the participants in the

specific context of the study (Bryman, 2008).

Within the constructivist ontology, there may be different stances concerning the
degree to which it is possible to think of and research an external reality (Gains,
2011). These include the constructivist stances of realism (sometimes referred to
as naive realism) and relativism, which may be considered to be oppositiona but

not clearly delineated (Gains, 2011). Mays and Pope (2000) define naive realism
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as ‘'a belief that there is a single, unequivocal social reality or truth which is
entirely independent of the researcher and of the research process’ (p.50). In
comparison, the ontological branch of constructivism known as relativism (Guba
and Lincoln, 1994) is underpinned by the assumption that there is no objective
truth to be known (Mays and Pope, 2000). Extreme relativism asserts the belief
that all perspectives are unique and equally valid, and there may be a rejection of
any criteria for evaluating the quality of the research (Mays and Pope, 2000). In
comparison, naive realism asserts that the world is largely knowable as it appears
and there is concern with ‘truth’ and the importance of evauating validity,
generalisability and reliability. Naive realism is therefore more aigned to the
philosophical ideals of positivism (Cohen and Crabtree, 2008). The issue is
discussed further in a later section (See Increasing ‘Trustworthiness Of The

Study on p.111).

Although these views discussed above can be considered to be opposite ends of a
continuum, within each position there may be a range of views (Mays and Pope,
2000). In the current study, the researcher holds assumptions that are consistent
with other authors, such as Hammerdey (1992) and Mays and Pope (2000), who
acknowledge that al research involves subjective perceptions, different methods
will produce different pictures of the participants being studied and the underlying
reality can be studied. Subtle realism has been described as an epistemological
position that is mid-way between extreme reaism and extreme relativism
(Hammerdley, 1992) and an attempt to represent the reality being studying rather

than to try to attain ‘‘the truth’” (Mays and Pope, 2000). Subtle realism is
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therefore an epistemological position in which the researcher believes that one
cannot claim to have absolute certainty regarding the findings of his or her

research (Duncan and Nicol, 2004). Rather:

“*...the objective should be the search for knowledge about which we can be
reasonably confident. Such confidence will be based upon judgements about
the credibility and plausibility of knowledge claims’ (Murphy et al. 1998,
p.69).

Constructivism holds the assumption that objectivity and reliability are rejected in
favour of reflexivity and researcher perspective. Multiple data collection methods
are favoured for the richness they can provide and consensus of views is not a
goa of this position (Madhill et al., 2000). The assumption that knowledge and
reality are created through interpretation and construction means that reflexivity is
used as a demonstration of the researcher’s way of knowing (Cohen and Crabtree,
2008). This is discussed in a later section (See Reflexivity p.173) but firstly,

justification of the chosen research design is presented.

Resear ch Design: The Case Study

The research design chosen for this study is the Case Study using ethnographic
field work as a method. A case study has been defined as ‘*...an empirical
inquiry that investigates a contemporary phenomenon within its real-life context,
especially when the boundaries between phenomenon and context are not clearly

evident’” (Yin, 2009, p.18). In this case study, the boundary is the ward and the
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practice being explored is the use of infection control protocol and guidelines to

manage the spread of Clostridium difficile infection.

Being able to study what is going on within a real-life context is important due to
the influence that organisational culture and the surrounding environment has on
behaviour (Yin, 2009). The use of a case study is important to understand the
complexity of influences, particularly in relation to the ward context and how this
influences the way that infection control protocols and guidelines are put into

practice.

The use of an in-depth case study was chosen as the most appropriate design for
conducting empirical research within the interpretivist tradition to produce a rich
description of the phenomena under investigation. According to Yin (2009), case
studies can be descriptive, exploratory or explanatory and a case can comprise
single or multiple units. This study uses a single site as its case, as it ams to
provide depth rather than breadth of knowledge. Thisisin contrast to the use of
multiple case studies, which would be more appropriate where the concern is to
allow theoretical replication and cross-case comparisons (Yin, 2009). This case
study will be simultaneously descriptive, exploratory and explanatory. Theam s
to describe, explore, understand and explain the difficulties and dilemmas that
stakeholders experience in relation to putting into practice the infection control
protocols and guidelines on the hospital ward to prevent Clostridium difficile

infection. 1t may be defined as an instrumental case study, as the focus will be on
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the insights that individuals within the case can provide, and the identification of
improved practice. The possibility for generalisation of the findings to other
similar settings (Stake, 1995) is discussed on p.116 and in Chapter Five (See
Study Limitations, p.407), by providing a ‘thick description’ (Geertz, 1973) of the

study findings.

There are severa reasons for choosing a case study design. Firstly, understanding
human behaviour is a complex process and the case study acknowledges that
behaviour is partly shaped by the context (Luck et al., 2006). To understand the
use of protocols and guidelines it will be necessary to understand how
relationships and processes within the setting influence the action taken
(Denscombe, 2003). The naturaistic style of case study research allows human
behaviour, thoughts and feelings to be studied in a given situation as it exists,
rather than studying phenomena under artificially generated circumstances
(Denscombe, 2003). A case study is therefore appropriate for examining
complexity and the practical application of knowledge (Luck et al., 2006) in a

complex environment such as healthcare.

Secondly, the case study is appropriate when “how’ or ‘why’ questions are put
forward and when there is lack of control over events taking place within the

environment (Yin, 2009) such as a hospital ward.
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Thirdly, a case study is a flexible approach which provides the ability to deal with
multiple sources of evidence, as no one source of evidence is likely to be
sufficient on its own to capture the whole context (Gillham, 2000). A variety of
research methods can therefore be used to investigate the relationships and
processes of interest, providing a more holistic account of ‘‘what is going on’’
rather than dealing with isolated factors (Denscombe, 2003). Luck et al. (2006)
argue that ‘*...because any set of methods that will help to develop understanding
can be used, a case study is a bridge that spans the research paradigms’’ (p.105).
Case studies can be qualitative or quantitative (Yin, 2009) or both. This case
study will be a qualitative inquiry, using multiple methods to provide a holistic,
meaningful and rich knowledge about events taking place within the boundary of

the case.

Finally, a case study draws attention to what can be specifically learned from the
case. The detailed workings of the relationships and processes leading to certain
outcomes can be emphasised in the case description and explanations given as to
why certain outcomes happen (Yin, 2009). To achieve this, behavioura theories,
models and a framework from psychology were used to guide the collection and
analysis of the data. However, an open mind was maintained concerning their

value as although theory isaway of seeing, it may exclude other ways of seeing.

The literature review identified that the majority of studies using theories from

psychology have used a quantitative approach without consideration of the
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context. The aim of this study is to use severa qualitative methods using Michie
et al’s (2005) behavioural change framework to explore factors that may be
influencing the behaviour of staff on the ward in relation to infection control

practice, taking into account the context.

Consideration needs to be given as to why this study is being framed as a case
study, rather than as ethnography or grounded theory. Approaches such as
grounded theory (Glaser and Strauss, 1967) are used to develop theory; however
theory building is not an aim of this study. Case studies and ethnography appear
to have similar elements. Both are holistic interpretive approaches concerned
with providing rich detailed knowledge about phenomena and culture is
important. Both approaches can use interviews, non-participant or participant
observation and document review, and common methods of analysis are used.
Cohen and Court (2003) suggest the major difference between case study and
ethnography is the intention of the study. They propose that whilst ethnography is
inward looking, the case study is outward looking. They suggest that ethnography
is more concerned with the extraction of the unknown rules within aculture and is
more descriptive, although it can aso be explanatory (Cohen and Court, 2003).
However, a case study, is aso concerned with culture, it can be explanatory in
nature, although it can also be descriptive (Yin, 2009). The distinction between
the two is therefore blurred. It could be argued that case study and ethnography
differ because they have different philosophical underpinnings and therefore use

different methods. For example, a case study can be based on positivism and use
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surveys as a method of data collection, whereas use of surveys within ethnography

isunlikely.

In the current study, a case study was identified as the most suitable design using
ethnographic methods, for the reasons previously described. An additional reason
is that the original intention of the study was to compare two wards and a case
study design is useful to compare multiple cases (Yin, 2009). Due to difficulties
with the field work one case study was used in this study (See Negotiating Access
p.128 for an explanation). Despite the strength of this approach, there are

potential limitations which need to be considered.

Potential Limitations Of The Case Study

Positivists have argued that case studies are a weak method (Yin, 2009) because
they lack rigour, are prone to bias, lack generaisability (Jensen and Rogers,
2001), are too time consuming and result in an enormous collection of unreadable
data which is difficult to analyse (Luck et al., 2006). These potentia limitations
can be overcome in the design and planning of the study (Luck et al., 2006) and

are discussed in the next section.
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Increasing The ‘Trustworthiness' Of The Study

For some authors, building in validity, generalisability and reliability into a study
can be ensured by the researcher following a verification strategy (Morse et al.,
2002) or set of principles (Daly et al., 2007) designed into the research process
and carried out in a rigorous fashion to produce ‘scientific’ evidence (Rolfe,

2006).

Some authors have an opposing view of ‘rigour’ and use different terminology.
Sandelowski (1993) argued that it is important for qualitative researchers to
establish ‘trustworthiness' of the data rather than ‘truth’ or ‘value' asthe latter are
for positivists. According to Sandelowski (1993), *‘trustworthiness becomes a
matter of persuasion whereby the scientist is viewed as having made those
practices visible and, therefore, auditable’” (p.2). Lincoln and Guba (1985)
suggest that qualitative research can be evaluated by considering the overal
‘trustworthiness of a study, which they have subdivided into credibility,
transferability, dependability and confirmability. Table 3 shows a comparison of

the different concepts that may be used depending on the study design.
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Table 3: Criteria To Critically Appraise Findings From

Qualitative Research
Aspect Qualitative Term Quantitative Term
Truth value | Credibility Internal Validity
Applicability | Transferability Externa Validity or generaisibility
Consistency | Dependability Reliability
Neutrality Confirmability Objectivity

Source: Hannes, 2011

Many examples of criteria or tools have been developed to provide indicators of
the quality of the research when appraising a study. Whilst some of these tools
are generic, others have been designed for a specific purpose, for example, when
deciding to include a study into a systematic review (See Hannes, 2011). The

strategies used in this case study to increase ‘ trustworthiness' are discussed below.

Credibility

Credibility in qualitative research is concerned with establishing that the findings
are believable. Techniques that Lincoln and Guba (1985) recommend to use to
enhance credibility of the findings include prolonged engagement in the field,

persistent observation, negative case analysis, member checking and triangul ation.
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Data in this study were collected from a hospital ward for eight months with 184
hours of observation conducted. The data was analysed throughout this period
and this process continued for a further eight months after leaving the field. The
researcher therefore became very ‘close’ to the data. The use of negative case

analysis, triangulation and member checking is explained below.

Negative Case Analysis

Lincoln and Guba (1985) suggest searching for and discussing parts of the data
that contradict patterns or explanations that are emerging from the data anaysis,
to show that aternative explanations have been considered and researcher bias has
been minimised. The study findings include quotes from participants to
demonstrate that alternative perspectives were searched for and included in the
analysis. The discussion chapter aso includes a critique of the underpinning
behavioural change framework that was used to guide the data collection and
analysis process and considers its failure to capture certain events, based on the

research questions (See Chapter Five).

Triangulation

Drawing on the multiple perspectives from the differing participant roles,
triangulation can be seen as a means of capturing a fuller, holistic and contextual
snap-shot of the phenomena being studied (Jick, 1979). The use of multiple data

collection methods may enhance the ‘trustworthiness' of the data by adding to the
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jigsaw puzzle of knowledge (Knafl and Breitmayer, 1991) by providing different
perspectives of reality. Multiple sources of data were used in this study, including
non-participant observation and informa conversations, semi-structured
interviews and a document review. Triangulation is useful to check one set of
data against another (Bryman, 2008). This was used with interview and
observation data where people’'s reactions can become atered due to the
researcher’s presence (Knafl and Breitmayer, 1991). Discrepancies between what
people said during interviews and what they actually did in practice was explored,
for example, how they implemented infection control precautions on the ward.
Sometimes issues were mentioned during interviews that had not been observed
on the ward and vice versa, therefore these issues were actively looked for and

explored (See example given on p.155).

Documents were used in a similar manner, by exploring ideal ways of working
against what actually happened in practice (Denzin, 1970), not for the sake of any
gaps that may exist, but to focus data collection to understand why any gaps might
exist. Othersways of triangulating the data included comparing different times of
the day and different staff roles. Yin (2009) highlights the importance of
demonstrating a ‘chain of evidence' to increase the reliability of information in a
case study to corroborate the findings. This was achieved by cross referencing
and linking documents during the data collection, data analysis and writing
phases. This allows the reader to trace the steps taken from forming conclusions

from the study questions or vice versa (Yin, 2009).
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Member Checks

Lincoln and Guba (1985) suggest employing member checks to ensure credibility
of the findings and respondent validation (Bryman, 2008). Member checks were

used by Belk et al. (1988) in a study of consumer behaviour which involved
enlisting one member from each of the various participant roles to check all or a
sample of the final report. Commentaries on the interpretations were sought as a
check on the viability of the interpretations. Differences of agreement were
documented and participant reactions were incorporated into the study to confirm
and correct perceptions of the investigated phenomena, as identified by the
researcher (Belk et al., 1988). Pope and Mays (2006) suggest this may be useful
as aprocess of error reduction where it generates additional original data which in
turn requires interpretation rather than a straightforward check on validity.
However, there are a number of difficulties associated with the use of member
checks. McDonnell et al. (2000) considered using this technique by feeding back
interview transcripts to participants for validation. They took account of concerns
raised by Sandelowski (1993), and decided this technique to be riddled with
difficulties. These included requests by participants to remove or review data
because their views had changed, were regretted or forgotten. More importantly,
the impact on participants of seeing what they have said in print has yet to be fully
explored and care would need to be taken to ensure that confidentiality is not
breached (McDonnell et al., 2000). Sandelowski (1993) argued that in qualitative
research, if reality isto be assumed to be multiple and constructed, repeatability of
the findings, either by an expert researcher or a participant, is not necessary. By

trying to increase credibility and/or dependability in this way, it might involve a
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forced or artificial consensus and conformity in the analysis (Rolfe, 2006). For

these reasons, member checking was not used in this study.

Transferability Of The Study Findings

Transferability is concerned with the degree to which the study findings can be
generalised beyond the research context to other settings (Bryman, 2008). A
common criticism of qualitative research isthat the findings are only applicable to
the setting in which they were obtained (Greenhalgh, 1997). Yin (2009) suggests
use of atheory in single-case studies as a tactic that may be used to enhance the
quality of the case study design. In the current study, theory was used to guide the
collection and analysis of the data and an evaluation of this has been included in
the discussion. Lincoln and Guba (1985) recommend using a ‘thick description’
as a technique to establish transferability of the findings. A thick description
(Geertz, 1973) is produced from the research findings, providing a rich detailed
account of the research context (See Chapter Five). Lincoln and Guba (1985)
argue that a thick description provides other persons who wish to *‘transfer’’ the
findings to a different context to make judgments about the relevance of the

findingsto their setting.
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Dependability

Dependability looks at the repeatability of the study findings (Lincoln and Guba,
1985). To establish dependability of the research in terms of trustworthiness
(Lincoln and Guba, 1985), meticulous recording keeping at all stages of the study
has been undertaken to provide an audit trail, which may be viewed by others so
that they may see how the findings have been produced (Bryman, 2008; Yin,
2009). Greenhalgh (2001) emphasises that the researcher must ensure that all
research findings are “ independently and objectively verifiable’” by indexing all
quotes so they can be “ traced back to an identifiable subject and setting” (ibid.
p.175). All quotes and extracts from field notes have been clearly identified so

that these may be traced back to the original field notes.

Confirmability

Confirmability is concerned with the neutrality of the research findings. Steps
were therefore taken to confirm that the findings of the study arose from the
experiences and ideas of the participants, rather than the preferences of the
researcher. Techniques that were used to enhance the confirmability of the
findings include triangulation (See p.114), reflexivity and positionality by making
the assumptions and preconceptions of the researcher explicit (See p.173) and

producing an audit trail (See p.169-172).
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In summary, the strength of the case study is seen in its flexible approach,
allowing usto ‘*get under the skin’’ of the case, to find out what really happens in
practice and interpret and make sense of the multiple meanings given by
individual experience. It provides a high level of contextual knowledge, allowing
connections to be made between theoretical abstractions with applied practice
(Luck et al., 2006). The detailed workings of the relationships and processes
leading to certain outcomes can be emphasised in the case description and
explanations given as to why certain outcomes happen (Denscombe, 2003). The
am is to use a single case study using several qualitative methods to provide a
detailed insight into the use of infection control protocols and guidelines on a

hospital ward to manage the spread of C.difficile infection.
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Research M ethods

I ntroduction

This section starts by discussing the chosen research methods that were used to
collect and record datain the case study. Additional sections discuss the rationale
for the selection of the site of the case study, how access was negotiated and
ethical approval obtained. Later sections discuss the field work including the

consent process, sampling, data collection and analysis.

Rationale For The Chosen M ethods

The chosen data collection methods include non-participant observation, informal
conversations, semi-structured interviews and document review. These methods
were selected in relation to the nature of the case, the research questions and
anticipated level of researcher control within the setting (Yin, 2009). The
rationale for the chosen methods, the potential limitations associated with their
use and how these limitations were minimised during the field work is explained

next.

Non-Participant Observation

Non-participant observation is a research method whereby the researcher observes
the behaviour of participants under investigation yet does not participate (Bryman,

2008). All the researcher’s senses will be utilised and there will be a*detachment’
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from what is going on (Polit and Beck, 2008). ‘Detachment’ is used in the sense
that by not being involved in the work activities, there will be less distraction from
observation. Non-participant observation was chosen rather than participant
observation as the latter method would require a nursing qualification (Wind,
2008). The researcher does not have a nursing background therefore would not be
participating in any work activities. Observations would be unstructured to
provide understanding of behaviour. Observation is a useful method as it deals
with what people actualy do, rather than what they claim they do, and allows the
researcher to witness first hand what happens in practice (Gillham, 2008).
Unstructured observation is particularly suited to understanding processes and
relationships between people, events and activities where understanding of the
cultural context isimportant. The meanings or realities that people attach to their
understanding of their experience can sometimes be accessed and revealed
(Jorgensen, 1989) and holistic explanations inferred between the interlinked
factors (Denscombe, 2003). It may be possible to infer ‘invisible’ elements such
as thoughts, feelings, values and attitudes through observation of behaviour,
however such attributes do not aways correlate with behaviour (Gillham, 2008).
Observations can also be misinterpreted. To avoid misunderstanding about
practices that are witnessed, observations were followed up with informal

conversations with participants and/or key informants.
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Collecting Observations

The aim was to focus observations on staff behaviour relating to infection control
practice during the routine treatment and care of patients on the ward. This
included hand hygiene, isolation and barrier nursing, use of personal protective
equipment (gloves and apron), bed-making, disposal of infective waste, ward
cleaning tasks, decontamination of equipment and other issues recommended in
infection control protocols and guidelines. Contextual issues such as steff
numbers, nursing skill mix, relationships, the ward layout and structural issues,

availability of facilities, equipment and other resources were observed.

Observations followed the sequence of phases similar to those described by

Leininger and McFarland (2006) and include:

1. Phase 1-Preliminary Phase - observation and active listening.

2. Phase 2-More focused observation. Themes start to emerge.

3. Phase 3-Specia observations (Denscombe, 2003). Themes followed up and
more specific data collected.

4. Phase 4-Reflective Observation.

The potential limitations to using non-participant observation and how these were

addressed in the study are discussed next.
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Limitations Of Non-Participant Observation

Anxiety and concern may develop as people may be uncertain about the purpose
of the research. Healthcare participants, especialy ward staff, may believe that
the researcher is scrutinizing whether their work is being carried out correctly
(Wind, 2008). Patients and their visitors may become fearful and distrusting
about the topic of the study. Often families are not aways informed straight away
that the patient has an infection and the study may provoke fear. Strategies were
developed to gain trust and rapport and reduce anxiety and fear within the setting.
During the consent process, the purpose of the study was clearly explained and
guestions encouraged. Consent was re-negotiated regularly to build trust, rapport,
confidence and to ensure informed consent was obtained on an ongoing basis.
When and how the observations took place was constantly negotiated (Wind,
2008). This meant being sensitive to the environment and the people. A sense of
trust and cooperation needs to be developed otherwise, as Loos et al. (1999)
suggest, attempts may be made to exclude the researcher from observations. This
did happen during the early days of data collection. With some nurses it
continued during the entire field work. These methodological difficulties are
discussed in alater section (See Researcher Role p.174). There may be a genera
lack of interest in the project (Loos et al., 1999). It was anticipated that by talking
to participants, displaying posters and leaflets about the study, anxiety and

uncertainty may be minimised and interest generated.
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People may behave differently if they know they are being studied, known as the
Hawthorne effect (Mayo, 1949). During long periods of study this may be
minimised as the researcher becomes a ‘fly on the wall’ (Gillham, 2008). This
can aso be a disadvantage. According to Wind (2008), non-participant
observation may result in a failure to see the reality of the everyday world from
the position of the actors, and the inability to interpret the language, symbols and
meanings underpinning daily socia interaction. These limitations were
minimised through informal conversations and interviews with staff, by being
receptive and open to the experiences and the emotions of those being studied and
to the ongoing events and activities taking place and via reflection on this process
(Wind, 2008). It was anticipated that participants may ask to see what was being
recorded in the field notes. All names (including third parties), locations and
other identifiable features were disguised by using pseudonyms across the data
set, including interview transcripts, field notes and journals, to protect identities

and the identity of the Trust.

Document Review

To obtain evidence on strategies supporting the use of infection control protocols
and guidelines, a review of documents was undertaken in relation to some Trust
documents. Analysing this information can be a time consuming process and the
quality of the documents used cannot be controlled (Yin, 2009). Therefore data
from the document review was not analysed using NVivo in the same way that

observation and interview data was analysed. Rather the data was analysed
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manually using evidence to corroborate or conflict with other findings (Yin,
2009). The type of documents used, their purpose and how these were used are
described on p.158. Access was not required to any medical records or personal

data including patient records.

Face-To-Face Semi-Structured I nterviews

Face-to-face interviews are a way of accessing participants views and
interpretations of actions and events. It can be a two-way process in that
knowledge will be jointly created between the interviewer and the interviewee and
reflection on this process will be important (Carter and Little, 2007). Completely
unstructured interviews were considered too broad for this study as much is
known about the topic. Semi-structured interviews were used as these provide the
ability to ask the participants open-ended questions from atopic guide. This type
of interviewing provides depth to the study findings by alowing individual
experiences to emerge (Krueger 1998), whilst ensuring relevant issues are
addressed (Green et al., 2006). There is aso scope to ask further questions in
response to the replies (Bryman, 2008). The aim was to focus on the
interviewee' s concerns and experiences relating to infection control protocols and
guidelines to gain insight into what was viewed as relevant or important and their
understanding of the topic areas raised. This type of interviewing allows lines of
thought identified by earlier interviewees to be taken up and presented to later
interviewees, demonstrating a reflexive, iterative process of enquiry (Bryman,

2008).
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Use Of A Vignette And Discussion Group

The NHS Institute for Innovation and Improvement, as part of their Safer Care
Priority Programme, aim to raise awareness of patient safety in English hospitals.
The Institute developed a ten minute vignette entitled ‘Alison and Sue’ which
portrays the real-life experiences of one family affected by MRSA and
Clostridium difficile infections. The story istold from the perspectives of Sue (the
patient) and Alison (her daughter). Alison and Sue agreed to the development of
the vignette so that their experience could promote discussion and understanding
about health-care associated infection and how the issues are handled at both a
policy and practice level. The NHS Institute for Innovation and Improvement
required the vignette to be evaluated so that it may be used with hospital staff to
engage with them and encourage improvement in relation to the management of

healthcare-associated infection.

