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Risk Assessment in Infection Control:
Which Risks?

To the Editor—The focus of infection control professionals
(ICPs) is on the control of infection risks. ICPs usually work
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within a geographically defined setting, such as a hospital,
with services organized to control risks within that defined
setting. ICPs have to consider both the risks associated with
infection and those associated with control strategies, which
may themselves have a significant adverse impact on indi-
viduals or groups. For example, isolation of hospitalized pa-
tients may be associated with non—infection-related adverse
consequences.’

The importance of dimensions of well-being apart from
those directly associated with infection is well illustrated by
an example of an infection control dilemma posed in the
recent article by Bryan et al.*®'’® We are asked: “Should a
postpartum woman being treated for a breast abscess due to
methicillin-resistant Staphylococcus aureus (MRSA) be al-
lowed to visit her infant in a busy neonatal intensive care
unit (NICU) in which MRSA has not yet emerged as a sig-
nificant problem?” The risks include the potential for infec-
tion to damage the infant’s health, to threaten the continu-
ation of breastfeeding, and also to damage other dimensions
of well-being related to mother-infant attachment. These risks
also threaten other infants who may be in the NICU at the
time, as well as in the future, if MRSA becomes endemic.

If we take a very broad definition of health, such as that
of the World Health Organization (WHO)—a state of com-
plete physical, mental, and social well-being and not merely
the absence of disease or infirmity—then risks related to in-
fection, breastfeeding, and mother-infant bonding can be
considered risks to health. Many would argue that the WHO
definition is impractically inclusive (eg, Saracci®). Even so, if
we consider that ICPs have a responsibility to consider the
overall well-being and interests of patients, then we should still
take into account the risk of an adverse impact of control
strategies on mother-infant bonding.

Some of the recently published work on public health ethics
(eg, that of Powers and Faden®) has drawn attention to di-
mensions of well-being outside of a narrow definition of
health, referring specifically to health, respect, attachment,
personal security, reasoning, and self-determination. Nuss-
baum® has defined 10 capabilities derived from the question:
“What activities are...definitive of a life that is truly human?”
The list of capabilities comprises life (normal life span); bodily
health; bodily integrity; senses, imagination, and thought;
emotions; practical reason; affiliation; relationships with other
species; play; and control over one’s environment, Nussbaum®
argues that we should give priority to ensuring that everyone
achieves a minimum standard of capability in all of these
dimensions.

The Nuffield Foundation has recently published guidance
on public health ethics in which they argue in favor of a
stewardship model, stating that, as stewards, we have a special
obligation to protect the most vulnerable.*®'* The Nuffield
Foundation defines vulnerability as “lacking capacity to make
informed judgments for oneself, being socially or economi-
cally disadvantaged, or...[having] other factors that contrib-
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ute to a lack of autonomy.” Not only are infants in the NICU
among the most vulnerable, according to this definition, but
they are also extremely vulnerable with respect to both in-
fection and the adverse consequences of infection. Almost all
of the capabilities “definitive of a life that is truly human”
(as defined by Nussbaum?®) are at risk for infants in the NICU
if infection spreads. Control strategies that limit mother-in-
fant interactions also put these capabilities at risk, and this
case illustrates the importance of considering all dimensions
of well-being both when trying to optimize control strategies
and when defining risks. Uncontrolled spread of MRSA has
the potential to compromise other mothers and infants
through infection, through interference with breastfeeding,
and through interference with attachment.

The relevance of the observation that “MRSA has not yet
emerged as a significant problem” depends on the risk of
cross-infection to other infants. Currently, the emphasis in
biomedical ethics is to support individual rights, autonomy,
and self-determination. Only when there is a threat of harm
to others “can [power] be rightfully exercised over any mem-
ber of a civilized community, against his will, to prevent harm
to others.””®® The case for restricting access of the mother
to her baby is strengthened as the possibility of harm to other
infants increases (eg, through the spread of MRSA).

The broad range of risks from infection to the well-being
of infants requires that we do what we can to minimize the
risk of preventable infection. With adequate infrastructure
and sufficient staff, it should be possible to lessen the degree
of risk of harm to others that is associated with allowing a
degree of contact between a mother and her infant. Subop-
timal levels of staffing and infrastructure are risk factors for
increased mortality in NICU, according to the UK Neonatal
Staffing Group Study.® Staffing and infrastructure in NICUs,
even in affluent countries, may be below recommended stan-
dards.’ It is striking that, in the United Kingdom, only 3.8%
of NICUs are achieving national standards for nursing staff
working in the NICU."

If the goal of the ICP is to control infection risks in a
manner that best serves the overall well-being and interests of
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patients (within that defined setting), then risk management
strategies must take account of both infection and noninfec-
tion risks to well-being. NICU infants illustrate the diversity
of dimensions of well-being at risk from preventable
infection.

Michael Millar, FRCPath

From Barts and The London NHS Trust, London, United Kingdom.
Address reprint requests to Michael Millar, FRCPath, Barts and The
London NHS Trust, 3rd Floor, Pathology and Pharmacy Building, 80 Newark
Street, London E1 2ES, UK (michael.millar@bartsandthelondon.nhs.uk).
Infect Control Hosp Epidemiol 2008; 29:381-382
© 2008 by The Society for Healthcare Epidemiology of America. All rights
reserved. 0899-823X/2008/2904-0021$15.00.DOI: 10.1086/529122

REFERENCES

1. Stelfox HT, Bates DW, Redelmeier DA. Safety of patients isolated for
infection control. JAMA 2003; 290:1899-1905.

2. Bryan CS, Call TJ, Elliott KC. The ethics of infection control: philo-
sophical frameworks. Infect Control Hosp Epidemiol 2007; 28:1077-1084.

3. SaracciR. The world health organisation needs to reconsider its definition
of health. BMJ 1997; 314:1409-1411.

4. Powers M, Faden R. The Moral Foundations of Public Health and Health
Policy. Oxford, England: Oxford University Press; 2006.

5. Nussbaum MC. Frontiers of Justice: disability, nationality, species mem-
bership. Cambridge, MA: Harvard University Press; 2006.

6. Public Health: ethical issues. London, England: Nuffield Council on Bio-
ethics; 2007.

7. Mill JS. On liberty. In: Collini S, ed. On Liberty and Other Essays. Cam-
bridge, England: Cambridge University Press; 1989:13.

8. UK Neonatal Staffing Study Group. Patient volume, staffing, and work-
load in relation to risk-adjusted outcomes in a random stratified sample
of UK neonatal intensive care units: a prospective evaluation. Lancet
2002; 359:99-107.

9. Standards for hospitals providing neonatal intensive and high dependency
care. 2nd ed. London, England: British Association of Perinatal Medicine;
2001.

10. BLISS Web page. Special delivery or second class: are we failing special
care babies in the UK? Available at: http://www.bliss.org.uk/pdfs/baby-
report_updateweb.pdf. Accessed January 10, 2008.


mailto:michael.millar@bartsandthelondon.nhs.uk
http://www.bliss.org.uk/pdfs/baby-
https://doi.org/10.1086/529122