A number of themes emerged from the vignette and these are reflected in the
literature. The vignette would have several purposesin this study. It may assist
with grounding participants views and accounts of behaviour in the situational
context (Barter and Renold, 1999) and may help to engage with participants on
sensitive issues (Barter and Renold, 2000). Stimulating participants with visual
information may help them think about things which they have forgotten or have
taken for granted (Bryman, 2008). Vignettes appear to be most productive when

the scenarios depicted are real and conceivable to participants, and this may
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encourage participants to voice their opinions and concerns (Barter and Renold,

1999).

How Would The Vignette Be Used?

To encourage discussion and reflection on the practices related to Clostridium
difficile infection and the use of protocols and guidelines, the aim was to use the
vignette during a discussion group. At the end of the data collection phase it was
planned that one discussion group would be held on the ward with 3-6 key staff
participants involved with the study. It was planned that the vignette would be
shown using a laptop. At the end, participants would be asked to discuss their
reactions to this video, including what themes emerged for them. The session
would last up to 30 minutes and would be tape-recorded, subject to the
participants agreement and the data analysed thematically and triangulated with
other forms of data collected. Due to the practicalities of taking staff off the ward

the vignette was not used.

Development Of The Topic Guide

The topic guide developed by Michie et al. (2005) was adapted and used for the
interviews. This guide was amended based on key themes identified from the
literature review. Questions were devised to be open-ended, as neutral as
possible, clearly worded and followed a logical flow where possible. Prompts

were provided from the literature review (Denscombe, 2003) (See Appendix 9a,
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9bi, 9bii, 9¢c). The next section discusses the rationale for the chosen site of the

case study, how access was negotiated and ethical approval obtained.

Site Of The Case Study

The site chosen for the study was a 1000 bed NHS University Health Board
teaching hospital in aninner city district. The site was selected purposively due to
itslarge size and the high levels of C.difficile infection it was experiencing. After
extensive negotiations with the hospital (See Negotiating Access p.128) two
wards were chosen for inclusion as separate case studies, however as will be
explained later, only one ward was used during the field work. The wards were
chosen because both had very high levels of C.difficile infection and both wards
had been involved in an intervention study in which heathcare improvement
methodol ogies from the 1000 lives campaign had been used to reduce the level of
C.difficile infection. Practices used in this intervention included the use of a
multi-disciplinary team and the development of an agorithm to assist with
decision making, representing the steps that needed to be considered once a
patient is identified with diarrhoea. The intervention aso included thorough
washing of all beds following discharge of a patient, the use of green tape on the
commodes to illustrate that these had been cleaned, a label for the administration
of antibiotics and a label to indicate that the patient had contracted C.difficile
infection, which sits in the notes to remind staff of the patient’s diagnosis. The
level of C.difficile infection significantly reduced on one ward yet not the other.

The aim of using both wards was to compare the differences in relation to the use
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of the infection control protocols and guidelines and the difficulties experienced

with this process.

Although antimicrobial prescribing is related to the management of Clostridium
difficile infection (Department of Health, 2009a), exploring the use of antibiotics
isnot an aim of this study, rather the focus is on infection control practice. Use of
the antibiotic label and the other issues related to the intervention were explored to
understand how the spread of C.difficile infection was being managed. A

description of the site used as the case is discussed in a later section.

Negotiating Access

The Director of Infection Prevention and Control of the University Health Board
was approached in 2009 to discuss the study and negotiate access. She was very
helpful and enthusiastic about the study and offered to assist with finding two
wards. This process took many months and included attendance at severa
infection control meetings attended by ward managers within the hospital. The
purpose of attending these meetings was to present the study to the group, to
generate interest in the study and gain approval from interested ward managers for
their wards to be considered for inclusion in the research. The rationae for
including the chosen wards is described in the previous section. One ward

manager registered interest in her ward participating in the study at an early stage
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as she was keen to continue reducing the level of C.difficile on the ward. The

study was seen as away to understand further barriers to practice.

A presentation was made to the ward manager and one of the deputy ward
managers to discuss how the study would proceed. This included how time would
be given for interested nurses to attend an interview, where interviews would take
place, access to patients and visitors and how other teams would be informed
about the study (which is described in alater section - Raising Awareness Of The
Study p.142). The discussion aso included further arrangements that needed to
be made, such as clothing that needed to be worn on the ward and where the
identification badge could be obtained. Written approval was given from both
nurse managers on one ward for the study to commence and a start date was
arranged. Within one month of the field worked commencing, the ward manager
who had agreed to the study moved to a different ward and the deputy ward
manager involved in the earlier meeting became the ward manager. Although she
had agreed to the study, she may have felt it difficult to refuse as the ward
manager had given her agreement and was enthusiastic about it going ahead.
Mulhall (2003) identifies these difficulties as being part of negotiating access
from the top down. In the current study, this created some problems for data

collection which are explained later (See Researcher Role p.174).

Negotiations with the second ward continued during the field work, but

unfortunately approval from the second ward did not materialise. A further ward
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was offered as a case study severa months into the field work. However by this
time there were time constraints. Although the ward manager for the first case
study had agreed to the study taking place, this information had not been
communicated with other nurses and managers on the ward and there was a lot of
suspicion about why the study was being done. Trying to gain trust and rapport
was extremdly difficult and used up alot of time. Trying to organise interviews
with nurses and doctors fitted around their work caused more time delays. In
addition, as my background was not nursing, trying to understand the practices on
the ward took longer than anticipated. It was reaised that it would be better to
study one ward in depth rather than two wards superficially. Therefore only one

ward was used as a case study.

The Director of Infection Prevention and Control agreed to act as the research
sponsor for ethics purposes and agreement was made to commence data collection
once ethics approval and NHS Research and Development approva had been
granted. The process of piloting the consent forms and process will now be

discussed before explaining how ethical approval was obtained.
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Piloting The Consent Forms And Consent Process

The public and service users were invited to conduct ‘user testing' of the
information sheets and consent forms. The purpose was to receive comments on
the design and content of these documents and to provide feedback on how these

may be improved.

Benefit Of Involving The Public And Service Users

Involving the public and service usersin ‘user testing’ was beneficial to the ethics
process as it helped to consider the way that participants in the hospital would be
approached, by ensuring that the documents were understandable and assisted by

showing that important concerns and issues had been addressed.

Deciding Which Organisations To Use

Severa organisations were approached and the potentia for the public to become
involved with the study was discussed. An application form was submitted to
Involving People (http://www.involvingpeople.org.uk) and to Heathcare-
Associated  Infection  Service Users  Research Forum  (SURF)
(http://www.hcaisurf.org). Involving People was selected because it a research
organisation which supports and encourages patient, public and service user
involvement in health and social care research. SURF was selected becauseitis a

similar organisation yet is specifically designed to support research into
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healthcare-associated infections. Applications were also submitted to the National
Concern for Hedthcare Infections (http://www.nc-hi.com) and Clostridium
difficile Support UK (http://www.cdiff-support.co.uk) because many of their

members had been affected by Clostridium difficile infection.

Advertising For Public And Service User I nvolvement

All four organisations advertised the opportunity for their members to become
involved in the study. Responses were received from three of these organisations.

Three groups were identified to conduct ‘user testing.” (See Table 4).

Table4: Groups|nvolved With Piloting Consent Forms

People who had suffered from a healthcare-associated infection
(Clostridium difficile or MRSA)

People who had or were caring for someone affected by a heathcare-

associated infection.

Healthcare staff working or previously worked within a hospital (medical
professionals, nurses, ancillary staff, housekeeping staff, porters, hospital
volunteer) or people with an interest in healthcare-associated infection.
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What Were The Public And Service Users Asked To Do?

Eleven people volunteered to become involved with the testing process.
Participants were located across the country. It was not possible to bring them
together due to travel costs. The information sheet and consent form were
emailed to participants via their organisation. Participants were asked to read the
documents and comment on the layout, wording, language used, amount of detail
provided, whether they understood the information, and whether all concerns had
been addressed. A feedback form was designed for this purpose. Any questions
about the consent forms were fielded via the organisation. Participants were
asked to return their comments by email via their organisation before being
forwarded to the researcher. Minor amendments were made to the consent forms.
Once testing was complete, feedback was given to the organisations involved and

participants thanked for their time and assistance.

Piloting The Consent Process

The staff information sheet, the consent form and process was piloted with staff
working at the hospital where the study was to be carried out. Two Cardiology
Technicians and a Senior Infection Control Nurse agreed to help with this process.
Testing was conducted face to face and each person completed a feedback form,
commenting on the consent form and process. No amendments needed to be

made to the consent forms following this process.
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Ethical Approval

Applying for ethical approva from the local Research Ethics Committee to
undertake the research took approximately eight months to complete and was a
frustrating, time consuming exercise. A meeting with Research Ethics Committee
Panel C took place on 25™ June 2010 and included twelve committee members,
who asked their questions in relation to ethical concerns about the study design
and how data would be collected. The meeting went well and one minor revision
to the ethics application was requested in writing from the panel. Ethics approval
was granted from the Research Ethics Committee on 12 July 2010 subject to
approval being given by the Research and Development ethics committee at the

hospital (See Appendix 3aand 3b).

The Research and Devel opment ethics committee responded to the application for
ethical approval in a letter with some minor concerns about the study. These
concerns were addressed in response from the researcher. A favourable decision
from the Research and Development ethics committee was received a few days
later. Agreement was made that the study would adopt the principleslaid down in
the National Research Ethics Service (NRES) guidelines, relevant legislation and
NHS Codes of Practice. An Honorary Contract for the researcher was provided
by the hospital for the duration of the study. Field work commenced in on 1%

August 2010.
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TheFied Work

I ntroduction

The sections that follow outline the methods that were used in the study to collect
data, which was achieved using non-participant observation, informal
conversations, semi-structured interviews and document review. This section
starts by providing a summary of the data collected and describes the ward
environment. It goes on to explain how consent was obtained and how sampling
was undertaken for the different types of data collected. The data collection and
analysis processes are described including the difficulties that were experienced

with this process.

Summary Of Data Collected

Data collection took place between August 2010 and March 2011. Three types of
data were collected including field notes generated from participant observations
and informal conversations, transcripts of in-depth qualitative interviews and a
range of written hospital documents, for example, ward protocols, an agorithm,
labels for C.difficile assessment and antibiotic prescribing, cleaning schedules,
hand hygiene audits, commode audits and minutes of ward meetings. A summary

of the observations collected is shown in Table 5.
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Table5: Summary Of Observations Completed

From August 2010 —March 2011

Total number of hours observed 184 hours
Number of observation visits per week 3-4
Total number of shifts observed 51
Range of hours observed 7am -7.30pm
7.30pm -7am

[including 4 x weekends]

Duration of observation period 8 months

Number of training cour ses attended 1 x C.difficile awareness
session (30 minutes)

1 x infection control

study day (5 hours)
Number of audits observed 2 x commode audits
Number of meetings observed 2 x ward meetings
1 x infecti on control
meeting
Total number of pages of observation 282 pages

field notes gener ated

Hand written notes were generated at the hospital or immediately after leaving the
ward. These were typed up the same day or the following day. A total of 40 staff
interviews were completed (See Tables 6, 7 and 8) and 8 patient interviews (See

Table 9).

136



Table6: Nurselnterviews Completed

Staff Role Male Female
Registered Nurse (RN) 1 11
Auxiliary Nurse Technician 1 3
Auxiliary Nurse 0 5
Ward Manager 0 3
Total =24 2 22

Table 7: Doctor Interviews Completed

Staff Role Male Female
Consultant 0 1
Registrar 2 2
Senior House Officer 1 3
Total =9 3 6
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Table 8. Ancillary Staff I nterviews Completed

Staff Role Male Female
Physiotherapist 0 2
Phlebotomist 0 3
Housekeeper 2 0
Total =7 2 5

Table 9: Patient Interviews Completed

Number of Patients Male Female
With MRSA 4 3
With C.difficile infection 1 0
Total =8 5 3

In addition to the staff and patient interviews, one interview was also undertaken
with one female visitor. Difficulties gaining consent from visitors is discussed on
p.153. A tota of 296 pages of transcript were generated from the taped
interviews. Interviews were transcribed verbatim normally within a day or two
after interviews were conducted. Observation and interview data were coded

using Nvivo 8. Codes were built up into categories and themes. This was an
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ongoing process during the data collection and analysis phase and is described in a

later section (See p.169).

Description Of The Ward Setting

The ward was a medical ward. It was initially divided into two areas, but within
one month of the field work starting one area moved out of the ward, and the other

area expanded to fill the whole ward.

The nursing team was headed by a ward manager and three deputy managers.
There were 50 nurses employed to cover two shifts (20 registered nurses, 30
auxiliary nurse technicians and auxiliary nurses). A number of nurses were on
long-term sick leave or study leave. There were three medical teams, each
consisting of three consultants, two registrars and two/three junior doctors (senior

house officers).

The two ward areas had eighteen and nineteen beds respectively, comprising two
four bedded areas, two cubicles and an eight or a nine bedded area (See Appendix
4). One ward had three blocked beds to provide specialised treatment facilities for
outpatients. The entrance to the ward led to a central reception. Off this centra
areawas a patient day room, the ward managers’ office and akitchen. Each ward

had a shower room and separate toilet for patients. Ancillary rooms on each ward
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included a waste collection room, equipment store room, stock room, linen room
and sluice room. One ward aso had a treatment room where patient lines were
inserted and a medicines room. A staff room was provided for nurses and a
separate room for doctors outside the ward in the adjoining corridor. There were

no changing or showing facilities provided for nurses or doctors.

Doctors worked 9am - 5pm. Two - three doctors covered the ward out of hours
(6pm - 9am). The nursing shift pattern on the ward was two 12.5 hour shifts with

half an hour overlap to alow handover between nurses.

Day shift: 7am - 7.30pm
Night shift:  7pm - 7.30am

Staffing levels varied but the ward manager aimed to provide each ward with four
registered nurses with two - three nursing auxiliaries during the day shift. During
the late shift the aim was to provide each ward with two qualified nurses and one

nursing auxiliary. Visiting hourswere 2 - 4pm and 6 - 8pm.

Handover took place at the start and end of a shift, over lapping for thirty minutes.
Handover often ran over its allocated time, from between fifteen and thirty
minutes. The process usually took place in the staff room and occasiondly at the
nurses station. Qualified nurses handed over the information about their patients

to the nurses and assistants using a printed form which nurses added to using their
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hand written notes. Some nurses worked shorter hours and arrived on the ward
mid-shift. Those nurses would receive a one-to-one handover with the nurse who
was working an early or late shift, and this was often of shorter duration. Doctors
handed over information about their patients at a computer termina within the
main reception. This usually took place at 9.00am with ward rounds starting at
9.30am. Wards rounds with consultants were held three times per week. Junior
doctors held ward rounds twice per week. Nurses were expected to attend the
ward rounds, yet often this did not happen due to time and staffing constraints.
There was a multidisciplinary team meeting held once per week with a consultant
and other members from different professions. Multidisciplinary team meetings
were not attended by the researcher as part of the study as these were related to

patient discharge. The following section describes the sampling procedure.

Participant Sampling Procedure

This section describes how people were made aware of the study, the sampling
procedure and how the sample size was decided, how potential participants were
identified, approached and recruited and how different forms of data were

collected and recorded.
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Raising Awar eness Of The Study

An appointment was made with key personnel at the hospital to inform people
about the study and to negotiate access. These individuals acted as gate keepers
and include the Director of Infection Prevention and Control, the Director and
Deputy Director of Nursing, the Medical Director and one Ward Manager and a
Deputy Ward Manager. A one page letter summarising the study was sent via
email to managers of al departments where staff interfaced with the ward. This
included the medica and nursing team, pharmacy, dieticians, physiotherapists,
phlebotomists and housekeeping. This was organised by the Director of Infection
Prevention and Control prior to start of data collection. This process was repeated
by the Director of Nursing during the first week of field work. Ideally meetings
with the wider teams working on the ward would have been beneficial to improve
staff awareness about the study. Every effort was taken to make hospital staff,
patients and visitors aware of the study, by displaying a poster in the corridor at
the entrance to the ward and displaying leaflets on notice boards, within staff
rooms, the patient day room and at reception. Leaflets were also issued to

potential participants as part of the consent process (See Appendix 5a and 5b).

Sampling Design

Consistent with naturalistic enquiry (Lincoln and Guba, 1985) an emergent
sampling design was used for the observations, informal conversations, interviews

and hospital documents. Participants within the sampling frame (the ward), were
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selected on the basis of illustration, depending on, for example, their
characteristics, role or the task they were undertaking (McDonnell et al., 2000). A
mixture of purposive sampling (Lincoln and Guba, 1985) and theoretical sampling
(Glaser and Strauss, 1967) was used to provide information rich cases, depending
on the contribution and insight participants offered (Denscombe, 2003). Cases
were chosen because they illustrated a typica example or they illustrated an
extreme or deviant instance (Yin, 2009). For example, one visitor was selected
because she became involved with the care of a patient who had contracted
C.difficile infection. This was the only example of a carer being involved in care
that was identified during the field work and represents an exception to standard

practice.

Purposive sampling is in contrast to random sampling, where a representative case
may often not be the richest (Lincoln and Guba, 1985). During sampling,
participants were selected so that comparisons and checks could be made as the
data emerged (McDonnell et al., 2000). Tasks, activities, locations, events such
as meetings, audits, training sessions and documents were chosen in a similar
manner. The emergent design allowed continuous adjustment of the sample, to
aid the development and testing of interpretation of the findings, until saturation
was achieved (Miles and Huberman, 1994). Only English speaking adults who
gave informed consent were included in the study. A selection of participants
were thus chosen for the observations, informal conversations and interviews from

staff, patients and visitors (See Eligibility Criteria— Appendix 6).
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Sample Size

Based on the results from other qualitative case studies (Flynn and Sinclair, 2005;
Ginsburg et al., 2007; Stetler et al. 2007) it was anticipated that 30 - 40 interviews
would be carried out over a 7 month period until saturation of data was reached.
Prieto and Macleod-Clark (2005) used a single case study to explore factors
influencing infection control practice and adherence to Clostridium difficile
guidelines. Semi-structured interviews were used with 13 registered nurses and 5
nursing assistants (total of 18 staff members). Observations were carried out over
60 hours. No other staff groups were used. The study did not include patients or

their visitors.

In the current study it was decided that up to 8 doctors, 8 nurses, 8 ancillary staff,
8 patients and 8 visitors would be used as a guide for the interviews. The actua
number of interviews completed can be found on p.137 and 138 (See Table 6, 7, 8
and 9). The purpose of including patients was to explore their experience of
treatment and care and to provide a different perspective from healthcare staff.
Patients may provide aricher insight into infection control practices (Hardy et al.,

2007).

Participant Selection, Recruitment And Withdrawal

The following section describes how potential participants were identified,

approached and recruited. Data collection is discussed in alater section.
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Obtaining Informed Consent

A mixture of informed consent and process consent was used in this study (Behi,
1995). Munhall (1988, p.151) describes informed consent as a *‘ static, past tense
concept’”’ and process consent as a concept ‘‘...to facilitate negotiation and
renegotiation to protect our collaborators human rights.”” A total of 72 written

consents were collected (See Table 10 overleaf).
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Table 10: Summary Of Written Consent Obtained

Staff Role

Registered Nurse (RN) 1 22
Auxiliary Nurse Technician 1 3
Auxiliary Nurse 0 10
Ward Manager 0 3
Consultant 0 1
Registrar 3 2
Senior House Officer 3 4
Physiotherapist 0 2
Phlebotomist 0 3
Housekeeper 2 0
Maintenance 1 0
Doctor’s Assistant 0 1
Infection control nurse 0 1
Patients 5 3
Visitors 0 1
Total =72 16 56
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Documenting Refusal And Withdrawal

Three members of staff and four visitors refused to participate in the study. No
one withdrew their consent during the study. Details of how to withdraw consent
were explained during the consent process and included on the information sheet.
One participant died during the data field work. As this patient had previously

consented to the study their anonymised data was included in the analysis.

Obtaining I nformed Consent

The sections that follow discuss how informed consent was obtained.

| dentifying Healthcar e Staff And Obtaining Consent

The first two weeks of field work were used to settle into the ward, become
familiar with the staff and allow them to become familiar with the study and my
presence. Written consent was sought from all potential case-study participants at
commencement of the study. All éigible ward nurses that were working on the
ward at the time of the study were approached individually, informed of the study
and invited to participate. No identifiable personal information was used to screen

for potential staff participants.
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Commencement of field work coincided with the changeover of placements for
the junior doctors (senior house officers) which takes place every four months.
This was perceived as an advantage, as these doctors were new to the ward. Each
doctor was approached and invited to take part. A sample of registrars and

consultants were chosen purposively and invited to take part.

There were two physiotherapists who regularly worked on the ward. Both were
invited to take part. A sample of phlebotomists and housekeeping staff were also
invited to take part. Physiotherapists and phlebotomists were chosen because of
the close contact they had with patients and the potential risk of cross-
contamination involved with their work. Housekeeping staff were chosen because
of their cleaning duties and the importance of cleaning in relation to infection

control.

Taking consent was a difficult time consuming process due to the large number of
staff working on the ward, the dynamic nature of the environment and the
busyness of the ward. Staff worked different shifts, some worked part-time, some
nurses worked only nights and it was not possible to talk to large numbers of staff
in groups. Consent was therefore slower than anticipated because individuas had
to be approached individualy, and consent needed to be obtained to fit around

their busy work schedule.
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During the consent process, the information sheet and informed consent form (See
Appendix 7a) were explained to participants. It was explained that staff may opt
to take part in either the observations or interview only, or the observations and
the interview, or not to take part a all. Reassurance was given that taking part
was voluntary, they may refuse to be observed, engage in informal conversations
or answer interview questions. It was explained that al comments made would
remain confidential, all information would be anonymised to protect identities and
that they may withdraw consent at any time. Explanation was given as to what
information would be collected, the anticipated risks and benefits of the study and
how these risks have been addressed. Explanation was given as to how the data
would be used, stored and who would have access to it. The source of funding for
the study, my university and department, contact details of my academic
supervisors were disclosed. Concerns or questions were encouraged and
discussed. Where participants agreed to take part, a day or so elapsed before the
person was approached again, to allow them time to think about the issues and
change their mind. This was explained to them. On return, subject to their
agreement, participants were asked to sign the consent form. Signed consent

formswerefiled. A copy of the information sheet was left with each person.

Verbal consent was sought from al participants before any observations and
informal conversations were carried out. Where possible, staff, visitors or other
unexpected persons who were not part of the study, that entered a location where
observations were taking place, were approached and the reason for the

researcher’s presence explained. If these individuals were unhappy for
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observations to be carried out whilst they were present in an area, the researcher
left the area. This happened in a few instances, for example, where a patient had
arested. This was documented in the field notes. Verba consent was re-
negotiated frequently throughout the study, for example, at the start of each

observation session and at the time of the interviews.

| dentifying Patients And Obtaining Consent

During the study there was no requirement to access patient medical records. No
identifiable personal information was used to screen for potential patient
participants. Before a patient was asked to participate, the nurse-in-charge was
asked to assist with confirming the inclusion and exclusion criteria. Where it was
felt by the nurse-in-charge that a patient was too ill, too depressed, too vulnerable,
under too much stress, not able to consent for themselves or the intrusion would
be insensitive to their needs (Hardy et al., 2007) they were excluded from the
study. Care was taken to ensure that eligible patients were not invited to
participate in the study before they had been informed about information that
made them eligible, for example, being infected with Clostridium difficile
infection. Confirmation of infection was sought from the nurse-in-charge prior to

approaching a potential participant.

Initial contact with a patient to discuss the study and to invite them to take part

was made by the researcher on the ward. Consideration was given to using a

150



member of the nursing team to approach the patient in the first instance, however
the ethics panel considered this to be impractical due to time constraints. Patients
were made aware that the researcher was not a member of staff and their care
would not be affected should they decide not to take part. Patients were asked if
they wished to have a relative or friend present during the consent process to help
them to make adecision, and if so arrangements would be made (Royal College of
Nursing, 2006). The discussion about consent took place in either the day room
or at the bedside. The process of obtaining consent was similar to that previously
described with staff participants (See Appendix 5b and 7b). Extratime was taken
with patients where necessary, depending on their needs, to improve
understanding. A copy of the leaflet and information sheet was left with each
patient. A government leaflet about Clostridium difficile infection was aso given

to them.

Where a patient agreed to take part, a day or so elapsed before the patient was
approached again for a decision. This was explained and was to ensure that the
patient still agreed and was well enough to take part. The extra time allowed
patients to think about the issues, allowed them to change their mind and permits
changing circumstances with their health status and needs (Hardy et al., 2007).
The consent process was repeated and questions were asked to check the
individuals understanding. If a patient agreed to take part he/she was asked to
sign and date the consent form. The discussions that took place with the patient
and their decision to take part were documented in the field notes. Where a

participant was unable to sign or mark a document to indicate their consent,
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arrangements would have been made for their consent to be witnessed and
documented, however this was not necessary as all patients approached were able
to sign themselves. Care was taken to ensure that patients did not consent under
any form of manipulation, coercion or undue influence from myself, ward staff, or

family and friends. Signed consent forms were filed.

Once written consent had been obtained, the patient’s verbal consent was re-
negotiated regularly as an on-going process, before taking part in the observations
and/or an interview. Verbal consent was documented in the field notes. If
consenting patients changed their mind and did not wish to take part in the
observations or the interview, they would have been excluded. If excluded
patients had been uncomfortable with my presence on the ward | would have
removed myself from the area for a specified period of time and documented this

in the field notes. However this did not happen during the field work.

| dentifying Visitors And Obtaining Consent

No identifiable personal information was used to screen for potential visitor
participants. Visitors were identified by the researcher during visiting hours.
Visitors were approached by the researcher on the ward during visiting hours and
invited to take part in the study. After consideration of thisissue with members of
the public and service users, visitors were approached when they were sitting with

the patient, rather than as they entered the ward. Introductions were made and the
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study briefly described. If the visitor was interested, more detail was given and
the information sheet and consent form were explained. The process of discussing
consent previously explained for staff and patient participants was repeated with
visitors. Where visitors were interested in considering taking part, a copy of the
leaflet and information sheet was given to them (See Appendix 5b, 7c). One
visitor agreed to take part in the study. Four visitors refused to take part. Taking
into account the poor state of health of the patients on the ward and the difficulties
with gaining consent from their close relatives, no further attempts were made to
include visitors in the study. The next section discusses the process of data

collection.

The Data Collection Process

The sections that follow describe how data was collected using the chosen
research methods, which include non-participant observation, informal

conversations, document review and semi-structured interviews.
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Non-Participant Observation

Written consent was sought from al participants at the start of the study and

verbal consent was re-negotiated regularly as described above.

With their consent, nursing staff were shadowed to alow understanding of routine
infection control practices on the ward. Where nurses expressed that they were
too busy to be shadowed, observations were quietly undertaken from the nursing
station, award corridor or award, yet only with participants' consent. During the
first 6 - 8 weeks of field work it was difficult to shadow some nurses, and this
may have been due to their anxiety about the study. This was a frustrating time

but it became easier as rapport and trust was built up.

Each site visit was negotiated with the nurse-in-charge of the ward and boundaries
were defined. This includes areas and activities that were to be included in the
observations and those that were to be prohibited, taking into consideration ethical
conditions of the study. For example, it was explained to staff that the handover
process may be observed with their consent, but there would be no requirement to
review or document personally identifying patient information from medical
records. These arrangements were continually and carefully negotiated, which
required being sensitive to the environment and the people. For example some
nurses consented to the observation of activities undertaken behind patient

curtains, but they did not invite this for many weeks, until rapport and trust had
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begun to become established. Where this happened, the verba consent of the
patient was sought and it was explained that observations were only looking at the

nurse’s practice.

The infection control practices laid out in ward protocols and guidelines were
used as a guide to what to observe, in addition to the literature and informal ways
of working mentioned by staff during informal conversations and/or interviews.
The relevant instructions for patients and visitors contained in ward leaflets and
displayed on notices were also used as a guide for observations. For example,
hand hygiene procedures, the requirement for visitors to gown up before entering
an isolation cubicle and the requirement for patients infected with C.difficile
infection to use a commode rather than the patient toilet to prevent cross-
contamination. Observations were undertaken usually three to four days per week
for two months, before starting the interviews, but continued between interviews.
Information from the observations was used to frame questions during interviews

to prompt participants in relation to aline of questioning.

Similarly, information that a participant mentioned during an interview was
actively looked for on the ward. For example, one nurse mentioned the isolation
policy as being ‘hit and miss' and that nurses were unsure about whether to barrier
nurse patients or not. This process assisted in providing a deeper understanding of
what was going on in relation to the difficulties that staff experienced with

infection control practice, and highlighted issues that may not have come to light
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if the methods had not been used together. Thus the data was triangulated to
enhance credibility of the data (See other ways that were used to enhance
credibility p.112). By comparing observation data with interviews and hospital
documents, it assisted with corroboration of the data or highlighted contradictions,

so that further questions and checks of the data could be undertaken (Yin, 2009).

A full range of times were observed during the day (7am - 7.30pm) and night shift
(7.30pm — 7pm), including four weekends, in order to gain insight into the full
twenty-four hours of the ward. Observations ranged from 2 hours to 6 hours with
the average being 4 hours. During observations, themes started to emerge and the
observations became more focused looking at perhaps one particular task in more
detail, for example, isolation practices, barrier nursing on the open ward, glove
and gown use or cleaning. The process was iterative and reflective. Themes were
checked out and/or discounted and these sometimes led to different avenues of
observation being undertaken yet ill looking at infection control practice.
Consent was aso given to observe during infection control meetings, training

sessions and a commode audit.

Recording Observations

During observations, where possible, notes were written down about things that
were observed or informal conversations that took place on the ward relating to

infection control. Informal consent was sought before using any conversation
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with a participant, only if written consent had previously been given. To reduce
the anxiety that was sensed on the ward in relation to the study, field notes were
written outside the ward, often in the cafeteria or ward corridor. Sometimes
observations were recorded with a tape recorder and transcribed later in the day or
during the evening. Field notes aimed to capture information about the
phenomena encountered and emerging themes as the project un-folded (Belk et
al., 1988). Notes were made each day of dates, times, locations of events,
meetings, activities, occurrences and the number of hours spent observing.
Contextual details about the environment, people and conversations relating to

infection control were recorded (See Appendix 8).

Comments and interpretations about what had been observed were recorded in
brackets to indicate these were notes about ‘the self’. These included impressions,
difficulties, feelings and emotions, biases, speculations and theorising (Belk et al.,
1988). Notes were a'so made of ideas, changes of direction, motives, hunches and
insights. Such records were used to retrospectively interpret field notes and make
sense of the data. At the end of each day, field notes were hand written and typed
up the next day. These records contained a narrative of events in the form of a
‘thick description’ (Geertz, 1973) providing a rich portrait of the phenomena
being explored. Such records provide auditors with the faithfulness of the

interpretations of the data (Belk et al., 1988).
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Document Review

To obtain evidence on strategies supporting the use of infection control protocols
and guidelines, a documentary review was conducted on Trust documents.
Permission was sought to see the infection control manual and associated
protocols and guidelines used by staff on the ward. Permission was also sought to
review supporting documents such as hand hygiene and commode audits,
monitoring records for cleaning tasks and minutes of infection control meetings.
Access to documents required cooperation with key informants, such as the
infection control nurse, nurse director and ward manager. This was a relatively
easy process with the infection control nurse and nurse director, as both were
enthusiastic about the study. However, the ward manager that took over the
management of the ward, blocked access to certain documents that were
requested, often explaining that she was too busy to retrieve them. This suggests
that she was asserting her power and control over data collection, possibly
because she had not been involved with the decision for the study to go ahead, as
agreement had been made by her predecessor. This raises the importance of
building trust and rapport with key informants and involving key people a an

early stage when negotiating access.

A document review was useful for severa reasons. Firstly, it provided a starting
point to understand organisational aspirations towards protocol and guideline
adoption and to understand the way in which issues had been framed (Bryman,

2008). Secondly, the use of protocols and guidelines assisted with directing the
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observations by providing a baseline measure against which any gaps in practice
could be identified (Hamilton et al., 2007) so that specific areas could be
explored. Thirdly, documents assisted with the correct spellings and names of
infection control procedures used on the ward. Fourthly and most importantly,
documents were used to corroborate information from other sources. Where
evidence was contradictory, further lines of enquiry were undertaken (Yin, 2009)
to understand why this was the case. Sometimes documents were useful to
corroborate the researchers own field notes. For example, minutes of meetings
that had been attended were compared with hand written notes taken during these
meetings, which sometimes highlighted additional useful information that could
be further explored. Field notes taken during observations were compared with
information from protocols and guidelines to confirm or contradict collected

evidence. In both cases, further questions could be asked of the data.

Semi-Structured Interviews

Interviews commenced during the third month of data collection (See Appendix
9a, 9hi, 9bii, 9c). Thistime period allowed relationships to build with participants
and allowed time to reduce anxiety about the study. This was important because
by the time interviews commenced, some nurses had relaxed in my presence,
which enabled them to fedl they could share information about their concerns and
difficulties experienced with infection control practice. However building trust
and rapport was ongoing as new nurses were met at different stages of data

collection, for example, some returned to the ward from leave. Some nurses
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consented to an interview many months into the field work and confided that they
had perceived my presence as a threat, because it involved the investigation of
practice. Some nurses perceived that it was a management strategy with the

intention of reducing the number of nurses on the ward.

Participants were chosen for interview because they had experience of the
phenomena under investigation. The characteristics of the staff population were
considered to ensure a range of roles, professional groups, hierarchy, gender and
number of years in post, as these factors may influence their perceptions.
Interviews were only carried out with participants who had given their written
consent. Verbal consent was also re-negotiated. A total of 40 staff interviews
were completed. Interviews were also undertaken with 8 patients and 1 visitor
(See Summary of Data Collected p.135). All participants that took part in the

study gave their time generoudly.

Agreement was made with the ward manager that a side room outside the ward
could be used for the purpose of interviewing. This room was used for the
majority of the interviews. Sometimes it was not possible to use the room as it
was used for meetings. When the room was unavailable, the ward office was
used, if it was available. Thisroom was difficult to conduct interviews in as there
were often disruptions from people entering to use the computer. On one
occasion, a nurse was interviewed in the corner of the ward, as she was

continually monitoring a patient and there was no cover. Thiswas not ideal asthe
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ward was noisy due to machine alarms sounding, the nurse was interrupted by
other nurses and the interview was carried out quietly, as other patients were close
by. Staff rooms were occasionally used for interviews, which was difficult as the
interview had to be stopped and re-started as people entered and left. Interviews

with patients and visitors were conducted by the bedside or in the day room.

Fitting in interviews with staff was problematic due to their busy schedules. The
ward manager gave permission for staff to be interviewed during their shift as
long as work commitments permitted and other nurses gave their permission that
they could manage for a short while. It was perceived to be unfair to expect
nurses to be interviewed after their 12 hour shift had ended, as they were often
mentally and physically exhausted. Some nurses chose to be interviewed at the
start of their shift and a few nurses offered to be interviewed during their break.
The best time for interviewing nurses during a day shift was often between 2 -
3pm, and between 1 - 2 am during a night shift, as these appeared to be the
quietest times. Doctors and ancillary staff were interviewed on the ward and
usually appointments were made to fit in with their schedules. Waiting for staff
and rescheduling appointments was common practice and needed a great deal of

energy and persistence.

On one occasion the ward manager prohibited an interview being carried out, even
though the nurse said she had completed her work and the ward was quiet. This

nurse had said to me afterwards ** see, | told you she wouldn’t let you talk to me.”’
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On another occasion the ward manager sent another nurse to the interview room
and requested the nurse to return to the ward. The interview was cut short after
twenty minutes and had been particularly interesting. The nurse was later asked if
she would like to continue with the interview another time, however she declined.
On reflection, this may have been a way of the ward manager preventing certain
people from expressing their views. A strategy developed to overcome the ward
manager obstructing data collection was to find out which area she was working

on, and collect data from the opposite ward.

Interviewing patients was much easier as they were often glad to have someone to
talk to. Interviews with patients were arranged to fit around physiotherapy, meal
times and visiting hours. Only one patient who had suffered from C.difficile
infection was interviewed, although eight patients were interviewed in total. The
difficulties with interviewing such patients were many. For example, patients
were extremely unwell or dying. Some patients died. Other patients were moved
to a different ward or a care home between the researcher’s hospital visits.
Sometimes information about patients infected with C.difficile was not

communicated to the researcher.

Only one visitor was interviewed and she was the wife of a patient who had
recovered from C.difficile infection. This case was unusual as the visitor was
involved with caring for the patient on the ward. The interview took place during

visiting hours with the patient at the bedside. Attempting to obtain interviews
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with visitors was fraught with difficulties. Several visitors declined attempts to
talk to them once the word ‘study’ was mentioned. This is understandable as
patients on the ward were extremely ill and their time on the ward with the patient

was valuable.

At the start of each interview, afew minutes was given to introductions, to explain
the purpose of the study and the interview format. The purpose was to set the
scene and relax the participant. Sometimes nurses and doctors would take coffee
into the interview room which made the atmosphere more relaxing. Interviews
lasted from 20 to 60 minutes. All participants consented to interviews being tape-
recorded. General information was noted about each interviewee, to contextualise
the answers given. For staff this included age, gender, role, number of hours
worked and number of years employed. A note was made of each patients age,
gender and whether currently infected with a healthcare-associated infection.
Patients with infection were not approached unless they had already been

informed by hospital staff of their condition which made them eligible.

Staff interviewees were presented with one key question asking what is it like
trying to manage infections such as C.difficile on the ward. A series of open
guestions were used as prompts to alow the participant to provide a deeper
response (Bryman, 2008). Care was given to being sensitive to using the person’s
own language when framing questions (Krueger, 1994). Every effort was made to

practice good listening skills and not to lead the conversation (Denscombe, 2003),

163



yet sometimes it felt difficult knowing to what extent the interviewer should
become part of the conversation. As an extended period of time was spent on the
ward and due to the closeness of work with nurses it was difficult to become
completely detached from ward life. Some nurses occasionally asked questions
during the interview to obtain a reaction to matters that were raised in relation to
constraints to practice. Where this happened, every effort was taken to empathise
with the difficulties they experienced without giving judgement. This opportunity
was used to probe further, to find out what if any effect the constraint was having
on them and their practice. During interviews, if participants appeared
uncomfortable, anxious or hesitant and/or their reactions or body language
suggested that a sensitive area had been touched, no further probing was
undertaken. This happened in one particular instance where a nurse slipped out in
conversation that he/she was an asymptomatic carrier for C.difficile infection.
Embarrassment was sensed and no further questions were asked in relation to this.
At the end of each interview, participants were given the opportunity to ask

questions and thanked for their time and co-operation.

Post-I nter view Process

As soon as possible after each interview, detailed notes were made in the first
person about any emotions and feelings regarding the outcome of the interview
and any problems that had arisen (Denscombe, 2003). Notes were made about
where the interview took place and any other insights from the interview process
such as further lines of enquiry. Tape-recorded interviews were listened to,
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checked for audibility and completeness before being transcribed. When listening
to the tape a critique was made of the interviewing style and transcripts discussed
with supervisors. Early transcriptions highlighted that sometimes leading
questions were asked or too much support was given to the participant’s response.
Sometimes overzealous questioning masked part of the participant’s response
which was frustrating as a potential line of enquiry was lost. This process was
useful to enable subsequent interviews to be conducted in an improved manner

(Polit and Beck, 2008).

Data from interviews was compared with other interviews, and checked against
field notes from observations and other sources such as hospital protocols and
guidelines or monitoring records. This assisted to corroborate the data or
highlight any inconsistencies (Yin, 2009). Any follow up questions were
documented so that further questions could be used as prompts to other
participants during future interviews. This was an iterative process which

continued until al critical lines of enquiry were exhausted.

The purpose of including patients in the interviews was to provide a different
perspective from healthcare staff. After listening to the tapes it was realised that
the patient data did not provide rich answers to the research questions. Patients
were more interested in having someone to talk to and often raised concerns about
how their diagnosis was being communicated to them or complained about the

selection of hospital food that they were being served, rather than illuminating
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issues relating to infection control. Thiswas surprising considering that there was
some evidence in the literature that the public are fearful of healthcare-associated
infection (Gould et al., 2009; Hawkings et al., 2007). The decision was therefore
made to exclude patient interviews from the analysis. The next section discusses

the process of transcription and analysis.

Data Transcription And Analysis

Data from the observations and interviews were analysed thematicaly using
NVivo 8 to assist with the organisation of large amounts of qualitative data.
Strategies recommended by Miles and Huberman (1994), Richards (2009) and

Bazeley (2007) were drawn upon during the analysis process.

Data Transcription

As soon as possible after, and normally within a day or two of the interview
taking place, the data was transcribed verbatim by the researcher in order to
provide a full and true account as possible (Miles and Huberman, 1994). Long
pauses of silence, laughter and sighs, for example, were transcribed by writing the
words in brackets [sighs] to provide the essence of what was being said (Kvale,
1996). The transcripts were annotated with non verbal cues and tone of voice,
such as sarcasm or raising of the voice to consider interpretation of the data (Miles
and Huberman, 1994). Interference was also noted, for example, the tape being

turned off as someone entered the interview room (Bazeley, 2007). Where the
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interviewee sometimes digressed from infection control protocols and guidelines,
the conversation was transcribed to capture information that may be important

(Richards, 2009).

Transcription typically took 8 hours per hour of interview (Polit and Beck, 2008).
Being immersed in the data allowed the researcher to get close to the data
(Bryman, 2008) and assisted with analysis. Difficulties with transcription
included understanding what the participant had said. This happened where there
was noise in the environment (for example, machines were sounding) or where the
participant’s spoke too quickly or their accent was difficult to understand. This
often caused delays with transcription as the tape was played and replayed to pay
attention to the detail. Difficulties with transcribing sometimes happened due to
pauses in the interview as a result of interruptions. This sometimes affected the
thread of the conversation, although this was not noticed at the time. These
difficulties highlight the importance of having somewhere quiet to conduct the
interviews, without disruptions. Participants sometimes named other individuals
or locations during the interview and these were recorded on tape and anonymised
during transcription to protect identities. Once the transcription process was

complete, the tapes were deleted to satisfy data protection requirements.
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Preparation For Data Analysis

Prior to entering the hospital an NVivo project was set up in preparation for data
analysis. Folders were prepared for data records such as field notes from
observations, interview transcriptions and hospital documents. A journal was set
up to record an account of decisions that were made during data collection and
analysis, including any changesin direction. Thisisimportant so that insights and
the development of ideas can be captured and traced as the data is analysed and
conclusions are made (Bazeley, 2007). Initially, ideas were recorded about
preconceptions and expectations about what was likely to be found in the field, so
that these may be brought to the surface and tested during field work (Richards,

2009).

Conducting Data Analysis

Analysis began during the field work as the data was collected and continued
throughout the study, consistent with the emergent design of a naturalistic inquiry
(Lincoln and Guba, 1985). The purpose of the analysis was to characterise the
experiences of individual participants by genera insights from the data as a

whole, resulting in the generation of themes (Bradley et al., 2006).

Each week, usually three to four days were spent in the field collecting data and
the remainder of the time was used to write-up field notes, transcribe interviews

and analyse the findings. Sources of data such as the observations collected from
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field notes and interview transcripts were named, imported into NVivo 8, placed
into separate folders and arranged in date order to organise the information. The
first step in the process of analysis was to read each document in its entirety. The
purpose was to alow immersion and to provide a general understanding without

losing connections between concepts and their context (Bradley et al., 2006).

Coding The Data

Coding provided the next step in the analysis of the data. Coding provided a
formal system to organise the data, allowing the identification and documentation
of links between concepts and experiences described by participants (Bradley et
al., 2006). Each document was read and segments of text were labelled with a
code to convey meaning whilst preserving the context (Miles and Huberman,
1994). A mixture of broad-brush coding (Bazeley, 2007) (sometimes called
“lumping’’) and breaking the segments of text into smaller segments
(‘‘splitting’”’) was used (Saldana, 2010). Key words or phrases used by

participants were coded, where possible, to keep their view intact.

The analysis used a mixture of deductive and inductive approaches. It was
deductive in the sense that data was analysed with consideration of the research
questions and the use of a simple coding structure as a starting point. It was
inductive because data was read and re-read as part of an iterative process, where

meanings were inferred to the raw data (Miles and Huberman, 1994).
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Observation data was initially coded using free nodes without the use of a coding
structure. Examples of early free nodes used included uncertainty about infection
control procedures, such as disposal of infected waste due to changes in bin
colours. Another example included unclear responsibilities relating to ordering of
supplies such as alcohol hand rub. Sometimes a segment of text was coded more
than once. This quickly became an unmanageable process as large numbers of
free nodes were developed. Similar nodes were therefore organised into tree
nodes to reduce the data and create an indexing system (Bazeley, 2007; Richards,
2009). Codes were frequently reviewed in addition to the coded segments of text.
During this process codes were merged and free nodes re-coded, as the coding

structure was refined.

A simple set of preliminary codes based on the plan, do, check, act cycle (Kim,
1993) was used for further coding of field notes. This model was used because it
helped to consider the research questions. For example, issues relating to policy,
protocols and guidelines were stored in atree node labelled policy. Thisincluded
perceptions about the infection control standards and recommendations and how
staff became aware of these. Issues in relation to the implementation of protocols
and guidelines were placed into a tree node labelled implementing. This was
further sub-divided into barriers and enablers.  Difficulties identified with
learning from practice, such as issues relating to monitoring and feedback, were
placed into a tree node labelled actions. Although it may be considered a
disadvantage to use a simple structure to code at the initial analysis phase, it was

an advantage because it helped to maintain focus on the research questions
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(Richards, 2009) and was a useful starting point (Miles and Huberman, 1994).
The coding structure was not rigid, rather it evolved as coding progressed (See

example of the coding structure - Appendix 10).

Interview transcripts were coded in a similar pattern as described for the
observation data. Initialy the codes from the observation and interview data were
kept separate so that any similarities and/or differences between the two sources
of data could be easily identified. As coding progressed the two forms of data
were analysed together, but it was still possible to identify which data related to
observations and which related to interviews. Reflections on the data were written
in memos, which were labelled with a description, dated and filed. Memos were
used to make a note of changes to the coding system including connections and
insights that were made as coding progressed. These were useful to document
what was considered important and what was considered less important. Memos
later assisted with the interpretation phase of analysis and the writing process.
Each day the NVivo file was labelled with the date, and a copy made for back up
purposes. Files were stored in folders by month and year to provide an audit trail

(Richards, 2009).

Development Of Categories And Themes

As data analysis progressed codes were compared and contrasted to assess the

degree of fit between their meanings. This was an anaytical and interpretive
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process, whereas the previous section describing how initial codes were formed
was a descriptive process (Richards, 2009). As codes with similar related
meanings were merged, tree nodes were re-coded as categories formed and a new
meaning emerged, a process which Richards (2009) coined coding on. Questions
were continually asked about the data, for example, Why was a category
important to the study? How did a category relate to other categories? This
process involved reading and re-reading the field notes and interview transcripts
and reflecting on the data. Quotes were selected to convey the essence of each
category and to represent contradictory perspectives between roles and within
roles and to represent new insights (Bazeley, 2007). To provide an audit trail,
each quote used from an interview transcript was referenced with the page number
and line number from that transcript, for example, pl: L1. Each quote used from

afield note was referenced by the line number, for example, L1.

Although the process of coding reduced the information collected, the goal was to
learn from the data, to continualy revisit the data until patterns and explanations
emerged into themes (Richards, 2009). Categories eventually developed into the
subtopics of themes. The first theme that emerged from the data was about
participants awareness and perceptions of the protocols and guidelines, and this
related to the first research question. Four themes emerged from the data in
relation to the second research question, which related to influencing factors
which assisted and hindered the implementation of infection control practice.
These themes included ambiguity, professiona frustrations, organisational issues

and perceptions of contamination. The final theme was related to the participant’s
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ability to deal with difficulties with implementing protocols and guidelines into

practice.

Reflexivity And Positionality

As the interpretivist approach is based on the epistemological and ontological
assumptions that knowledge and redlity are created through interpretations, the
values held by the researcher cannot be separated from the research process
(Bryman, 2008), because by studying the social world, we become part of it
(Hammersley and Atkinson, 1983). Reflexivity therefore becomes an important
part of the research process, as not only can the researcher be influenced by the
behaviour of participants and the setting (Coffey, 1999) but the researcher’s
presence can influence the behaviour of those being researched (Denzin and
Lincoln, 2005). Reflexivity assists to provide a better understanding of the
researcher role and the impact this can have on the research process and findings

(Van Maanen, 1988).

Reflexivity means reflecting on and acknowledging these influences on the research
process (Whitaker, 1996) whilst making these transparent to the researcher and the
reader (Allen, 2004). Being reflexive is important throughout the research
process. This includes consideration of how relationships were established,
access was gained and issues faced in the field were overcome and how these

issued shaped the data collection, analysis and reporting phases. Reflexivity also
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means being sensitive to the ways in which the interpretations and the research
process have been shaped by the researcher’s past experience, interests, prejudices
and pre-understandings (Alex and Hammarstrom, 2008). The researcher must
therefore engage in reflexive activity to enhance the credibility, transferability and
trustworthiness of the research findings (Allen, 2004). The following sections
discuss how reflexivity was used in this study. A later section discusses the

positionality of the researcher.

Resear cher Role

Field notes were sometimes written with reflection as to how participants related
to my role. Finlay (2002) describes this process as a form of intersubjective
reflection, where the self in relation to others becomes the object of focus. | was
viewed by some nurses with a high degree of suspicion, as someone who had
come in to monitor their practice and report back to management, even though
reassurance was given that this was not the case. |1 may have strengthened their
suspicion unwittingly as | used knowledge about the bed cleaning tria and
knowledge of names of directors whom | had met, as | explained how | had come
to use this ward as the focus for my study. | believed that using this ‘insider’
knowledge may have helped to close the gap between the researcher and the
researched. Unconsciously | may have been trying to restore the lack of power
that | had felt as a (non-nurse) researcher and an ‘outsider’ trying to look at
practice. In some cases this worked in my favour as | felt some nurses relaxed in

my presence. In other cases, knowing something about their world and implying
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closeness to the infection control and nursing directors may have heightened their
anxiety, and reinforced their perception that | was being sent in to monitor
practice. One senior nurse openly said in front of a group of other nurses that |
was ‘‘spying for the chairman.” Some nurses who viewed me as a threat
remained distant to me throughout the field work. Some nurses who had given
their written and verbal consent avoided looking at me. Perhaps by keeping their
distance they were avoiding me asking questions or shadowing them? Meetings
had been arranged prior to the commencement of the study with ward managers,
but registered nurses and auxiliary nurses had not been involved with this process.
Difficulties relating to suspicion about my presence may have been overcome if
meetings with ward nurses had been arranged prior to the start of field work to
smooth the path. Also prior to the study commencing, a meeting perhaps should
have been arranged solely with the ward manager who was to take over the
management of the ward, which happened during the second month of field work.
Although she had agreed to the study when | had met her with the other ward
manager, and she had formally provided written support for the study to
commence, she may have felt obliged to take part because the other ward manager

had been so enthusiastic for the ward to be involved.

Difficulties with the ward manager who took over the ward caused numerous
problems relating to access and were identified in my field notes with frustration
and disappointment. This issue became apparent at the start of the field work
when | asked her to spend some time with me to discuss how data collection

would progress. She made excuses whilst | made several attempts to involve her.
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On one occasion the ward manager prohibited an interview being carried out, even
though the nurse said she had completed her work and the ward was quiet. This
nurse had said to me afterwards ** see, | told you she wouldn’t let me talk to you.”’
On another occasion the ward manager had sent another nurse to the interview
room and requested the nurse to return to the ward. The interview was cut short
after twenty minutes and had been particularly interesting. Both nurses were later
asked if they would like to be interviewed at another time, however both declined.
On reflection, this may have been a way of the ward manager preventing certain
people from expressing their views. A strategy developed to overcome the ward
manager obstructing data collection was to find out which area she was working
on, and collect data from the opposite ward. On one occasion | believe the
influence of the ward manager ruined the quality of one of the interviews. After
working hard to build up trust with one of the deputy ward managers who had
seemed hesitant to talk with me, she agreed to an interview. At first she was
reluctant for me to use the tape recorder but | explained that its purpose was
merely to allow me to concentrate on what was being said and she therefore
agreed to it being used. The interview was carried out in the nurses' office as the
meeting room was not available. The interview started really well with the nurse
immediately saying ‘‘can | be honest with you?’ | explained that it was
completely confidential and | assured her that anything she said would remain
anonymous. She started by saying that she did not see why nurses had to wear
blue aprons. | thought this was going to be a great interview, however a few
minutes later the ward manager entered the room. | stopped the tape but | could

see that the deputy manager was embarrassed. The ward manager asked us to
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leave, so we moved into the empty ward next door which had recently been
repainted. The nurse left me for about ten minutes whilst she went to find a chair,
but on her return she had clammed up and was difficult to talk to. | closed off the
interview after about twenty minutes as we were not getting anywhere and the

conversation seemed artificial.

Access, Building Trust And Managing Relationships

One of the tensions that | experienced related to my previous employment. As a
risk management consultant | had been welcomed into the workplace. My
position was one in which | had authority to talk to individuals, to request access
to information or enter areas that were necessary. As aresearcher during the early
stages of data collection, | felt impatience with the researcher role which is

summed up in one of my field notes.

I’m not used to having to wait for tiny gaps before | can speak to people. It
seems to be taking ages to get information...they are just so busy. After 2
hours today | was thinking of going home, however | stuck it out and I’'m so
glad because unexpected things happened...It has made me realise that
sheer persistence is needed. | need to stay around and be here regularly to
get under their skin. I’'m never going to get people to open up to me
otherwise. [Field note 16.8.10] [L117-120].

Initially observation data appeared to be superficial and | sometimes felt
disheartened as | felt that | was not being allowed beneath the surface of the
phenomena that | was investigating. A great deal of effort therefore went into
building up trust and rapport with participants to encourage them to engage with
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me and to open up and talk to with me as honestly as possible. It required
confidence and stamina to continue and an ability to trust that things would work
out in the end. Feelings of inadequacy and uncertainty lessened with time as
people got to know me and felt more comfortable alowing me to observe, and |

became more confident in my new role as aresearcher.

On reflection, the way that | initially behaved on the ward perhaps mirrored what |
was used to doing when | visited a client’s premise to audit their systems. |
realised several weeks into the study that this way of working was not useful and
that | needed to change my behaviour. Opportunities were therefore taken to try
to reduce the insider-outside barrier by, for example, having tea with participants
or joining them on a cigarette break (even though | do not like being around
people smoking) and sometimes dropping the role of the researcher (Seefield note

below).

| decided that | am not going to make progressif | don’t start making polite
conversation which does not involve asking questions about their
practice...l think today’s tactics worked anyway. It was difficult talking to
*** jnitially but by the end of the shift | felt really comfortable with her.
She was in the next morning and was helpful explaining things to me, so |
think it was definitely worth the effort of dropping the researcher role.
[Field note 2.9.10] [L26-31].

In addition to asking lots of gquestions to nurses about their practice, many were
curious to know about mine. | explained that my background was not nursing and
that | had trained in public health and risk management. One nurse openly told

several other nurses that there was no need to worry about my presence as my
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background was not nursing, suggesting that 1 could not understand what was
going on, which made it easier for me to ask lots of questions. Some nurses
seemed curious when they saw me observing and asked me if | was bored. |
explained that the things which they took for granted were interesting to me and
that it was taking me some time to understand their practices. The redlity was that
many questions were running through my mind whilst | was observing, as | was
trying to capture the mundane, the routine, the taken-for-granted and the verbal
and non-verba language in order to provide depth and nuance to my research

findings (Gains, 2011).

Astrust and rapport became more established, managing relationships on the ward
became fraught with difficulties and required an awareness of maintaining a
neutral position, especially when | felt | was being ‘tested’ to provide a reaction to
their comments. Some nurses may have perceived my presence as beneficial to
them, asif | could take sides, and some nurses may have perceived the study as a
useful way of raising their frustrations. One example is the lack of spare uniforms

available when nurses' clothing became contaminated.

A registered nurse had explained about an incident that had happened the
previous week where her clothing had got covered in blood on the ward.
She had asked the ward manager for a clean scrub top but was told there
weren’'t any available, so she said she had to beg, borrow or steal from
another ward. Then she added ‘that’s an infection risk, add that to your
study!’ [Field note 15.9.10] [L74-78].
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During later interviews as rapport and trust became more established, | felt that
nurses confided in me as they spoke about sensitive information. They would say
things such as ‘‘can | be really honest with you’ and ‘‘since this is
confidential...”” One nurse openly said during an interview that she had never
spoken frankly with other nurses about the issues we had discussed. Nurses may

have felt more comfortable talking to me as they considered me as an ‘outsider.’

Because of these difficulties, | was sometimes unsure about what information to
collect and what to leave out, so | collected the information anyway. This related
to practical and/or historical issues that participants discussed. It did not relate to
ethical issues. As| remained in the field for an extended period of time | became
comfortable with several nurses, two of which became key informants. | was
aware of the importance of striving for a balance between being friendly and
maintaining my role as a researcher. Both nurses invited me to the Christmas
party, which | declined as | felt becoming too friendly may blur the researcher-
participant relationship and create difficulties with maintaining a certain level of
detachment from the topic | was studying. This may have stemmed from my
education which being science based, was aligned with positivism. As Murphy
(2005) suggests, it is naive to think that strong parts of the researcher’s identity
will not surface. Nevertheless, these feelings were mixed with relief, as attending
such an event would have made me feel uncomfortable as some nurses did not
accept my presence on the ward. Fuller (1999) discusses the issue of ‘going
native’ which he describes as ‘*a sense of over-rapport between the researcher

and those under study’’ (p.221) and relates this to the repositioning of the
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researcher’s identity as the field work progresses. An example of repositioning

my role and my motives for doing so is discussed in the next section.

Maintaining Ethical Practice

During the first few weeks of field work, a strategy that was used on one occasion
to reduce suspicion about my role and build trust was to assist with a non-nursing
task. Although ethical approval was only given for non-participant observation it
was a justifiable decision that was made at the time as | felt so uncomfortable.
The dilemmathat | faced on that day was considered and | made a decision in the
light of that moment and decided that the benefit outweighed the risk of harm to

the participants that | was studying.

The ward appeared more busy than usual. Saff were moving around so
fast, looking serious and stern. The atmosphere felt hostile and | felt very
uncomfortable observing nurses from a corridor when they were under so
much pressure. | eventually walked up to the ward manager and said ‘I'm
not supposed to do this, but do you want me to help? She agreed that it
would be useful if | could clean the external surface of some of the
machines....| kept hoping that nurses would accept me if they saw me
helping out. Several nurses passed me and smiled. [Field note 1.9.10]
[L72-80].

Asthe extract highlights, my uncomfortabl e feelings were the motive to reposition
myself as an ‘insider’ to cope with the emotions that | experienced, whilst

observing in a highly charged context.
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The following day | contacted my supervisor about this issue and we discussed
that | should not repeat this. Punch (1994) warns that ethical dilemmas
experienced during field work often have to be resolved situationally, even
spontaneously, without sometimes being able to consult more experienced
colleagues. Reflexivity was therefore an important part of maintaining ethical

practice during the research.

Positionality

The positionality of the researcher is a lens through which to view the phenomena
which is being explored (Busby, 2011), which reflects their individual history,
biography as well as their theoretical perspective (Allen, 2004). As a researcher
progresses through the research process, the researcher must recognise that he/she
Is a human instrument and a primary research tool. As such the researcher must
consider their own biases, limitations and views throughout the data collection,
analysis, interpretation and reporting phases of the research (Merriam, 2002). The
section that follows discusses how the researcher’s positionality, identity,
background, education and previous experience influenced the data collection

process and the study findings.

‘Outsider’ Perspective

The way that researchers present themselves personaly in the field and what they

do there is important as it will influence the way participants react to them, the
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relationships they form and thus what they can observe and the information they
can collect (Busby, 2011). To be able to analyse ingtitutional processes
researchers need to be able to retain distance so as not to go native (Burgess,
1984). This can include whether researchers choose to dress to fit-in or
differentiate themselves as academics (Allen, 2004). During the field work, a pair
of trousers and a short sleeved blouse were worn, however to differentiate myself
| wore a waistcoat which | used to display my identity badge which was provided

by the hospital which clearly displayed my role as a researcher.

During the field work | was positioned as an ‘outsider’ as my background was not
nursing. Although | was used to auditing care homes, | had no experience of
hospitals other than a brief period | spent training as a cardiology technician. One
of the disadvantages of being an ‘outsider’ was that | had to work hard to
understand what was going on and this often meant reading further about practices

that | had observed to understand these more fully. This used up valuable time.

Some authors have argued that familiarity with nursing or the setting, athough
providing a privileged understanding, can be a disadvantage as certain routine
behaviours could be overlooked and assumptions made about the meaning of
events without clarification being sought (Bonner and Tolhurst, 2002). One of the
benefits of not having a nursing background or being familiar with a hospital
environment was that | did not take for granted what was going on within the

ward. Everything that was witnessed was observed with a fresh pair of eyes.
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Many instances were experienced where questions were asked about practices
which participants took for granted. Sometimes making them think about these
issues challenged them as they may not have thought about it in this way before.
For example, during an interview | asked one of the senior doctors why there were
separate processes for handover from doctors and nurses. She explained her

reasoning for this but then openly questioned her own assumptions.

““It's very interesting talking to you, especially as someone who is not from
the health service. Because | have been working in the NHS forever, so um,
that’s how | think about things. And when you ask why are there doctors
doing a handover and nurses doing their own handover and why are they
separate, and there are quite good reasons why they are separate and also
we talk a different language...but then you think well is that right? Should
we talk a different language?’’ [Doctor 8 interview] [p9: L36-42].

Resear cher Identity

Some authors have explored the dilemmas they faced with their dual role and
identity as a nurse-researcher and the tension they experienced between their
professional and moral responsibilities as they observed practices that were
detrimental to the care of patients (Gerrish, 1995; Johnson, 1992). Although I did
not have a dual-role as a nurse-researcher, there were times during the field work
when | felt dissonance between my background as a public health professional
and my role as aresearcher as | observed practices that | considered detrimental to
the wellbeing of patients, for example, issues that had the potential to cause harm
through cross-contamination. Although | felt unable to chalenge nurses about
their practice because | was concerned about the effect this would have on the

data, by having informal conversations with nurses and asking further questions
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this led to new insights, which sometimes felt disturbing. These issues were not
reported to my supervisors, or to the ward manager because they were not
incidences that were defined as reportable under the incident reporting framework
(National Patient Safety Agency, 2010). Rather these were common habitual

practices, such as poor hand hygiene that could lead to cross-contamination.

Professional Background, Education And Experience

My professional background and work experience may have also influenced what
data was looked at. For example, my training in communicable disease and
interest in risk perception may explain why | focussed on issues of cross-
contamination during the field work. This in addition to theoretical issues
identified from gaps in the literature review relating to emotion and visible dirt
may explain why perception of contamination emerged as a theme in the study
findings. Reflexivity was therefore used to remind the ‘self’ to alow the
participants to reveal what was important and relevant to them, rather than my
own perceptions, whilst keeping the research questions in mind. However, my

own perspective and assumptions are part of this study.

Even though my observations may have been influenced by my background, work
experience and education, | endeavoured to keep an open mind as | was
unfamiliar with my new surroundings. | kept in mind that anything in the research

context may be relevant to the study. According to Gellner and Hirsch (2001)
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“*ethnographers must adopt a curious cross-eyed vision where one eye ceaselessly
roves around the context considering all aspects, while the other is tightly focused
on the research topic’’ (p.7). My mind was always curious whilst in the field at
what was going on around me and | was constantly triangulating the data. These
are skills that | learnt from being an enforcement officer and as a consultant

auditing practice which assisted with my field work.

Being immersed in a setting for a prolonged period of time is considered
important if behaviour, activities and social processes are to be understood (Van
Maanen, 1988). During this study, over eight months of field work, |1 became
immersed in the setting and in the data and this continued during the analysis and
writing up stages. The quality of the early interviews with nurses and doctors
varied. Some participants expressed their interest in the study and were very
chatty during interviews. One or two nurses agreed to be interviewed yet they
gave away very little of their perspective. As my own understanding and
confidence as a researcher grew within the field, so too did the quality of the
interview and observation data, possibly because | was able to interrogate the data
more effectively. However, the continual need to collect and interpret the data,
write up the notes, reflect on the data, read between the lines, ask questions of the
data, decide whether the data contradicts other data and decide what data to
collect next was mentally and emotionally exhausting. Therefore strategies were
used to allow my mind to maintain clarity and keep some distance from the data.
Reflexivity was important in this process, but so too was meditation, exercise and

keeping in contact with my supervisors.
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Conclusion

This study has used a single case study design to explore how infection control
protocols and guidelines were being used on a hospital ward and the factors that
influence this process. This study also explored what happened in practice as
difficulties were experienced with infection control practice. The study aimed to
capture the different perspective of healthcare professionals, patients and their
visitors. Due to the difficulties that were experienced with data collection and
analysis, the perspectives of patients and their visitors were excluded from the

findings chapter.

In summary, four methods of data collection were used: Non-participant
observation and informal conversations, semi-structured interviews and document
review. Several methods were used to increase the ‘trustworthiness of the
findings. A thematic approach was undertaken to analyse the findings, using
deductive and inductive analysis of the raw data. The findings of this study are

presented in the next chapter.
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Chapter Four
Study Findings
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Chapter Four: Study Findings

I ntroduction

This chapter will present the findings of the study in three sections, based on each

research question.

Resear ch Question 1.

How are infection control protocols and guidelines perceived and used on the

hospital ward to manage the risk from Clostridium difficile infection?

Theme: Awareness And Per ceptions Of Protocols And Guidelines

The findings for this theme are presented under three categories (See Figure 2).

Figure2: Summary Of Theme

Theme Awareness And Per ceptions Of Protocols And Guidelines
Category - *“Knowing' about protocols and guidelines
- Explicit versus tacit and experiential knowledge

- Protocols and guidelines: a benefit or a hindrance?
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‘Knowing’ About Protocols And Guidelines

Trust documents were stored on the intranet and were accessible from ward
computers. Ward staff had access to computers to access microbiology results,
book porters, print labels and use the new rostering system. There was mixed

awareness of protocols.

“‘1 haven’'t seen them. They may have been up on one of the notice boards
at one time or other. | suppose they will argue that protocols are in the
office if you want to see them.”” [Auxiliary nurse technician 1 interview]
[p2: L21-23].

““We have definitely got them...infection control brought them up. But now
that you have asked me, I’ d have to go and look for them.”” [Ward Manager
1interview] [p5: L27-28].

“*The procedures were once printed off but they are bound to be really old
and out of date.”” [RN 7 interview] [p11: L14-15].

Some of the nurses assumed that protocols would be stored on the intranet.

‘1 don’t know where they are stored but | would look on the portal. I'm up
onmy IT, so | can pretty much find anything | want.”” [RN 3 interview] [p5:
L2-3].

Many of the auxiliary nurses acknowledged that they lacked the necessary
computer skills and/or confidence to enable them to navigate the electronic system

where protocols were stored.
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‘1 don’t know [where protocols are stored]. | don't deal with computers.
...\We used to have them out in folders on the ward.”” [Auxiliary nurse 2
interview] [p6: L27-29].

All grades of nurses were observed accessing computers to gain information about
their shift patterns. Individuals who said they didn't ‘deal’ with computers

quickly learned how to use the new electronic rosta.

None of the nurses recognised the guidelines relating to Clostridium difficile when
shown these during the interview. One doctor confirmed she had seen the cover

of the guidelines, but was unaware of its content.

Some doctors were aware of the algorithm for C.difficile, either because they had
seen it in another hospital or ward where they had worked or they had seen it in
the Good Prescribing Guidelines issued to them by the pharmacist during an
induction. Some junior doctors may be unaware because they did not attend the

induction.

‘1 know one exists [algorithm], I’ve used it elsewhere but | haven't seen it
here...| was on nights quickly after starting. Whether | missed something |
don't know.”” [Doctor 4 interview] [p2: L13-14].
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Few doctors or nurses mentioned the protocols or algorithm displayed on notice

boards. For many nurses ‘‘knowing’’ about protocols was perceived as being a

communication problem.

““They [C.difficile procedures] would be on the intranet I’d imagine. But if
you don’t know the procedures are there you don’t know where to look. If
you haven't been told this you wouldn’t know.”” [RN 7 interview] [p3: L30-
31].

Difficulties with communication were perceived to be a problem for nurses

returning to work from a break.

‘1 have been away...I’m finding a lot of things have not been handed over
tome’’ [RN 3interview] [p2: L11-12].

“‘Information is not always filtered down to us..Communication is a
massive problem, even between the ward managers.”” [RN 7 interview] [p2:
L16-20].

Auxiliaries and auxiliary nurse technicians mentioned looking up policy

documents to find answers to contractual issues such as sickness policies and

|eave entitlements.

“*1 have downloaded information about sickness absenteeism. Who actually
takes time to go and look at the protocols? Unlessit’s an interest you have
in that field, or you're the manager and you need to print it off because
there’'s an inspection coming up.”” [Auxiliary nurse technician 1 interview]
[p2: L31-30].
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Studying for an NVQ (in Health and Social Care) appeared to make auxiliary
nurses more aware of the intranet and location of protocols as they were required
to access documents to complete homework for their course. Protocols did not
appear to have an important role to play in terms of staying abreast of infection

control issues.

| asked the nurse why the MRSA policy on the intranet was dated 2002. |
asked if there is a more recent one. She shrugged and brushed off the role
of the policy. She snapped ‘*when new things come in, infection control tell
us. What are we supposed to do, print them all off and put them on the
shelf? That's not going to happen.”’ [Field note extract 4.8.10 - informal
conversation]. [L97-101].

An infection control nurse explained that ward staff tend to put the onus of
infection control onto the infection control nurse, taking responsibility away from
them. Nurses may feel overwhelmed (See p.294 - 297), so passing responsibilities
onto the infection control nurse may relieve them of some pressure. One way of
increasing ownership might be to give nurses an opportunity to get involved with

the development of protocols.

“*Protocols are imposed on us. | wish we were given the opportunity to
develop them so we could make the procedures ours.”” [Field note extract
15.9.10 - informal conversation with auxiliary nurse technician 4] [L8-10].

““Until people actually use them, it wouldn’t be noticed that these were out
of date. You could criticise them and then you might feel more involved.”
[RN 9interview] [p7: L4-6].
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Protocols were seen by some doctors and nurses as being something to aspire to.
There were perceived realities of practice and contextual difficulties which

protocols did not into take account.

““1t's easy when you have the right amount of staff, time and resources. It
could all go out the window when time constraints are put on you and if
there’s an emergency...l fedl it’'s easy to know when to wash your hands, to
know when to put pinnies on and what bins to use, but hard to follow it on.”’
[RN 9interview] [pl: L8-12].

“* Anyone who’ s found positive or suspected of having C.diff diarrhoea is put
into isolation, but that’s not always possible...The protocol we have is good
enough...realistically, in practice it's not easy to apply.”” [Doctor 1
interview] [pl: L8-11].

Protocols relating to Clostridium difficile were amended midway during data
collection. Several nurses and doctors mentioned the difficulty with keeping up to

date with policy changes.

“‘1 don’'t think it’s rolled out Trust wide as well asit could be when there is
a change in policy. If you are a new doctor and being inducted then you
would get it, but if you are a doctor that isjust carrying on you might not.’”’
[Doctor 7 interview] [p5: L1-3]

““We don’t keep up to date...there's no money for us to go off the ward.
There's no staff on the ward. It’'s just not realistic to be going off the ward
to read policies. There's no time to read anything.”” [Ward Manager 2
interview] [p4: L23-25].

Some nurses said they would be interested to read the protocols but had no

opportunity to do so during work hours.
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““When | qualified | said to myself | was gonna keep reading these protocols
[sighg]...I'myet to do it. You take such a battering in work, that when I’'m
out of work the thought of opening up something...It's almost like once a
month, which they would never do because of money, we could have a
reading day.”” [RN 9 interview] [p6: L27-33].

““When | first started here we had supernumery days. We had a big file that
was kept in pigeon holes and we had to read about the procedures. Now we
don't have any supernumery days.’’ [Auxiliary nurse technician 3
interview] [p6: L14-17].

During a ward meeting, the ward manager raised the issue of the ‘honey pot
syndrome’, that is, nurses gathering around the nurses station. It had been
highlighted by the Nurse Director that when one nurse sits at the station to write
up their notes, another nurse would come and sit and then another. She had used
the analogy of ‘bees around the honey pot’. Nurses were therefore discouraged
from gitting at the nurses station to read or write up patient notes. Although
protocols were stored on the computer portal at the nurses’ station, many nurses
argued that it would not look good if they were seen accessing the computer for

any period of time to view documents.

““We're told that we are not allowed to sit at the nurse’s station, so how are
we gonna sit there and read the procedures? If you're sat there, then
there’s a kind of why are you sat there?...1f the Nurse Director comes on the
ward and we are sat at the nurse's station, we're in for it, regardless of
what we aredoing.”” [RN 7 interview] [p11: L10-18].

Protocols and guidelines were only one source of knowledge about infection

control. The section that follows illustrates other ways of ‘knowing'.
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Explicit Versus Tacit And Experiential Knowledge

Apart from written protocols, there were other ways in which knowledge was
being used to inform staff about infection control practice. The next section
presents the explicit (authoritative, codified) sources of knowledge that were

available to ward staff.

Explicit Knowledge Sour ces

Junior doctors were made aware of the antibiotic protocol and use of an antibiotic
sticker (embedded form of protocol) during an induction, as part of their training.
The purpose of the antibiotic sticker was to standardise antibiotic prescribing,
which is an important part of the management of C.difficile infection (Department

of Health, 2009a).

“*Every time we move hospital we get an induction...They talked about the
antibiotics to use, not to use. During the ward induction, the pharmacist
told us about a new [antibiotic] protocol and antibiotic label that had to be
used, because people were on antibiotics who ended up staying on them for
alongtime.” [Doctor 3 interview] [p2: L9-22].

Junior doctors were asked about the infection control training they had received in

medical school.

““We've had lectures on it [infection control] but they focus on outbreaks
more than anything. | guess in medical school you're not really too
concerned about it [ how to prevent the spread of infection]. They are more
concerned with the actual physiology and actual medicine side of things as
opposed to pathways.”” [Doctor 1 interview] [p2: L25-28].
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Infection control training may or may not be given to junior doctors as part of

their hospital training.

“‘1 had very through infection control training at the hospital where | last
worked. But standards here seemto bevery lax.”” [Doctor 3 interview] [p4:
L17-18].

New nurses may not always be given induction on their arrival at the ward.

““I’ve had no induction, nothing. It's an overall consensus with other
nurses on the ward. When | arrived here...| was told there are no shadow
shifts and we don’t have mentorships. | was told | was basically in at the
deepend.” [RN 14 interview] [p2: L12-17].

It was a Trust requirement that nurses completed an electronic infection control
module [e-module] as a part of their mandatory training. The module was
accessed from the Trust’s portal. Few nurses said they had completed it. Reasons
given for not completing the module included not knowing about it and not being

giventimeto train.

““1 wouldn't say I've had any training on infection control...not since my
student training. 1’ve just picked it up from what | have watched.”” [RN 3
interview] [p7: L6-8].

“*All the infection control training that I’ ve had has come about through the
ward [on the job training]. | have never been on one of those 20 minute
awareness sessions. You can miss out on a lot depending on your shift
pattern.’”” [Auxiliary nurse 6 interview] [p4: L27-32].
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One nurse found the e-module useful as a means of learning, but said there

appearsto be alot of “*not knowing'’ on the ward.

“‘1 kind of like it because it makes you sit and think, especially if you are
unsure. You have to have a good percentage to pass it. You only know
what you know. So once you know something and you're aware of it you
carry it ‘round with you. But there does seem to be a lot of not knowing.”’
[RN 7 interview] [p1l: L5-8].

Some nurses perceived the emodule as a formality and something to get through

quickly.

“*Mandatory training...its stuff I’ve already done, so | speed through it.
...Mandatory training | associate with red tape. Other members of staff
think that too.”” [RN 3 interview] [p7: L16-21].

The e-module lacked any information about Clostridium difficile infection. To fill
this gap, infection control organised a twenty minute session to raise awareness of
the organism. During eight months of data collection, only one session was
organised and this was poorly communicated. Three ward nurses attended. The
ward manager selected the nurses after the session had started and sent them to the

training room.

“*What we don’t tend to do on this ward, which | always had on every ward
| have worked on, is training days. The link nurse would train you in 20
minutes. We have never had it here...I’m sure the unstructured ones [ short
training sessiong] for 20 minutes, people would put their names down to go,
if they knew it existed.”” [RN 7 interview] [p10: L9-12].
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Infection control provided a study day four times per year to update the
knowledge of infection control link nurses. One session was observed. The ward

link nurse did not attend because she said she was unaware it had been organised.

““There was talk about if you didn’t do it [attend training] they would take
the link nurse role away from you, but nobody has ever done anything.
...There was a disc that we were all supposed to watch to do with C.diff, but
| never saw it. | don’t think many people used it...They bring something
new in, nobody checks on it and it falls by the way side.”” [RN 17 interview]

[p3: L7-13].

Lack of knowledge and inexperience may explain why some nurses were not

aware of the existence of C.difficile spores.

“* Joores from the faeces contaminate surfaces and these can live there for a
long time. | was having a conversation about this only this morning with
two newly qualified [registered] nurses. | explained that spores can live on
surfaces and if you touch a surface and put your hands in your mouth you
may get it. Neither of them knew that. | suppose that’s through education.”
[Auxiliary nurse technician 4 interview] [p3: L25-29].

Some of the experienced auxiliary nurses said they did not know how C.difficile

infection can be contracted or spread.

“‘I’ve heard that um... it's an infection that has been brought about by the
over use and the under use of antibiotics. People being prescribed too many
unnecessarily and also people not finishing their course. That's all |
know.”” [Auxiliary nurse 6 interview] [p8: L28-31].

Attending a training session may not necessarily mean that knowledge may be
applied in practice.
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The nurse said she attended a C.diff study day but it was ‘over her head.” In
her opinion the course was not meant for auxiliary nurses, because they
talked about bacteria and antibiotic usage. When she came back from the
course she said there wasn’t anything she felt she could implement in her
practice. What she learnt was that C.diff was ‘caused’ by antibiotics that
patients were given as part of their treatment. [Field note extract 9.8.10 -
informal conversation with auxiliary nurse 7] [L110-115].

Ward meetings were used to share knowledge about practice. Nurses may not
attend depending on their shift pattern, because they were too busy or failed to see

any point in attending as nothing gets done (See also p.315).

‘1 have never attended a meeting on this ward as | have been off when
meetings have been held. Somebody takes the minutes and it’s written up
and put in the newsfolder.”” [Auxiliary nurse 6 interview] [p7: L25-27].

““1f you're like me and you work mainly nights, | might not do a day shift for
amonth.”” [RN 4 interview] [p3: L10-11].

“‘1’m not bothered about going [to the ward meeting]. They [ management]
don't do anything anyway.”” [Field note extract 1.10.10 — informal
conversation with auxiliary nurse technician 1] [L13-14].

Nurses may therefore rely on colleagues to pass on vita information.

“*The ward manager had to explain in the meeting what we had to do [with
a new procedure]. Some things you just get to find out. People say have
you heard this?’’ [Auxiliary nurse 5 interview] [p6: L14-16].

Handover sessions and ward rounds provided a source of communication about
infection control practice. Thisis covered in alater section (See Communication

Ambiguity p.231).
200



White boards at nursing stations were used for nurses to write messages and
reminders about practice. Notice boards in corridors were used as a means of
displaying protocols, for example, an agorithm for Clostridium difficile, a new
hand hygiene protocol and a cleaning protocol were displayed. The majority of
staff did not mention the use of these boards. Some nurses and doctors said that
notice boards were over-loaded with information. This may have discouraged

staff from using them.

“*Sometimes | read them [protocols] displayed on the notice boards. |
suppose | must have read them all at some point. There's a lot of old stuff
up there though. The stuff on there has been up there years’” [RN 4
interview] [p3: L17-18].

“*We have notice boards across the corridors which have guidelines spotted
here and there...mixed with everything under the sun...Having a guidelines
only notice board would be useful.”” [Doctor 2 interview] [p4: L20-29].

“*They [protocols] should be more visible. | like the idea of having a big
board in the corridor and every month it's someone's responsibility to do
that board with guidelines that are important to the ward...so we can have
continuous learning.”” [RN 9 interview] [p5: 21-28].

Some nurses spoke about having to sign to confirm that protocols had been read

and understood. This practice was no longer in place.

““They don’t do it anymore, but they used to say sign when you read this
type of thing. It's covering their arse isn’t it? They don’t tend to do that
anymore, but would they have really read it if they had done it? They might
only pretend to read half of it.”” [RN 4 interview] [p3: L3-5].
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The next section illustrates the reliance that was placed upon tacit and experiential

knowledge to inform infection control practice.

202



Tacit And Experiential Knowledge Sour ces

Knowledge about infection control practice was perceived by many nurses as

common sense.

“It's common sense [infection control] because you hear it on the news.
You hear so and so has died because of Clostridium difficile’”” [RN 17
interview] [p9: L17-19].

““No | haven't seen those [protocols]. I'm not being funny though, its
common sense isn’'t it, what you'd use and what you wouldn't use. Its
common sense.”’ [Auxiliary nurse technician 2 interview] [p6: L24-25].

Some doctors spoke about infection control being common sense.

““When I’ve got a cold I’'m paranoid about not passing bugs around. A lot
of my friends when they're ill will be touching you and will leave their
tissues lying around... | think its common sense.”” [Doctor 1 interview] [p5:
L21-25].

Implementing infection control precautions were behaviours that were frequent
and habitual. Some nurses spoke about these behaviours as taken for granted

assumptions.

“*You're so used to doing your job you don’'t actually think...As soon as you
do something you wash your hands, you gel your hands...you' re taught
it...it'singrained into you. If someone has diarrhoea the first thing you do
Is send a stool sample. You automatically do it, especially with C.diff.”’
[RN 6 interview] [pl: L21-26].
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Some nurses said they would refer to written protocols only where they felt their
own knowledge was lacking. According to Wilson (1999) individuals will seek

information to satisfy their needs.

“*Sometimes | feel the need to go and look things up [from protocols] but
usually when it's something new, not for things like barrier nursing. If it
was something new, like a new bug then | may feel the need to look it up.”’
[RN 6 interview] [p2: L11-13].

A number of registered nurses said they would be inclined to look up protocols to
update themselves to changes in practice following a break from work, to give

themselves confidence that they were doing things right.

“‘1 would want to know that | was doing it the right way. So | would use
them [protocols] for that...| have just come back from leave and they ve
changed all the bins...and they have changed all the colours of the pinnies.
What' s that all about? Nobody tells you what it’s for. Unless you read it or
catch somebody, you wouldn’t know.”” [RN 4 interview] [p2: L18-27].

Nurses said they mainly learnt about infection control by word of mouth, similar
to the ‘communities of practice described by Lave and Wenger (1991).
Experienced nurses were seen as a source of information and tended to
communicate standards as common sense or ‘know how’ rather than relate their

knowledge to procedural documents.

The ward manager said the patient in the 9 bed ward had had diarrhea
throughout the night, and it smelled like C.diff. She took a stool sample, put
a barrier nurse trolley at the end of his bed and told him not to use the
toilet, but to call for a commode. | asked her how she remembered what to
do. Did she need to use the algorithm to help her make decisions? She
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shook her head and said it was all in their [pointed to her head] . [Field note
extract 3.8.10 - observation and informal conversation with Ward Manager
1] [L164-166].

Nurses shared information about patients they were caring for with other nurses
who were involved with their care. They commonly used their sense of smell to
identify patients that had contracted C.difficile infection. The field note extract
below provides an example of a group of nurses that had discussed a patient
diagnosis. Their decision making did not form part of the written protocol for
diagnosis of C.difficile infection. It was knowledge that the nurses had learned

through experience.

The nurse took me to a patient in the 4 bed room who'd had 2 bouts of
diarrhea that morning. A stool sample had been taken but she explained
that this patient had eaten crisps, sweets and juice yesterday when he wasn't
supposed to and all the nurses expected that his diarrhea was a result of this
and his diabetic bowel rather than C.difficile infection. [Field note extract
5.8.10 - observation and informal conversation with RN 9] [L51-53].

Many nurses who were uncertain about their practice said they would be more
likely to ask a colleague, a senior nurse, a manager or the infection control nurse,

rather than refer to written protocols as a source of knowledge.

“‘1 don't think I'd have time to go and look up things. 1'd quite happily
phone up senior people and pass my problem onto them. | would try
infection control ... | wouldn’'t even think to look up protocols.”” [RN 3
interview] [p5: L1-10].
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Infection control nurses are a source of information although some nurses seemed

reluctant to use them.

“‘1 wouldn’t go to them. | don’t think they get involved in stuff like that. 1'd
rather ask the ward manager...If they pride themselves as a resource for
advice then why don’t we know about that? You'd think they’d shout about
that wouldn't you?”’ [RN 6 interview] [p7: L1-4].

The lack of vigibility of the infection control nurse on the ward may give a sense
of being uninvolved with ward practice, which may explain why some nurses said

they would not use them.

‘1 haven't seen them up here for months. It has got bad. We used to see
them up here every morning. They used to ask us if we had any questions
and problems...I don't really feel supported by them.”” [RN 17 interview]
[p2: 14-22].

“*The infection control nurse seemed to be a bit more involved with what
was going on [where | previously worked]. They have probably been here
but 1I’ve not seen them. They just seemed to be more visible [in the last
hospital where | worked].”” [Doctor 3 interview] [pl: L18-20].

The ward had one infection control link nurse to act as a link between the nurses
and the infection control department. A key part of that role was to increase
awareness of infection control issues to other nurses on the ward including
drawing attention to changes in practice (Dawson, 2003). The link nurse had been
inactive in this role for amost two years and no provision for cover had been

made.
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Nurses commonly found out about changes to infection control practice by
chance, rather than in a planned way. Information was filtered in a top down

fashion and passed horizontally between team members.

‘| accidentally found a new change in procedure. Nobody seems to know
the new colour apron changes.”” [RN 2 interview] [pl: L17-19].

““A lot of it is Chinese whispers. It's more or less word and mouth.
Cascading information on thisward is not effective.’” [RN 4 interview] [p2:
L31-32].

“*One way or another if something new happens...it goes down the line and
you end up finding out. You do eventually get to know what’s going on.”’
[Auxiliary nurse technician 2 interview] [p7: L28-31].

Another way in which nurses learnt about infection control practice was by
observing the actions of a colleague, a form of on-the-job learning or experiential
knowledge (Estabrooks et al., 2005). Inexperienced nurses would learn by
observing a mentor, a method commonly known as ‘sitting with Nelly’ (Clifford
and Thorpe, 2007). One problem with this form of knowledge is that if the person
explaining and/or demonstrating had picked up a variation in practice or an out-

of-date practice, this may be passed on.

““Nursing training is different now. Before we got into the habit of doing
something a certain way and that practice was assessed. A qualified nurse
worked with me recently. We were going to take some blood so she got a
trolley. It may have been a dirty trolley and she didn’t wipe it before using
it. | asked her why she didn’t wipe it. She replied ‘‘that is how | was
taught.”” New batches of nurses do not get any formal assessment. If a
nurse has a practice which dlips by the net, that nurse may go on to train the
next nurse. She will be a role model or mentor for that nurse and will pass
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on her bad habits. If there is no formal assessment it will not get picked
up.”” [Ward Manager 3 interview] [p10: L21-31].

Some experienced nurses talked about how they would adapt a procedure to avoid
a difficulty they had experienced. There is the potential for adapted methods of

practice to be passed onto other nurses as they mainly learnt from each other.

“*When you are taking blood, you are supposed to wear gloves. | can’'t do that
procedure with gloves on...A couple of us have been here a while and you get
into bad habits.’”” [RN 17 interview] [p4: L26-31].

Some procedures had become adapted over time and were not written into a
protocol. For example, bed cleaning had been introduced on the ward severa
years ago as a tria with the aim of reducing the level of Clostridium difficile
infection. Information about how nurses should implement this procedure had
been passed on verbaly. It included the bed being stripped of bedding and the
frame dismantled. The bed frame was to be cleaned with a bleach solution known
as actichlor (to kill any spores). The mattress was initially cleaned with actichlor,
yet at some point in time later, infection control had announced that actichlor may
degrade the mattress, so soap and water was to be used. There was mixed
knowledge about this change in practice and variation was observed in the way
that bed cleaning was implemented. Some nurses cleaned the mattress and frame
with actichlor; some used actichlor on the frame and soapy water on the mattress,
whilst others used soapy water only unless the patient had suffered from

Clostridium difficile infection, then actichlor would be used. The variation in
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practice that was observed may continue as practice did not appear to be

monitored.

““When | watched someone cleaning the bed the first time, she used soapy
water. So when | was asked to clean a bed the next time | used soapy water.
No one checks that | have doneit right.”” [RN 5 interview][p4: L24-26].

Some nurses did not question the evidence of measures they were implementing.

“‘1 think the problem is that people don't realise the efficacy of them. |
don't. 1 just go with them blindly. This is what I’ ve been told to do and |
hope that it works.”” [RN 9 interview] [p8: L25-27].

Severa doctors suggested that they relied on their previous knowledge or
experience of infection control practice, rather than referring to protocols or

guidelines.

“‘1’m not aware of any guidelines. | only know general measures that | need
to do, like putting on an apron, isolation, gloves.”” [Doctor 10 interview]
[pl: L26-27].

‘1 suppose we don't actually follow any...I mean there must be hospital
guidelines...l had no knowledge about those protocols. But | don’t feel like
the treatment of C.diff islacking.”” [Doctor 5interview] [p5: L 11-13].

Guidance for C.difficile infection (Department of Health, 2009a) recommends that
metronidazole is the antibiotic that should be used as the first line of defence
when treating a patient with moderate C.difficile infection. If thisis not effective

in clearing up the infection then doctors are recommended to switch to using
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vancomycin, which is the preferred choice for treating patients with severe

infection.

Some doctors suggested that they would use vancomycin as the antibiotic of
choice for both moderate and severe infections. As the quotes below illustrate,
doctors may make judgements which differ from that stated in the guidelines.
They took into account not only the patient’s condition, but their past experience

of using this antibiotic, its effectiveness, and also consideration of cost.

‘“‘After a few years of managing C.diff you will get a feel of whether
metronidazole will work or not. If | think this patient is not very well then |
will give them vancomycin.”” [Doctor 10 interview] [p2: L4-6].

““Metronidazole is the cheaper option. It isthefirst line of defence on a lot
of wards. Here we think if we use a cheaper, less effective option in the
form of metronidazole we are putting our patients at more risk compared to
other patients. Our patients cannot afford that risk.”” [Doctor 6 interview]
[pl: 17-21].

The extract below illustrates the series of steps that a doctor may think through
when deciding whether to prescribe metronidazole or vancomycin, based on the
condition of the patient. Thisis similar to the “*mind lines’ described by Gabbay

and leMay (2004, 2011).

““If the patient is not ill with C.diff, not every patient with C.diff will be ill
with it. An elderly patient will be more at risk...more dehydrated. If there
was a fit patient, was not ill, just diarrhoea, it wasn't frequent, no
dehydration, not a high white cell count, C-RP was not horrendous, | would
give them metronidazole.’”” [Doctor 10 interview] [p3: L28-31].
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Although there was no evidence of nurses using ‘‘mind lines” with infection

control practice, some nurses did refer to ** rules of thumb.”’

The Bank nurse arrived for the late shift. She asked the nurse what the
procedure was for handwashing during obs. The nurse replied *‘we do a
gel, gel, wash. You don’'t need to use gloves. We only use gloves for
changing the patient or sterile procedures.’” [Field note extract 9.12.12 —
observation and informal conversation with RN 9] [L88-89].

Reliance on knowledge that was passed on between colleagues may not be aligned

with practices laid down in protocols and guidelines.

There was a computer keyboard on a stand in the ward corridor which had
a notice stuck to it ‘remember to gel-gel-wash.’...I asked the nurse about the
notice. She said ‘‘this rule was stopped about 2 years ago. We had a
meeting with the infection control nurse. The old rule ‘gel, gel, wash’ was
in then. Infection control said we are not to use that rule anymore. They
gave us a small card with some pictures on it of when we should wash our
hands and said we should use this rule from now on.”” | asked her does she
mean the five moments of hand hygiene and she nodded. [Field note extract
21.10.10 - observation and informal conversation with RN 20] [L99-111].

Nurses and doctors used their emotional feelings and intuition to guide certain
areas of their infection control practice. This was most evident during practices
that involved hand hygiene and cleaning of equipment and the ward environment
(See Perceptions of Contamination p.270 - 282). The next section presents the
findings about doctors and nurses perceptions of the protocols and guidelines

and how these may assist or hinder their practice.
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Protocols And Guidelines: A Benefit Or A Hindrance?

Participants were asked what they thought of protocols and guidelines to gain
insight into their understanding of what benefit, if any, these had in practice, to try
to uncover the motivation for their use. There was a suggestion in the data that

protocols were a necessity to assist ward managers to keep behaviour on track.

“*You've got to have ‘em. Got to have ‘em...They keep you...I mean, we
work closely with infection control and we have to have the protocols
because ...when we have a big C.diff outbreak we are all in the mind then,
but you dlip back. So you have to be, you just have to be picked up all the
time. We all need that. We wouldn’'t be human if we didn’t.”’ [Ward
Manager 1 interview] [p5: L15-20].

This ‘picking up’ of behaviour to keep it on track was perceived to be undertaken
by management stressing the importance of precautionary measures and

reminding staff to implement these.

‘1t seems to have improved a lot [handwashing] this last um...when they
have been emphasising it more. Everybody just drums it in to us, you must
wash your hands...you must use gel. Years ago we had stricter controls.
There didn’t seem to be all this drumming in about washing your hands
because automatically you would do it.”” [Auxiliary nurse 2 interview] [p2:
L15-21].

More attention was being paid to infection control as levels of Clostridium

difficile infection were rising.

“*We used to have monthly infection control meetings on the ward but when
the ward was doing well (Clostridium difficile levels were falling) these
meetings tended to be phased out. Now that levels are rising, we are trying
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to get these meetings going again.”” [Field note extract 21.10.10 — informal
conversation with Infection Control Nurse] [L70-72].

Some doctors argued about the lack of evidence of certain precautionary measures
which may explain their resistance to implementing protocols. Many doctors

wore watches. During ward rounds consultants wore suits.

“*The focus is you shouldn’'t be wearing that ring, you shouldn’t be wearing
your watch. These things have got no evidence to back them up.”” [Doctor
2 interview] [pl13: 28-29].

Some of the senior doctors spoke about protocols as being Trust enforced policies.

““With the bare below the elbow policy, the thing that gets bounced back
from doctors is where' s the evidence? ...The Trust is very keen on it being a
common sense policy, although the prima facia evidence isn't there. It'sa
Trust enforced policy so in a way it's not a question of getting buy-in.
Doctors don’t need to be persuaded of the evidence. They need to be told
how itis.’’ [Doctor 8 interview] [pl: 22-28].

Nurses talked about ways of working on the ward in terms of ‘rules or standards

rather than guidelines.

““There' slots of rules that are half made up...\We' ve got rules that govern us
in the NHS and rules from NICE. Weve got rules from the
Government...and we' ve got protocols. So it’s kind of like, who's saying it
and isit based on any evidence’” [RN 9interview] [p5: L15-19].

“*There’'s so many rules...It sometimes detracts from what you're supposed
to be doing rather than the actual infection. Not everybody knows these
rules, but | don’t think it's important as long as you're taking the proper
precautions.’”’ [Ward Manager 2 interview] [pl: L9-11].
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The importance of infection control protocols being ‘something to be complied

with" was displayed on one of the ward notice boards.

A new Hand Hygiene Protocol was displayed on the notice board with a
note saying ‘All staff need to comply with it [Field note extract 7.9.10 -
Observation] [L89-90].

Some of the registered nurses said that they would refer to written protocols to

protect themselves legally.

“‘1 worry that there may be a come-back type thing, in case | thought | was
doing something wrong. | would want to know that | was doing it the right
way. So | would usethemfor that.”” [RN 4 interview] [p2: L18-20].

By implementing precautionary measures laid down by protocols, registered
nurses perceived they were protecting their professional identity (not being struck

off their professional register) (Nursing and Midwifery Council, 2008).

“*You’'ve got a PIN number which you protect. You lose your PIN, you lose
your job and you can’'t practiceagain.”’ [RN 7 interview] [pl: L22-23].

Protocols were to some extent embedded into ward systems and paperwork used
by nurses and doctors. Nurses used care plans, a stool chart for patient diarrhoea
and a cleaning schedule. Doctors used stickers to act as a reminder of what
needed to be done. To some nurses, writing and implementing patient care plans

was away of showing that they had done things correctly.
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The nurse was writing the care plan, laughing and joking with me as she
was doing so. She wasn’t having to think about it, perhaps she had done
100’'s of them...| asked what benefit these had. She said they were just
covering your backside. [Field note extract 4.10.10 - observation and
informal conversation with RN 6] [L26-29].

Care plans were perceived to be useful to assist less experienced nurses with their

decision making.

“*The risk assessment acts as a kind of reminder for nurse decision making
which | find useful.”” [Field note extract 4.10.10 — informal conversation
with RN 9] [L109-110].

When pre-printed care plans were not available less experienced nurses may

struggle to know what action to take.

“*Some newer nurses, because it's already printed off, don't know how to
write a care plan. They may have never had to write one, they might not
know what the outcome is, what you would do to achieve those outcomes. If
there' s not any pre-printed care plans available, they might not bother to fill
oneout. If they do, they writea story.”” [RN 6 interview][p2: L31-33].

Some nurses mentioned their lack of confidence with precautionary measures.

“*Hospitals are not washing uniforms and aprons are not covering surfaces
up. If | brush past the bed, there' s going to be bacteria on my leg, spores.
It's defeatist. With all infection control what's the point of doing hand,
gloves? | see that more as PR [public relations] so people think we are
doing stuff. 1f I’'m walking around in a dirty uniform, I wash my hands, my
uniform is dirty and then | touch my uniform, I've defeated the whole
purpose.’”’ [RN 3interview] [p6: L17-22].

215



Doctors spoke about precautionary measures being defeatist as contamination was

perceived to be all around.

“*The gown, it covers the front but you sit down, what’s the point of them?
They don’'t cover much. The patient files, you bring them into the isolation
room, or you touch them with the gloves on, we touch the patient then we
touch thefile’” [Doctor 1 interview] [p5: L10-13].

““What' s the point of being bare below the elbow when we don’t change the
patient curtains for one month?...I think the curtains are a big source, not
even just C.diff but any of the infections.”” [Doctor 6 interview] [p2: L11-
13].

Seeing precautionary measures work may increase confidence with their use. For
example, many nurses spoke about the bed cleaning trial that involved a procedure
for stripping and cleaning patient beds that had never been written into a protocol.
During the tria, nurses had been given frequent feedback by the ward manager
confirming that the level of C.difficile infection had reduced. Even though the
trial had taken place almost two years ago, this appeared to be convincing

evidence of the effectiveness of this measure for some nurses.

““With our bed cleaning, that's evidence based...it shows you our good
practice...and it’s working so | know that our practice would be to do that
because it's shown to be an improvement, it's shown our infection rates
plummeted.”” [Ward Manager 2 interview] [p3: L20-22].

For other nurses, their continued implementation of the bed cleaning practice,
even when they were busy, may have been related to the disgust they witnessed

when the beds were first dismantled (See p.273 - 274).
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Some doctors spoke about guidelines as being complex documents, whereas the

C.difficile algorithm was a simplified version of explicit knowledge.

“It's nice to have a simple way of knowing. Guidelines are so damn
walffly...100 pages full of crap which you can put into one paragraph.
That’s the thing with the algorithm...you could have C.diff spores do not die
from alcohol gel, you have to wash your hands with soap and water.’”
[Doctor 2 interview] [p13: L6-11].

Doctors were provided with a sticker for C.difficile to assess the patient’s risk
from infection, and one for antibiotic usage, which were attached to the patient
notes. These were perceived as useful aids for less experienced doctors decision

making.

“‘Junior doctors have seen a limited number of Clostridium difficile
patients. Consultants have more experience...The sticker highlights the
patient has a problem which needs to be addressed and helps us to reinforce
knowledge. It allows us to become more confident in dealing with it..It's
nice to have something black and white, not grey around the edges like a lot
of other aspects of medicine’” [Doctor 2 interview] [p4: L6-17].

Some experienced doctors perceived the stickers as away of telling them what

they already know.

“*1 think people feel the antibiotic sticker has come out of the blue...dreamt
up by someone in the bath one evening...It's being seen as another piece of
paper, what’ s the point of this?”” [Doctor 8 interview] [p2: L26-32].

“‘1 don’'t think I will [almost laughg] start classifying C.diff on that [ sticker].
| don't bother with the [antibiotic] sticker.”” [Doctor 10 interview] [p4:
L22-23].
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Use of the stickers was perceived to create extra work for some experienced

doctors.

“‘1t’s extra work for no benefit as information is being recorded elsewhere...
it's duplicating effort by putting the stickers on the notes.”” [Doctor 8
interview] [p2: L6-9].

“*The antibiotic sticker is a nuisance. It takes up two spaces on the drug
chart and the chart runs out more frequently. Quite often you can’t find
them.”” [Doctor 7 interview] [p5: L26-27].

Some of the experienced doctors spoke about protocols (including the antibiotic
and C.difficile stickers) as being checklist type documents, restricting their

decision making.

“*Our education is geared to independent thought. Guidelines have come in
to the management of things which are very helpful when you're trying to
decide what to do. But it has gone further. We are being almost mandated
to follow lists and protocols...It goes against the grain with how we work,
how we’ ve been brought up to act. | think people baulk against having been
educated on one level and then being told to follow a checklist.’” [Doctor 8
interview] [p2: L37-47].

There was a suggestion that there were too many protocols, resulting in the feeling

of being swamped.

“*The protocol for C.diff is probably in amongst the vancomycin protocol
and everything else protocol. | mean when there are protocols for
everything it getsabit lost.”” [Doctor 7 interview] [p2:L1-2].
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Some rules were seen as ‘rules for rules sake'. One example is the colour coding
of aprons. White aprons were to be worn for general nursing and blue for caring
for patients with an active infection. The intended purpose was to prevent cross

contamination.

“*As long as you are taking precautions | don’t think it really matters what
colour apron you wear...If someone needs a bed pan, I’'m not going to not
go into their isolation cubicle, if there is no blue apron there. To me that's
just...making my job more difficult. If there's a white one available I'll put
awhiteoneon.”” [Ward Manager 2 interview] [p2: L4-7].

In summary, three categories emerged from the data @) ‘knowing’ about protocols
and guidelines b) explicit versus tacit and experiential knowledge and c)
perceptions of protocols and guidelines as a benefit and/or hindrance. The next

section presents the findings of the research relating to the second research

guestion.
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Resear ch Question 2:

What challenges, difficulties or dilemmas are experienced by ward staff with
implementing protocols and guidelines in the management of Clostridium difficile

infection?

The sections that follow will present the study findings surrounding the second
research question. Four themes were identified which were perceived to be
influencing infection control protocols and guidelinesinto practice. Theseinclude
ambiguity, organisational issues, perceptions of contamination and professional

frustrations.

Theme: Ambiguity

I ntroduction

This section presents the findings for the theme of ambiguity and explains how
this influenced the use of infection control protocols and guidelines into practice,
based on the second research question. Five categories of ambiguity were

identified (See Figure 3.)
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Figure3: Summary Of Theme

Theme - Ambiguity

Category - Diagnosis Ambiguity
- Assessment Ambiguity
- Barrier Nursing Ambiguity
- Isolation Ambiguity

- Communication Ambiguity

Diagnosis Ambiguity: ‘Being On The Safe Side’

Patients may present with symptoms of diarrhoea due to conditions such as a
diabetic bowel. Diarrhoea from conditions such as this can smell and look like
Clostridium difficile infection and this caused ambiguity in relation to clinical
diagnosis. A strategy nurses used to dea with their uncertainty was to assume the
patient had infection until proven otherwise, by receiving confirmation from the

microbiology laboratory. They referred to this as ‘being on the safe side.’

If a patient presented with symptoms of diarrhoea, the nurses would organise for
the patient’s stool sample to be sent to the hospital laboratory. Nurses often
became suspicious of infection by the smell of diarrhoea, which provided a cue to
start barrier nursing the patient. Anticipating infection before it had been
confirmed was a precautionary measure that nurses used to prevent the possibility
of infection spreading.
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“‘1f | see diarrhoea and | send a sample, I'd assume C.diff until I’m wrong.
Hopefully 1I’'m wrong, because I’'m not hurting anybody....If | have got a
cubicle they'd be in there....They shouldn't be next to another patient if
they’ ve got diarrhoea.”” [Ward Manager 1 interview] [p7: L34-37].

““You would know it though...the smell, the looks. You don’'t need to wait
for the result, you can tell it straight away if it's C.diff, it's that strong.”’
[RN 10 interview] [p7: L31-32].

Nurse experience, skill mix and cooperation between nurses influenced whether

patients were promptly diagnosed.

““If your staff are not experienced they will not know how to deal with the
infection. If they are experienced, they don’'t need to wait for anything. The
less experienced nurse may not pickit up.”” [RN 14 interview] [p10: L5-7].

““There are so many times that I’ ve said to an N/A [auxiliary nurse] ‘let me
help’, but they say no, go and do something with someone who is self
caring. | want to know about my patient, | want to look, because I’ ve got to
write down these things. They don’t care about that.”” [RN 13 interview]
[p15: L1-6].

Other indicators that assisted with diagnosis included age, state of health, history

of antibiotic usage, previous infection and use of a nasal gastric tube.

“*C.diff is a difficult one because the patients seem to have a lot of chronic
states and are immuno-compromised. C.diff seems to be on the back of
everyones mind and anyone who comes in with diarrhoea is immediately
thought of...”” [Doctor 2 interview] [pl: L12-16].

The patients on the ward probably have more antibiotics than anybody else
because they have lines, they are immuno-suppressed and usually have
other medical conditions as well. Recurrent infection is possible. They are
probably carriers.”’ [Doctor 6 interview] [pl: L29-32].
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“‘If you've got diarrhoea, unless there's another explanation like diabetic
bowel and they are on like NG [nasal gastric] feeds, they are going to get
loose stools because they are not digesting anything hard.”” [RN 13
interview] [p8: L9-11].

Nurses did not need to refer to protocols or guidelines to remind themselves of

these risk factors, which were repeated often on the ward.

Diagnosis Ambiguity: Re-Testing The Stool Sample

Although nurses may rely on the principle of ‘being on the safe side’ to assist
them in knowing when to barrier nurse a patient, ambiguity arose where the stool
result was returned as negative for C.difficile infection yet the patient continued to
have diarrhoea. The adgorithm for Clostridium difficile taken from the
Department of Hedth guidelines (2009a) recommends repeat sampling at 48
hours if high suspicion of infection remains, but it does not state how many times
this should be repeated. Some nurses experienced ambiguity over how many

samples should be taken.

“*1t gets a bit confusing in when do we re-sample?...I think I’d send another
sample because sometimes, if they’ re on vancomycin, the results come back
asnegative’’ [RN 7 interview] [p9: L30-35].

Where a negative result was identified, some nurses perceived the patient to be

non-infectious.
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“‘If a patient has got C.diff and they started them on oral vancomycin, that
might alter the result. So it might become negative if they are on antibiotics
fighting it off. They might not have it but still have the symptoms.”” [RN 13
interview] [p8: L3-5].

Some nurses relied on the negative result, even if symptoms of diarrhoea were

present, as a cue to cease barrier nursing. This caused ambiguity for other nurses.

The auxiliary nurse approached the duty nurse with her concerns. She said
“‘they have all got diarrhoea in the 9 bedder. We took samples and it has
come back as negative, but it smells like C.diff.”” The nurse informed the
auxiliary that if it was C.diff it would have shown up by now and dismissed
her concerns...| later asked Doctor 8 about this as the algorithm says if the
results are negative repeat in 48 hours. He said that samples should be
taken up to 3 times. This should provide long enough for infection to show.
If still negative, cultures should be taken. In this case only one stool sample
had been taken. [Field note extract 21.1.11 - observation and informal
conversation] [p3: L80-87].

Assessment Ambiguity: ‘Clearing’ The Patient

Ambiguity arose in relation to the assessment of Clostridium difficile infection,
that is, a what point the patient may be considered not to pose a risk to others.
Nurses and doctors need to know when a patient is to be regarded as non-
infectious so that the patient may be removed from an isolation cubicle and barrier

nursing can cease.
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According to guidelines (Department of Health, 2009a) paragraph 5.4:

The patient should remain isolated until there has been no diarrhoea (types
5 - 7 on the Bristol Stool Chart) for at least 48 hours, and a formed stool
has been achieved (types 1 - 4).

The patient may be moved out of a cubicle at this point and barrier nursing is no
longer required. Nurses monitored and recorded the patient’s stools using the
Bristol Stool Chart, which assisted doctors with their assessment of the patient’s
condition. Where records were not consistently recorded, doctors may struggle

with uncertainty over their assessment of the patient.

““1f | had 10 patients with C.diff, 6 patients would have proper stool charts.
This is very important. | need to know whether patients are improving or
not.”” [Doctor 10 interview] [p5: L30-31].

The possibility of the patient being a carrier for C.difficile infection, once their
stools became formed, caused ambiguity for some nurses in terms of the risk of
the infection spreading and knowing when to discontinue barrier precautions. A
carrier may have formed stools and a positive stool result, because the C.difficile
bacteria would be present in the gut without causing any symptoms (Gould and
McDonald, 2008). Bacteria may be transmitted to other patients via the hands of
healthcare workers or the patient or the environment (Riggs et al., 2007;

Sunenshine and McDonald, 2006; Weber et al., 2010).
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‘1’ ve always been informed that if you get a C.diff result it will be positive,
even two weeks after the infection has cleared up. They're gonna keep
giving you positive results even if they' ve not got diarrhoea, so where do
you draw the line about barrier nursing?”’ [RN 3 interview] [pl13: L8-10].

Some junior doctors expressed ambiguity about ‘clearing’ the patient and the

point at which barrier nursing should cease.

‘“‘Everyone knows the protocols, the controlling aspect of it and the
treatment. There's less awareness of...clearing somebody that is no longer
infected. If they stop having diarrhoea, we can assume they no longer have
infection. We have had a couple of patients who've continued to have
diarrhoea though clinically it doesn’'t resemble C.diff, nor are they infective
any more in terms of their blood tests. We're still unconvinced about how
we say thisis no longer infective. We send samples off, but micro say don’t
send samples off because they can come back positive, even if they're not
infective. So it gets confusing about whether they need to be isolated or
whether we need to take precautions with them...It’s mainly the doctors that
are unsure, but | don’'t think the nurses know either.”” [Doctor 4 interview]
[pl: L12-23].

Experienced doctors were more certain about the course of action that should be

taken if the patient was thought to be a carrier.

“*The patient has to have formed stools for 48 hours. If the stool result is
positive...it will most likely be positive because of the carrier state...but if
no diarrhoea for 2 days we can stop barriering the patient...If the result is
positive | don’t care [barrier nursing can cease]. | don't know why junior
doctors would be confused about this...but it comes with experience.”
[Doctor 10 interview] [p8: L13-21].

Some experienced doctors spoke about uncertainty relating to what point doctors
should seek assistance from the gastroenterology department where patients

continue to have diarrhoea.
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““We may be a bit unsure where you should be considering referral to a
gastroenterologist. If everybody got referred to gastro then you would bein
trouble. There are patients who have resistance to C.diff, who've been
through the dual [antibiotic] therapy, are on the reducing dose and are till
symptomatic. You need to know that’s when you need to be getting help.”
[Doctor 7 interview] [p3: L16-19].

Other doctors were confident about what action to take.

““We need 3 samples, ok. If this diarrhoea has been going on and we don’t
know what is causing it, if it's not infective, then we need to refer them to
gastro. Get the patient to see the specialist.’”” [Doctor 10 interview] [p8:
L32-33].

Ambiguity was also associated with barrier nursing.

Barrier Nursing Ambiguity

Due to organisational pressures, the nurse-in-charge would sometimes rely on a
negative stool result, rather than formed stools for 48 hours, and remove a patient

from acubicle to deal with apractical problem relating to bed management.

““We have pressure from bed management and if they look up on the
computer and see the patient is negative, we' ve got to get themout.”” [Ward
Manager 1 interview] [p9: L10-11].

On one occasion a male patient with C.difficile infection had been treated in a
cubicle for several weeks. This patient was re-located to a four bed ward to make
room for a female patient who did not have an active infection but could not be
placed with other males on the ward. Some nurses experienced doubt about
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whether to barrier nurse the patient with diarrhoea on the open ward, even though
the stool result was negative. Some nurses would barrier nurse as a means of
protecting themselves and the patient, whilst other nurses would cease barrier

nursing.

“If in doubt I’ll barrier nurse which causes confusion ‘cos if someone
comes in, they ask why am | barrier nursing because there's no reason...|
came on today and some nurses haven't been barrier nursing all night long.
Some nurses take it on their own back to check the results. Because there's
not anything positive they won't barrier nurse. There's no clear guidelines
between everyone...I'm gonna keep barrier nursing until I'm told
otherwise’” [RN 3interview] [p3: L13-23].

““You have your blue apron and your gloves. These need to be by the
patient. That's what's supposed to happen. It doesn’'t always, I'll be
honest. Like | said I'm thinking of the patient and myself. If I’'m dealing
with that patient, then I'm taking all precautions whether they have it or
may haveit.”” [Auxiliary nursetechnician 4 interview] [pl: L20-23].

Although some nurses acknowledged their uncertainty, they said they tolerated

ambiguity to get the job done.

“*...we are supposed to be reflective and think about things but we don’t.
We're rushed off our feet all day, working 100 miles per hour and we just
don’'t think about our practice. We are like on automatic pilot just trying to
do what's in front of us’ [Field note extract 1.12.10 — informal
conversation with RN 16] [L172-175].

Being busy was given as a reason why nurses often worked on automatic pilot and

did not question their uncertainty.
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““We need to calm down, take time, you know, that’s part of the job, the
biggest part of the job, to stop and think about all the things that we are
supposed to bedoing.”” [RN 10 interview] [p3: L24-25].

A magjor reason given by nurses for tolerating ambiguity was not feeling able to

speak out about it (See p.304). Cubicle allocation was also a source of ambiguity.

| solation Ambiguity

Due to the limited number of cubicles (there were four in total), nurses talked in
terms of an assessment being made as to which patients were alocated to them,
with priority being given to the worst patients. There did not appear to be clarity
regarding the formula that was used to assist with decision making in relation to

cubicle allocation.

‘1 suppose it depends on...you' d have to risk assess those patients, so that
if the one with C.diff was also dying or aggressive or confused or had low
immunity...”” [RN 9 interview] [p7: L24-26].

“*1 think they [ management] more or less put the worst patients in a cubicle
probably...Everything in general probably, sick, poorly...” [Auxiliary
nurse 2 interview] [p4: L25-27].
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Priority would tend to be given to patients (with or without infection) on an end of
life care pathway or to those who were confused, aggressive or noisy. The worst
patients may not necessarily mean those infected with a contagious infection, such
as Clostridium difficile. Cubicle alocation was assumed to be a nursing role, and

not something that doctors were involved with.

“‘1f somebody has diarrhoea they will go into a cubicle if one's available
and it will happen day or night whatever nursing shift ison. But that sort of
thing | don't get involved with. The patients | ask to put in a cubicle are the
oneswho aredying.”” [Doctor 8 interview] [p6: L26-30].

Some nurses believed cubicle allocation to be a random process and doubt existed

asto whether the ‘right’ patients were being isolated.

“*There seems to be no policy that exists. If thereis a cubicle free you bung
them in but there's no sort of priority given to who needs it, when and
where. It's up to the nurse individually to process the patient into a
cubicle...Sometimes you have got patients that aren’t really appropriate,
that don’t really need the cubicle. Even if there is some set hierarchy of
what you do, it’sreally hit and misswho isinthem.”” [RN 3 interview] [pl:
L9-17].

Some nurses talked in terms of having ‘no choice’ about which patients were

isolated.

‘*...the nurse in charge may have no choice over where the patient is put.
This may be decided by the bed coordinator. It can even be a decision made
by the consultant or the nurse director...from bed management. Thereisan
MAU [medical admissions unit] due to an emergency crisis, and they tell us
where a patient is going and we have no choice in the matter.”” [Field note
extract 1.12.10 - informal conversation with RN 9] [L114-117].
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Spatial and structural constraints may a so influence which patients were allocated
to acubicle (See p.236 - 238). The next section presents the findings to illustrate
communication ambiguity and how this can constrain the implementation of

infection control protocols and guidelines.

Communication Ambiguity

Patients diagnosed with Clostridium difficile infection were not always barrier
nursed. A common reason why some nurses did not barrier nurse patients appears
to be due to issues with communication at handover. This is a process whereby
one group of nurses finishing their shift hands over information about patient care

to agroup of nurses prior to commencement of their shift.

The registered nurse entered the cubicle but did not use apron or gloves.
She gave the patient a drink, checked the line and moved the table. | joined
the auxiliary nurse who was doing patient observations...The nurse
whispered to me ‘‘this patient has an active infection.”” The registered
nurse overheard what the nurse had said. She froze and said quietly
“C.diffl! Oh my god. | was told at handover and | forgot.” During
handover | did not hear this nurse being told that the patient had C.diff.
The door to the cubicle was wide open, so the notice ‘barrier nursing use
gloves and apron’ was not easily seen. There was no trolley with blue
aprons outside the cubicle door, which nurses use as a cue. [Field note
extract 2.9.2010 - observation and informal conversation] [L113-123].

As nurses tended to work three 12 hour shifts per week, it is easy for them to be
unaware of the ever changing ward circumstances and patient conditions. A nurse
coming onto shift may have been off duty the previous day. A nurse may have
worked severa consecutive days on one side of the ward to ensure continuity of
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patient care prior to working on the other side of the ward. Reliable handover at
the start of a shift has an important role to play in keeping nurses up to date with
what is going on. Handover is not limited to shift starting times. Occasionally
nurses may work a shorter shift, for example, 2pm - 7.30pm. Those nurses would
have missed the main handover and so are reliant on a one to one handover.
Similarly, nurses who are sent from one side of the ward to the opposite side for a
few hours during a shift, to assist with staff shortages or imbalances in the
workload, may be unfamiliar with the patients. These nurses are relying on one to

one handover, which may or may not take place.

An auxiliary nurse technician and an auxiliary nurse are unaware that a
patient with C.diff was brought onto the ward several hours ago. The
auxiliary nurse technician is unaware as she came onto the shift at 2pm.
The auxiliary nurse is unaware as she has just come over to help out from
the other side. Both look taken aback when | ask them about the C.diff
patient. They both say they hadn’t been told. [Field note extract 9.08.10 -
observation and informal conversation] [L101-105].

Communication during handover was raised during interviews. The
unpredictability of this process may be due to the person doing the handover,
implying that some nurses were better at passing on vital information than others.
Nurses complained that handover was long, often running an extra 30 minutes into
the nurses own time. The process may also depend on a nurse's ability to

remember and pass on all the necessary information.

“Information is handed over during the handover, but | wouldn’'t say
consistently because it’s very hit and miss. Sometimes | remember all the
vital medical bits, but | can't say | consistently handover barrier nursing
myself.”” [RN 3interview] [p9: L5-7].
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‘] ask questions in handover and | miss things. If you are a good nurse you
hold your hand up and say | wasn't listening, | was writing something.
Please, please repeat what you just said.”” [RN 13 interview] [p14: L7-8].

As ‘barrier nursing’ signage was only displayed outside an isolation cubicle,
communication at handover is vitally important for nurses. Nurses relied on
handover to aert themselves and others to which patients were being barrier
nursed on the open ward. It was raised during a ward meeting that nurses relied
too much on the handover process and that they should also be reading the patient

notes.

“‘If porters come for patients they always ask us if the patient is being
barriered...You are just relying on handover and on the handover sheets.”’
[RN 1interview] [p2:L36-38].

One of the reasons given by some nurses for over reliance on handover is that they

did not have enough time to read the patient’ s notes.

“*We are not supposed to read out all their [patient] history...it’sthere, it's
written down [on the handover sheet] ...it takes two seconds once you get on
the ward to read the notes to see what’s going on. | hear it said so often ‘I
haven't got time to read the notes.’...The 10 minutes they spend chatting in
the morning could be spent reading the notes.’”” [RN 13 interview] [pl4:
L11-18].

It was implied that nurses may not manage their time well. Nurses may chat as a
means of supporting each other as part of their communities of practice (Lave and

Wenger, 1991).
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Communication ambiguity was also identified between doctor and nurse

handover.

“‘1t would save time [if nurses attended the ward round] instead of reading
the notes and trying to understand what we are trying to say, which is
possibly our fault because we are not communicating properly.’” [Doctor 2
interview] [pl11: L11-13].

Communication ambiguity has the potential to be detrimental to patient care.

The nurse noticed that the patient in the cubicle had not had her antibiotic.
It should have been given at 1pm, but it was now 10pm. | asked why it had
been missed. She said the doctor had written the prescription on the drug
round and hadn’t told the nurse and this happens a lot. [Field note extract
20.1.11 — observation and informal conversation with RN 12] [L153-159].

When a C.difficile patient was discharged from a cubicle or bed on the ward, the
area would be decontaminated by a process know as a ‘deep clean’ to remove any
spores. A department of cleaners outside the ward would undertake this task.
Difficulties with communication between nurses and the cleaning department

meant that the correct level of cleaning would not always be undertaken.

The nurse organised for the area where the C.diff patient had been on the
ward to be deep cleaned. When the cleaner arrived | asked what he was
going to do. He said he'd take down the curtains, replace them and wash
the square of the floor where the bed had been. | asked if he was going to
wash the cills, bed rail, cupboard, table etc? He said he’d only been asked
to change the curtains and wash the floor. 1 explained this to the nurse.
She said ‘I told them the patient had C.diff’’. | asked who would clean the
rails, skirting, cabinet etc, and she said it was the cleaner’s job. Then she
left. [Field note extract 12.8.10 — observation and informal conversation
with Housekeeper 1] [L132-142].
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To summarise, five categories of ambiguity were identified. These relate to
diagnosis, assessment, barrier nursing, isolation and communication of infection.
The next section will present the findings surrounding the theme of organisational

Issues, based on the second research question.
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Theme: Organisational |ssues

I ntroduction

This section will present the findings for the theme of organisational issues and
explains how it influences the use of infection control protocols and guidelines

into practice, based on the second research question. Four categories of

organisational issues were identified (See Figure 4)

Figure4: Summary Of Theme

Theme Organisational Issues
Category - Spatial And Structural Constraints
- Equipment And Resource Constraints
- Role Models, Social Norms And ‘*Fitting In’”’

- Control Of Standards

Spatial And Structural Constraints

The layout of the ward and the maintenance of the ward facilities posed
difficulties for practice. The findings are summarised under the headings: privacy

and dignity and handwashing facilities and toilets.
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Privacy And Dignity

Although an important aim of infection control policy is to prevent the spread of
infection, practice was constrained by issues of privacy and dignity. Where
severa patients on the ward were suspected or known to have Clostridium difficile
infection and the number of cubicles is exceeded, patients were placed on the
open ward, rather than cohorted (placed together in a separate bay). During eight
months of field work, no incidents were observed where Clostridium difficile

infected patients were cohorted. This appears to be due to a Government rule.

““We have done that [cohort patients] and we'd do that if...Personally |
would do that. But you can’t put them together if you’ ve got mixed sexes.’”’
[Ward Manager 2 Interview] [p5: L7-13].

“We're not allowed to have mixed wards anymore, regardiess that
C.difficile infection is highly contagious...It's been clearly stated by the
Government. They have banned them.”” [RN 3 interview] [pl: L24-24].

““One of the most important things is trying to promote the patient’s
dignity...Patients are going to be exposing themselves...You don’'t want
someone lying naked opposite you of the opposite sex.”” [Auxiliary nurse
technician 1 interview] [p3: L1-5].

Nurses said that noise, being physically exposed to the opposite sex and being in
an embarrassing or sexually threatening situation were issues that they considered
when admitting patients onto the ward. Due to the ward design and limited
number of cubicles, such issues were often seen to take priority over the need to

prevent the spread of infection.
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““‘We've got 4 cubicles. Sometimes in those cubicles you've got end of life
care. We've also got patients in them who are noisy.”” [Ward Manager 1
interview] [p6: L1-2].

““*We don’t have enough cubicles. You could have someone in there who's
on a care pathway [dying], somebody who's got Clostridium difficile and
you could then have somebody who needs a cubicle put onto the open ward
because the cubiclesarefull.”” [Ward Manager 2 interview] [p5: L2-4].

Patients with social issues, including those without a healthcare infection, may be
admitted to a cubicle, often remaining there for months. One patient with a
mental health problem remained there for five months. Structural issues such as
hand wash basins and toilets in cubicles were also considered to influence

practice.

Handwashing Facilities And Toilets

Handwashing is vitally important to prevent the spread of infection, especialy
with Clostridium difficile as alcohol hand rub is not effective against spores
(Jabbar et al., 2010). Hand wash basins and toilets in cubicles were often out of
order. Basinsin cubicles and smaller wards were often obstructed with zimmer
frames and drip stands. Ward staff tended to gravitate towards the sluice room

sink to wash their hands, which had become a habit.
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“‘1 don’'t know what it is. It's automatic. You forget about them [the sinks]
in there [the ward]...I will use the one in the 9 bedder but rarely use the
other ones. It's getting to the sink.’”” [Auxiliary nurse 5 interview]
[p11:L10-13].

Due to the location of the hand wash basin in the sluice room and the limited
space, the arm operated taps were inoperable. Mixer taps were not provided and
some nurses were observed washing their hands using cold water, as the hot water
was perceived to be too hot. Sluice room hand wash basins were sometimes

blocked.

““You can’t wash your hands in the sink, it's blocked. He comes to repair
the sluice and we ask him to unblock the sink. He tells you that you have to
phone down and get a job reference. It's crazy. It's just red tape. You
can’t wash your hands!”’ [Auxiliary nurse technician 1 interview] [pl: L18-
20].

Nurses perceived that structural constraints within their environment prevented
them from implementing infection control precautions, creating the potential for

transmission of infection.

“*The cubicle...it's been closed off for months. There was a sign saying the
toilet was out of order..The whole idea of having cubicles is for that
purpose.”’ [Auxiliary nursetechnician 1 interview] [p4: L24-28].

“*The nurse opens the cubicle door with dirty gloves on [because the toilet is
out of order]. Therelatives come in and open the same door. Don’t tell me
they don’t use their hands to eat crisps, eat sweets. They will haveit.’”” [RN
10 interview] [p7: 20-22].
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The harshness of the liquid soap and hand rub were associated with washing

hands | ess often.

“*What would encourage me to wash my hands more is nice sinks, nice taps,
nice smelling soap, with a moisturiser and a nice gel. Invest on that and the
nurses would keep on washing their hands...\hat do we get after we wash
our hands? Dryness on our skin, redness, prickles, so why would people
keep on washing their hands?”’ [RN 10 interview] [p4: L26-34].

The next section will present the findings in relation to equipment and resource

constraints.

Equipment And Resour ce Constraints

One of the constraints which nurses perceived to be influencing their ability to
implement infection control precautions was the limited supply of ward

equipment.

“‘Patients don’'t always get barrier nursed because we don’'t have enough
trolleys or enough PPE (personal protective equipment e.g. aprons and
gloves).”” [RN 13 interview] [p8: L14].

Lack of equipment was perceived as a potential source of cross-infection.

“*We constantly lack equipment to stop it spreading.”” [Auxiliary nurse 3
interview] [pl: L7-8].
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Patients with Clostridium difficile infection should ideally have their own
equipment, such as commode and blood pressure cuff, to prevent cross-infection.

Limited equipment made this difficult.

‘1t doesn’'t matter if they' ve got Clostridium difficile or not. We do their
blood pressure using the same cuff because we' ve got few machines. [Ward
Manager 2 interview] [p5: L1-2].

Nurses, doctors and phlebotomists were often observed improvising, to cope with

equipment constraints and to avoid cross-infection.

““You will see a lot of doctors using a latex glove as a tourniquet. We do
this when a patient has an active infection. | tend to tie two gloves together
and put a piece of gauze beneath it to prevent it hurting the patient.”
[Doctor 3interview] [p4: L31-33].

Prior to entering a cubicle to take blood from a patient with Clostridium difficile,
phlebotomists would prepare a foil tray with everything they needed (tape,

syringe, bottles, 1abels) to avoid taking their trolley into an infected area.

The phlebotomist tied two latex gloves together. She explained “‘it’s to
minimise the contamination. Sometimes there is a tourniquet in a cubicle
but sometimes there isn't.”’ [Field note extract 1.12.10 - observation and
informal conversation with Phlebotomist 2] [L18-22].

Nurses were observed improvising with sterile procedures because of the lack of

basic equipment such astrays.
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The nurse opened a pack of sterile gloves and rested the paper from the
packet on the bed, then lay her equipment on the paper on the bed cover.
She said ‘‘this is what you call improvisation...There aren't any trays.
Hospital staff shouldn’t have to improvise but it is a reality.”” [Field note
extract 9.12.10 - observation and informal conversation with RN 9] [L52-
56].

Nurses were observed having to cope with frequent episodes of equipment break
down. Nurses would walk out of a cubicle wearing a blue apron (which signifies
that they have been caring for an infected patient) carrying a full commode pan
covered with tissue. They would walk out of the ward down a corridor into the
adjacent ward to use the dluice, as their sluice was inoperable. At one point this
practice was observed for six continuous weeks, and once the sluice was repaired,
it broke down the following day. Many nurses perceived themselves as being
powerless under the circumstances, often developing their own strategies to

minimise the risk of infection spreading.

“’That sluice breaks down all the time. You'’ ve got no choice because you’ ve
got to dispose of it [faeced] ... try to take precautions by covering it [the
pan] when | walk out of theroom.”” [RN 1 interview] [p3: L22-27].

Nurses were observed on many occasions searching for equipment that worked.
Examples include blood pressure machines and tympanic thermometers, the latter
being a device which has been shown to reduce infections such as Clostridium
difficile, as the patient’s temperature is taken from the ear rather than the rectum
or the oral cavity (Brooks et al., 1998). This often caused frustration due to time

pressures.
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“It’s stressful when the equipment isn’t working properly, because you feel
that you are getting behind with your work. The qualifieds think you should
have done that [task] by now. You can tell the stress behind everyone. The
monitors play up and you go and get another one but it's the same.”
[Auxiliary nurse 2 interview] [p10: L15-19].

Similarly, nurses had to cope with limited amounts of stock and supplies.

“*There have been times when there are so many patients with C.diff that we
have run out of incontinence liners which go in the bed [protecting the
sheet] . We've had to use hand towels to wash their bottoms when we have
run out of wipes. Why are we short of stock all thetime?'’ [Auxiliary nurse
5interview] [p8: L6-9].

Limited amounts of stock and other supplies was an issue that nurses coped with.
One night shift, nurses had no hot water. The ward ran out of supplies of the
chlorine-containing cleaning agent (actichlor) for approximately six weeks, due to
ill-defined responsibilities for ordering stock.  Actichor was needed to
decontaminate surfaces and equipment to removes spores, as they are resistant to

many surface disinfectants (Weber et al., 2010).

“*There's nobody on the ward with an active infection, so | don't see any
reason why we have to use actichlor...\We always clean with acticlor up ‘til
now, so the spores are always being removed but at the moment we can’t do
it because we haven’'t got any. We have to use soap and water.”” [Field
note extract 5.10.10 - informal conversation with Ward Manager 1] [L148-
153].

Having to cope with limited supplies of equipment and resource constraints was
perceived to be contributing to highly charged emotions (See later section —

Professional Frustrations — Struggling, p.283).
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The next section will present the findings in relation to role models, social norms

and *‘fitting in’’.

Role Models, Social Norms And “‘Fitting In”’

Nurses said that they learned through observing the behaviour of their seniors, and
considered the consequences of their actions before deciding whether to adopt

similar behaviour.

““You look to certain nurses and you try and match that...Sometimes 1’d
think | didn’t like how that was done. | didn't like the results of that
situation, or the process to getting to that result. You know you'd reflect on
the situation. | wouldn’'t want to do that, that way.”” [RN 9 interview] [p10:
L14-24].

Socia Learning Theory proposes that a combination of environmental (social) and
psychological factors are required to influence behaviour. The theory outlines
three requirements for people to learn and model behaviour including
remembering what has been observed, the ability to reproduce the behaviour and
motivation to want to adopt the behaviour (Bandura, 1977; Rotter, 1954).
Motivation to implement infection control standards can be influenced by aspiring

to mentors, senior colleagues or aleader within the group.

““We've got some really good nurses on the ward that we can look up
to...which are good role models for our junior nurses.”” [Auxiliary nurse
technician 2 interview] [p10: L26-27].
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‘1 know everybody has their own particular role in caring for the patient,
but you do look to see what the doctors are doing or to see what the
consultants doing.”” [Doctor 8 interview] [p4: L28-30].

Experienced doctors were perceived by some doctors and nurses to be better at

implementing certain precautionary measures.

“*Some of them are good [at hand hygiene]. The consultants are the best.”’
[Ward Manager 2 interview] [p6: L20].

‘1 have only seen one doctor here wash his hands religiously during the
ward round. He is a consultant. Today he would not let a junior doctor
touch a patient as he had not washed his hands.”” [Doctor 3 interview] [p5:
L11-14].

“‘1 think more of the consultants are doing it [gowning up and washing
hands between patients] better than I’ve seen on other wards. | think it's
setting the example particularly for the junior medical staff. | think it's
starting to drill in the practice that you need to wash your hands between
patients”’ [Doctor 2 interview] [p2: L2-5].

Severa nurses said that ward managers did not always display the correct

behaviour.

“* At meetings nurses get reminded to follow the protocol...But then you
might get somebody on the same level who does the opposite’”” [RN 6
interview] [p3: L9-10].

Some inexperienced nurses said they implemented incorrect practice as a way of

fitting in with the team.
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“*The way we were taught to do things in uni differs from how it is done in
reality. When | first came here | was adamant that | would say something,
but when you are busy and someone is uncomfortable and the staff don’t
care how things are done, you end up doing things you know you
shouldn’t.”” [RN 5interview] [p5: L17-20].

Junior doctors did not always think of themselves as a role model for their

colleagues, nurses, patients and visitors.

“‘1 haven't really thought about it [being a role model] but | can see the
point.”’ [Doctor 1 interview] [p6: L16].

Inexperienced nurses said they looked to the behaviour of senior nurses as a role

modd. None of the nurses considered doctors as their role mode!.

“‘1 wouldn’t consider doctors as a role model. We are so separate, even
though we work together. They are so clinical. The only connections we
have with those people are clinical issues.”” [RN 9 interview] [pl0: L26-

27].

The behaviour of doctors appeared to be influencing the perception of some

NuUrses.

1 think what’s the point of barrier nursing when people are just going in
and out, not washing their hands.”” [RN 3 interview] [p5: L4-4].

Being an experienced doctor or nurse may be associated with being more aware of

how ones' behaviour may influence others.
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‘1 found myself doing it better because my juniors are watching me. You
feel like a role model for them. If | fail to wear a gown/gloves then | would
be giving a bad example. | think the consultant is doing the same thing. By
doing that they would be telling us that it is not important. If | am not
complying, how can | ask for that?"’ [Doctor 10 interview] [p10: L29-31].

“*As medical professionals we should serve as a model. If patients or
relatives don't see us doing things properly to prevent the spread of
infection then they won't see why they need to do it either.’” [RN 10
interview] [p3: L18-20].

Motivation to implement behaviour can be influenced by the consequences of
action taken. According to Skinner (1974) people avoid negative consequences,
while desiring positive results or effects. If a positive outcome is anticipated, the
behaviour is more likely to be adopted or its frequency increased. For example,
nurses and doctors may prioritise their decision for failing to implement barrier

nursing precautions in relation to some positive benefit, such as saving time.

“‘Everybody does it [enters a cubicle without gowning up]. Nurses do it
mor e than doctors, because they are fed up with putting aprons on or they
may forget something. They come out and go back in, without gowning
up...I do the same thing...If | amin a rush...You justify it in your head. You
know...If I"'m not touching anything. | may just want to ask the patient a
very quick question.”” [Doctor 10 interview] [p10: L8-17].

Where there are no negative consequences of this behaviour it islikely to be

reinforced and therefore repeated (Skinner, 1974).

““1 only went in because she was calling me. | can't see the point [of
gowning up]. What harm am | doing going in for a few seconds? I’'m not
touching anything, just listening to the patient.”” [Field note extract 9.10.10
- informal conversation with auxiliary nurse 8] [L154-157].
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“*1 know it’s not an excuse, but when patients, when you’re ridiculously busy
or if I have taken off a gown and | have forgotten the drug chart ...and you
just run in and just pick up the drug chart.”” [Doctor 2 interview] [p2: L9-
15].

Seeing standards being breached in one area (propping open the cubicle door)
may negatively influence an individual’s motivation to implement other isolation

precautionary measures (glove and gown use).

“* Are the rooms being closed for C.diff patients? [Says this sarcastically].
Because there's no point in gowning up before entry...People can go in and
out without causing any harm, because we believe that C.diff forms spores
in the air. If the rooms are not closed what is the difference if I go in and
say are you ok...If the rooms are closed then | will be exposing the spores.
So the room should be closed. If not, people will be walking in.”” [Doctor
6 interview] [p3: 12-18].

The ward culture was perceived to be affecting the attitude of other staff coming
onto the ward. Observing standards not being implemented may influence their

motivation to implement similar behaviour.

“‘1 popped my head in the cubicle and asked the nurse if the patient had
C.diff. She said she didn’'t know. She had no apron or gloves on but there
was a sign on the door saying that the patient was being barriered. This
happens a lot on other wards too. If they're not doing it, why should we
bother?’” [Field note extract 1.12.10 - informa conversation with
Phlebotomist] [L29-33].
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Visitors may look to doctors and nurses when uncertain of the precautions they
should be implementing.

The visitor of the C.diff patient entered the cubicle. The ward manager and
three nurses were sitting at the nurses’ station...No one said anything to the
visitor. There was a sign on the door indicating that the patient was being
barriered. As the door was wide open, the sign was not easily seen. The
doctor walked into the cubicle, said something to the visitor then walked
out. No handwashing, gel, gloves or gown was used. The doctor returned
and re-entered the cubicle. When he came out he used the gel outside the
door. The visitor followed him and copied his behaviour (used gel to
cleanse hands), but appeared unsure what to do. [Field note extract 10.8.10
- observation] [L58-64].

Doctors were perceived as having an important role to play in setting the standard

of expected behaviour on the ward.

“*1 think they should maintain the hygiene controls and still use gown and
gloves when they go into a cubicle, because it's important to enforce to
everybody else that this patient is barrier nursed and therefore that’s what
you are doing. A lot of people feel that they're just sticking their head
round the door, they’ re not getting close to the bed, they re not examining
the patient. Bugs are not going to leap four foot across the room so there's
no need to gown up.”” [Doctor 8 interview] [p5: L1-6].

Seeing experienced doctors failing to implement precautions was seen as lack of

commitment to standards.

““The newer doctors are better than the older ones, but the women are
better than the men. Doctors that are coming out now are keyed up about
infection control because of their training. Some of the older ones haven't
got much timefor it.”” [Doctor 3 interview] [p5: L14-16].
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Similarly, many nurses perceived that doctors were failing to implement standards

because they lacked interest in infection control.

““Doctors are awful. They sit on the beds, have to be reminded to wash
their hands, and we have to nag them about everything. They are not
interested in infection control.”” [Field note extract 2.8.10 - informal
conversation with Ward Manager 1] [L70-72].

Doctors may be interested in infection control. The perception of being
bombarded may result in infection control being prioritised a a lower level,
giving the impression that it is not important (See Feeling Overwhelmed p.294).

The next section will present the findings in relation to control of standards.

Control Of Standards

Severa nurses and doctors reflected that standards were stricter years ago because

the matron was in charge.

“*The key way to solve problems is to have one person whose sole job isto

come on the ward and make sure everything is done. That's what the
matron used to do and that’'s where we fall down...Bring the matrons
back...Someone needs to be the over see-er.”” [Doctor 2 interview] [pl2:
L4-11].

Many nurses mentioned that the ward manager was too busy to notice what was

going on as she was rarely present.
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“It's all about paperwork now. She [the ward manager] doesn't realise
what is going on out there’” [Field note extract 5.10.10 — informa
conversation with auxiliary nurse 8] [L121-122].

During an infection control meeting, the practice of nurses using alcohol hand rub
on their gloves was raised. A recent audit by an external body which took place
on a different ward had identified this practice as being out of date. The ward
manager said during the meeting that nurses no longer used hand rub on their
gloves and that this practice ceased some time ago. Interview and observation

data confirmed that some nurses used hand rub on their gloves frequently.

““1 mainly use gel on my gloves during the observations. | go around
patient to patient and in between use the gel on the gloves. At theend, if I'm
in a bay, I'll take my gloves and my apron off, wash my hands, get a new
apron and gloves and go into another area.”” [Auxiliary nurse 4 interview].
[p5: L22-28].

Colour coding of aprons may assist nurses identify where protocols were being

breached. There was a notice displayed in the ward corridor:

Nursing staff should not be seen walking around ward corridors with a blue
apron on as this is a means of spreading infection. [Field note extract
2.9.10 - observation] [L129-130].

Nurses were seen on many occasions walking around wearing a blue apron. This

appeared to be accepted practice.

““Where | used to work, if we were cleaning patients we wore white. You
couldn’t do any food until you had the right apron on. You'd be told to put
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a blue one on. It kind of worked only because people were told to do it.”’
[RN 1interview] [p4: L13-16].

Lack of enforcement of basic hygiene standards was mentioned by some staff.

‘1 always joke because it’s the only job where you've got to wash your
hands before you go to the toilet, rather than just wash them after. And you
see nurses not washing their hands before they leave the ward.”” [RN 4
interview] [p4: L26-28].

Being too busy was mentioned as a reason to support the lack of enforcement of

infection control standards.

1 think there's lots of things as a consultant that you should mention to
your juniors and not let dlide...hygiene on the ward.. filling in drug charts.
I think those things need to be enforced. | think often we don’t, because
we'rebusy.”” [Doctor 8 interview] [p4: L30-34].

“*They know that I’m not a hard person. I'm part of the team. Yes, | lead the
team but | am a part of the team. ...I pull on their heart strings a bit. |
didn't shout at them, it's pointless laying into them. But | expressed my
disappointment. You can’t shout at them...I know the pressures. | know they
are busy. That's the way | deal with it.”” [Ward Manager 3 interview] [p6:
L11-16].

252



Ward managers have alot of administrative duties to carry out as well astrying to
be visible on the ward. Using other nurses to assist with monitoring standards was

perceived as being important, although this did not happen on the ward.

“I'm restricted by time...You can't have eyes in the back of your head. If
you haven’'t got somebody helping you out you are not going to do it all by
yourself...If you have a group of you doing it, you know you just spur each
other on..”” [Ward Manager 3 interview] [p3: L8-12].

The ward manager was perceived as being powerless to take action when doctors

failed to implement infection control precautions.

““1 don’t think | have ever ever seen a doctor going into a barrier nursed
room with a gown and a mask on...I have seen Dr *** gowning up but |
think that’s because she is a woman with children. It's really maddening.
We have discussed it with our ward manager. She does say something to
them but it just goes over their heads. | think they think they are pretty
much immunetoit.”” [Auxiliary nurse 3interview] [p3: L1-13].

Getting doctors and ward cleaners to implement ward infection control
precautions was a difficulty that was recurrently mentioned by nurse ward
managers. The ward was placed at the bottom of the hospital list for compliance
with the antibiotic strategy using the antibiotic label, which was part of a primary
prevention strategy to control the spread of C.difficile infection. Ward managers
did not see themselves as being responsible for the doctors poor performance,

and other ways were considered to deal with theissue.
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“‘1t's not my responsibility...it's the doctors. They are the prescribers. One
of the consultants had spoken to the team...but the nurses have wondered
how we are going to get this up [antibiotic label compliance]. We have
thought that the only thing we can do is we won't give the antibiotic unless
the sticker is on the chart. The sticker sometimes is on there but not filled in
correctly. There are sneaky ways to try and get the doctors to fill them
out.”” [Ward Manager 3 interview] [p10: L1-23].

Punishment was discussed during an infection control ward meeting as doctors
were not implementing the ‘bare below the elbow’ policy. The nurse director
explained to the consultant that any doctors that do not follow this ‘rule’ would be
removed from the ward. The consultant responded by laughing at this suggestion,
implying that she did not take this seriously (See aso Staying Silent p.300).
Seeing ward staff failing to implement precautions without negative consequences

may result in others perceiving that they can avoid implementing these too.

The nurse sighed when she saw the notes had not been updated for over a
week. No bowel movements had been recorded. | asked why these had not
been completed. She said ‘*some staff fill them out, some don’t including
the night staff. You tell them and they still don’t do it. | have reported it but
nothing gets done. Somebody must take action against these people. Other
staff see them getting away with not doing it and they think they can get
away with it too.”” [Field note extract 7.11.10 — observation and informal
conversation with RN 15] [L60-64].

Undesirable behaviours can be decreased or extinguished by receiving negative
consequences soon after the behaviour has been performed, a process known as
operant conditioning (Skinner, 1974). An example of reinforcement could include
providing feedback from audits. Nurses and doctors said they did not receive

feedback from audits.

254



“‘1 didn't know that we' d failed the commode audit to be honest. I'm quite
disappointed that we failed.”” [Auxiliary nurse technician 2 interview] [p11:
L20-21].

Some nurses suggested that lack of feedback was giving rise to uncertainty about

their performance.

““We don’t see the numbers coming down. We don’t get any feedback. It
may be brought up in a meeting now and again...If you have got 10 people
who have come down with it [ C.difficil€] you think there is something wrong
here. What are you doing wrong?’ [RN 17 interview] [p9: L22-28].

Although audits were carried out on the ward, the results may not always be fed

back to the ward managers.

“I'mnosy and | look [that is how | find out about the audit results] and | go
to the clinical governance meetings and things like that..] will say to
someone like the nurse director and ask how are we doing... because of my
role’” [Ward Manager 1 interview] [pl: L11-14].

Many nurses perceived that C.difficile infection was being brought in from

outside.

““We had a massive problem with C.diff on this ward and because of what
we did [implementation of bed cleaning and de-cluttering] our rate of
infection plummeted. We don’t have a massive amount of C.diff on the ward
now. The majority...have come in with it. | don’t think there's a lot that
have been contracted fromhere’” [RN 7 interview] [p5: L1-7].
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An infection control meeting took place on the ward mid-way during the field
work. The meeting was attended by one ward manager, two nurse directors, one
consultant and one infection control nurse. During the meeting it was announced
that there had been 24 patients infected with C.difficile in the previous three
months. Of those, 15 were attributed to outside the hospital and 9 patients

contracted C.difficile from the ward. Of those patients, 7 had died.

In summary, four categories of organisational issues were identified. These
include spatial and structural constraints, equipment and resource constraints, role
models, social norms and ‘‘fitting in’” and control of standards. The next section

will present the findings related to perceptions of contamination.
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Theme: Perceptions Of Contamination

I ntroduction

This section will present the findings in relation to the theme of perceptions of
contamination and explains how it influences the use of protocols and guidelines
into practice, based on the second research question. Four categories were

identified (See Figure 5).

Figure5: Summary Of Theme

Theme - Per ceptions Of Contamination

Category - Fear Of Infection
- Normalising Infection
- **Looking Or Feeling Dirty’”’

- Getting Rid Of *““It”

Fear Of Infection

Being infected with Clostridium difficile was associated with embarrassment and

thoughts of being unclean.

“*] feel for the patient because everybody looks at them and thinks they are
unclean.”” [Ward Manager 1 interview] [p7: L14-15].

“Patients will question ‘‘god, is he infected?’...they can smell it.”’
[Auxiliary nurse technician 1 interview] [p8: L31-32].
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Nurses may not use a blue trolley at the end of the patient’s bed on the ward to

“‘keep it quiet.”’

““You don’'t want anyone else knowing. If arelative's seen that [their family
member lying next to an infected patient] they may be up inarms.”” [RN 6
interview] [p2: L1-3].

“*When they see trolleys at the end of the bed, the family kick off. They say
they don't want their father/mother in here if that patient has got C.diff or
MRSA. They know it because there is a trolley at the end of the bed.
Everybody knows what that's there for.”” [Auxiliary nurse technician 1
interview] [p4: L2-5].

Thoughts of being ‘‘unclean”” were associated with fear of ‘‘getting’’ infection
and of taking ‘‘it"’ home. Females more often mentioned their concerns about
getting infection than males. Nurses and doctors who expressed anxiety were

concerned for their own health and/or the health of their loved ones.

“‘1 have seen *** gown up before going into see a patient with an active
infection...I think that's because she is a woman with young children.
People tend to think about protecting themselves because they want to
protect their children. They don’t want to take it home.”” [Auxiliary nurse 3
interview] [p3: L4-7].

“I'm religious with things like C.diff. | wash everything with soap and
water. | double glove too...I'm trying to avoid anybody infectious because
I’ve got a weak immune system. | don’t want to be taking things home.’”’
[RN 7 interview] [p8: L3-13].

““My partner has got a weakened immune system, | don’'t want to take
anything home...If | take it home he could end up in hospital.”” [Auxiliary
nurse 4 interview] [p2: L4-5].

258



Thoughts of dread about the prospect of contracting infection or spreading ‘it’ to
loved ones was associated with paying attention to precautions or taking extra

precautions in the hope of avoiding infection.

‘1 cleaned that gentleman up [with C.diff infection]. | scrubbed up to here
[points to her elbows]. | put gel on..I've got paranoia about it.”
[Auxiliary nurse technician 4 interview] [pl: L29-31].

““I'm highly obsessive about handwashing between patients and before |
leave, because I’ ve got a little one at home.”” [Doctor 5 interview] [p2: L4-
5].

There is a requirement for employers under the Workplace (Health, Safety and
Welfare) Regulations, 1992 to provide changing facilities including lockers and
showers for employees (Heath and Safety Executive, 1992). As changing and
showering facilities were not available on the ward, nurses travelled to and from
their place of work in their uniform. Some nurses stored their personal belongings
in an unlocked cupboard in the ward corridor, whilst others stored them under the
desk at the nurses’ station. Outdoor clothing such as cardigans and hoodies were
often found lying over chairs at the nurses station. Many nurses talked about

feeling dirty when they left work and strategies they used to make them feel safe.

““1 go home and | don’t let my kids touch me. | go straight in the shower
and my clothes go into a 40°C wash...That’s because I’ ve got small ones. |
say to my kids ‘*mummy is really dirty, you can’t come by me’’. Then | go
in the shower. | never walk my shoes through the house’” [RN 10
interview] [pll: L9-14].
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‘] take my clothes off as soon as | get in and shower. | do that for any
infection...I wash my clothes each day and I’ ve even got a separate laundry
basket.”” [Ward Manager 1 interview] [p3: L30-31].

Seeing patients or experiencing a loved one suffer from healthcare-associated

infection may heighten awareness of the consegquences.

““I’ve been nursing for twenty years. 1've seen so much of it that my
experiences have brought it on [being more aware].”” [Auxiliary nurse
technician 4 interview] [p2: L2-3]

“*My father died on one of these wards. He contracted C.diff so | know
exactly what it feels like. It was horrible to watch my father die like that.”’
[RN 7 interview] [p8: L13-15].

Being aware of the contamination risk and having confidence in the efficacy of

the preventative measures may result in these being relied upon.

““We had a bug on the ward and a couple of nurses got it [diarrhoea and
vomiting]. | never got it. If you are aware of things, you shouldn’t pick it
up. | know it can’'t be helped because it’s on surfaces, if you put your hand
down you can easily pick it up, but...I’m always watching for things. | fedl |
can prevent it.”” [Auxiliary nurse technician 4 interview] [p2: L3-8].

““In my nursing career | will be faced with infection but |1 know what to do
to prevent infection. | always hand wash. | am very careful with that and |
wash frommy elbows.”” [RN 2 interview] [pl: 23-25].
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Use of gloves and apron may make a person feel less anxious about uncertain risk.

““It [using gloves] makes me feel better. | don’t know how effective it is. | feel
like | amdoing something.”” [Doctor 5 interview] [p6: L17-18].

Lack of confidence with the precautionary measures may influence behaviour.
Some nurses and doctors said they did not feel convinced about the efficacy of the
alcohol hand rub, so would use soap and water. Their behaviour was not based on
evidence. Rather their actions were initiated from a feeling or intuition that

washing with soap and water was a safer method of protection.

1 think it’s better to wash your hands, rather than use the gel. | might be
wrong. But | tend to go for the sink more. | feel safer using soap and
water.”” [Doctor 5interview] [p7: L8-9].

‘1 feel that just using the gel is not enough of a barrier [from infection] .
They say you can use it in between but | feel cleaner by washing my hands.
| don't relyonthege. | douseit, but | don't rely onit.”” [Auxiliary nurse
technician 4 interview] [p3: L16-19].

Circumventing procedures to protect oneself from infection due to structural
constraints may explain why some nurses did not remove their apron and gloves

before they left a cubicle, after caring for an infected patient.

“*When we have a C.diff patient in the cubicle, we have to give them the bed
pan, because the toilet hasn’'t worked for months. If you’' ve got the bed pan
in your hands and you are holding it with your gloves and you open the
door to come out, because I'm not taking my gloves off. Infection control
says that if you are in an infected area you must take off your PPE before
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you come out of the room. How are you going to open that door without
touching that handle?’” [RN 13 interview] [p7: L14-19].

Similarly, fallure to remove contaminated aprons and gloves whilst walking

around the ward corridors was justified as a self-protection mechanism.

““I’'m not going to not wear gloves and pinney when I’m carrying anything
infective. We have got to walk up and down the corridor [with machines]
and we have got to protect ourselves...I’'m not touching anything without
gloves on. | wouldn’'t wash anybody’s hair without gloves on.”” [Auxiliary
nurse technician 3 interview] [p5: L21-28].

For some people, disgust was associated with fear of contamination (See
“*Looking and Feeling Dirty’’ p.270). Some nurses and doctors would bite their
skin or nails, or put their pen in their mouth, whilst others talked about

consciously reminding themselves about being hygienic to avoid infection.

‘1 don't want to take it home with me...I'll go for the tap to wet my finger
so that | can open a plastic bag...You have washed your hands and you are
going to open a yellow bag and you go like this [licks a finger to open the
bag] and then | catch myself doing it. When nobody’s looking | go
[grimaces and spits to demonstrate spitting out bugs]. You do it without
realising. It's so easy to do. But then you catch yourself.”” [Auxiliary
nurse technician 1 interview] [p10: L5-13].

Some nurses would eat unwrapped sweets from their pockets or drink from an
opened can of soft drink, which they had stored at the nurses station. Other
nurses were more careful and would wrap their drink bottle in a plastic bag before

storing it on the desk, or would avoid eating on the ward.
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‘1 came in on a night shift and it was manking [the nurses’ station]. There
was loads of swine flu and C.diff on the ward...The cubicle doors were open
and there was an open box of chocolates lying on the desk [Pulls a face].
So | threw theminthebin.”” [RN 4 interview] [p4: L31-36].

Although some staff mentioned their concerns about the risk of infection, others

talked about putting * ‘it into perspective.

Normalising I nfection

Some nurses, doctors and ancillary staff said they did not think about the risk of
infection and would go into automatic pilot when faced with a patient with
Clostridium difficile, in terms of the procedures that needed to be followed. This
‘switching off’ may be a coping mechanism to protect an individua from the

perceived fear of danger.

“*1t’s concerning because you don’t know what’s being passed on. | switch
off to a lot of stuff. | deal with it in terms of doing what | know is necessary,
like using gloves and gowns...I don’t even think what could happen to me
actually. 1 think you could become a bit paranoid about it. | do take extra
precautions [before caring for a C.diff patient] most definitely...but | don’t
think about it.”” [Auxiliary nurse 3 interview] [p6: L4-9].

““I"m not really concerned about C.diff. We go to outpatients and we could
be dealing with an infected patient and not know. You have to put it into
perspective. But | think we should be more concerned about ourselves.”
[Field note extract 1.12.10 - informal conversation with Phlebotomist 2]
[L67-69].
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Where risks are perceived to be chosen or voluntary, any perceived danger may be

considered to be more acceptable (Renn, 1992).

““It's not something we think about [C.diff]. We are just trying to do our
job.”” [Field note extract 1.12.10 - informal conversation with Phlebotomist
3] [L41-42].

Resentment was felt by some nurses when other nurses refused to accept risk as

part of the job.

“*1’ve got two young children at home which isworrying you know. But it's
not one of the things that stays on my mind all the time. You know you come
to work and you could come into contact with something everyday. That
doesn't worry me. 1'm not thinking that patient in there with C.diff I’'m not
going in there. There are some nurses who say ‘I’'m not going in there
today’. Youcan't dothat! It'syour job!”” [RN 17 interview] [p4: L13-17].

Common risks may be underestimated if these are familiar (Douglas, 1985).

““The problem is that it [ Clostridium difficile] has become so common, it is
almost accepted...you are going to get C.diff!...I think it has become so
common in the workplace that C.difficile is over looked.”” [Doctor 2
interview] [p5: L2-5].

Getting used to infection in the environment may be a contributing factor

associated with loss of fear (Slovic et al., 1986).

““When you start in this job you get paranoid. Someone had MRSA...and
she coughed all over me, | remember feeling oh my god I’'m gonna get
MRSA...I don't think about it now [C.diff] because we are so used to

264



patients having it. You get so used to working in germs.”” [Auxiliary nurse
5interview] [pl: L21-26].

Antibiotic usage and the poor health status of the patient were seen by many
doctors as the mgjor contributing factor for the high levels of Clostridium difficile

infection on the ward.

“It's chaotic antibiotic usage, where the antibiotics have been changed
three or four times in the first few days with no apparent logic. These
patients have a lot of medical co-morbidities. They've got multi sites of
possible infection and they're generally quite elderly and frail which is
characteristic of C.diff across the board.”” [Doctor 8 interview] [p7: L4-
12].

Doctors were seen to weigh up the risk of Clostridium difficile infection as an
inevitable part of the patient’s treatment. Rational Choice Theory proposes that
individuals will balance the costs against the benefits when deciding on the best

option (Scott, 2000).

“*There are patients we look at and think you’ re gonna need antibiotics but
you're gonna get C.diff [laughs as if it’s inevitable yet ironic], but you're
gonna have to have the antibiotics anyway. Like everything we do it’s like
risk - benefit.”” [Doctor 8 interview] [p7: L14-16].

Many nurses perceived infection to be an outcome of the patient’ s treatment rather
than due to an act or omission by ward staff during the patient’s care. For nurses,
toleration of risk was associated with the perception that antibiotics cause

Clostridium difficile infection.
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“*How many times have you had antibiotics and had a bad stomach? That’'s
how they get it. Everybody carriesit. It's caused from antibiotics and yeah
you can infect people but most people get it anyway because of the
antibiotics they are on. It's not necessarily because it's been spread.”
[Auxiliary nurse 5 interview] [p2: L4-6].

“*C.diff I’'m not overly concerned about it...I’m very much focused on the
fact that it is antibiotic caused than spread around.”” [RN 3 interview] [p4:
L9-15].

Recurrence of infection is seen in 33% -75% of patients that have been treated for
C.difficile diarrhoea (Barbut et al., 2000; Johnson, 2009; Kyne et al., 2001;
Poutanen and Simor, 2004). The need to protect those patients from sporesis just
as great as those patients who have never suffered from the infection. Some

nurses perceived repeat infection as inevitable.

“*They tell me the patient has had C.diff before so it’s not surprising if the
patient contractsit again.”” [RN 5interview] [p4: L9-10].

Time frame can be an important source of bias, such as the degree of delay
between behaviour and the onset of consequences (Fischhoff et al., 2000). The
‘immediacy effect’” will be an important factor in judging risk. For example, the
consequences of a physical risk such as falling from a height would be immediate
and possibly fatal and easier for individuals to visualise, than a biological risk
where the effects are often delayed. Being able to demonstrate the effects of one's

actions and how this relates to infectio