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RESUMO

GRANZOTTO, E. M. de O. Efeitos do isolamento de contato por bactérias
multirresistentes nos niveis de ansiedade e depressao dos pacientes. Tese - Pontificia
Universidade Catodlica do Parana - Escola de Medicina - Pés-Graduacédo em Ciéncias
da Saude. Curitiba, 2019.

Precaucgdes de contato em pacientes com Organismo resistente a multiplos farmacos
(MDRO) tem sido associado com efeitos adversos aos pacientes, incluindo ansiedade
e depressao. O alvo deste estudo foi avaliar a presenca e nivel de ansiedade e
depressao através de diferentes escalas padronizadas em pacientes isolados com
MDRO. A colonizacdo de MDRO estdao associadas ao aumento do tempo de
hospitalizagdo e demonstram ter em um impacto adverso em pacientes de cuidadores
paliativos assim como também em seus familiares e cuidadores. Para isso foram
utilizadas as escalas Escala Hospitalar de Ansiedade e Depressao (HADS), Inventario
de Depressao de Beck ou Escala de Depressao de Beck (BDI), Escala de Avaliagéao
de Ansiedade de Hamilton (HAM-A) e Escala de Avaliagdo de Depressao de Hamilton
(HAM-D). Isso decorre da necessidade da estratégia de prevengao para reduzir a
transmissao de MDRO dentro das instalagbes de cuidado de saude. Método: trata se
de um estudo transversal analitico quantitativo realizado no Hospital Universitario
Cajuru (HUC). Entre margo de 2018 a outubro de 2018 com pacientes admitidos no
setor de isolamento de contato devido a colonizagao por MDRO. Os MDROs incluidos
no estudo foram Staphylococcus Aureus Resistente a Meticiina (MRSA), a
Enterococo resistente a vancomicina (VRE), Enterobacteriaceae resistentes a
carbapenem (CRE), complexo de Carbapenem-resistant Acinetobacter baumannii
(CRAB) e pseudomonas aeruginosa resistente a carbapenem (CRPA) Resultados:
detectamos alto indice de adoecimento por ansiedade e depressao que incluem
dificuldades em virtude de infecgcdes diminuindo as defesas do paciente com
respostas imune deficientes.

Concluséo as bactérias gram-negativas multirresistentes e os conflitos intrapsiquicos
dos pacientes resultam em sintomas subsindromicos com comprometimento funcional
significativo para o individuo causando danos fisico e psicolégico representando
assim, um desafio em virtude de infecgdes, pelas poucas opgdes terapéuticas
disponiveis e medidas eficazes para a reducao de casos de infec¢des - colonizacdes.

Palavras-chave: resisténcia a multiplas drogas, ansiedade, depresséo, efeitos do
isolamento, contato por bactérias multirresistentes.



ABSTRACT

GRANZOTTO, E. M. de O. Effects of insulation contact by multiresistant bacteria on
patients' levels of anxiety and depression. Thesis - Pontifical Catholic University of
Parana - Medical School - Post-Graduation in Health Sciences Curitiba, 2019.

Introduction: Precautions for contact in patients with multidrug resistant organisms
(MDRO) have been associated with adverse effects to patients, including anxiety and
depression.

Objective: The aim of the present study was to evaluate the presence and level of
anxiety and depression through different standardized scales in patients with MDRO.
MDRO colonization is associated with increased hospitalization time and has an
adverse impact on patients and caregivers, as well as their relatives. So, the following
scales were used: Hospital Anxiety and Depression Scale (HADS), Beck Depression
Inventory or Beck Depression Scale (BDI), Hamilton Anxiety Rating Scale (HAM-A)
and Evaluation Scale of Hamilton Depression (HAM-D). It is necessary to devise a
prevention strategy to reduce transmission of MDROs within health care facilities.
Method: This is a quantitative cross-sectional study conducted at Cajuru University
Hospital (HUC), among March 2018 and October 2018, with patients admitted to the
contact isolation sector due to colonization by MDRO. The MDROs included in the
study were methicillin-resistant Staphylococcus aureus (MRSA), vancomycin-resistant
Enterococcus (VRE), carbapenem-resistant Enterobacteriaceae (CRE), Carbapenem-
resistant Acinetobacter baumannii complex (CRAB) and carbapenem-resistant
pseudomonas aeruginosa (CRPA).

Conclusion: The multiresistant gram-negative bacteria and the intrapsychic conflicts of
the patients result in subsyndromic symptoms, with significant functional impairment
for the individual, causing physical and psychological damages, thus representing a
challenge due to infections; the few therapeutic options available; and lack of effective
measures to reduce cases of infections — colonizations.

Keywords: resistance to multiple drugs, anxiety, depression, effects of isolation,
contact by multiresistant bacteria.
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1. INTRODUGAO

As infecgbes causadas por microrganismos multirresistentes (multidrug-
resistant organisms - MDRO) estdo associadas com o aumento no tempo da
internacdo, de custos e da mortalidade em pacientes hospitalizados (MORGAN,
2009). Desde 1996, o Centro de Controle e Prevengdo de Doengas nos Estados
Unidos (Atlanta, GA, EUA) recomendou o uso de precaugbdes de contato para
determinados MDRO, como Staphylococcus aureus resistente a meticillina (MRSA),
Enterococcus resistentes a vancomicina (VRE) e certos bacilos Gram-negativos que
sejam "julgados por um programa de controle de infec¢do que tenha um significado
clinico e epidemioldgico especial" (BUKKI, 2013). Desde 13, outros 6rgaos reguladores
vém definindo suas politicas para o controle de MDRO. Atualmente é um consenso
incluir nesta lista de MDRO além de MRSA e VRE, os bacilos Gram-negativos
resistentes aos carbapenémicos, como Acinetobacter, Pseudomonas e
Enterobacteriacae (carbapenem resistant enterobaceteriaceae - CRE). Para prevenir
a transmissdo destes MDRO para outros pacientes, € recomendado o uso do
precaucdes de contato em pacientes colonizados ou infectados com esses MDRO
(GARNER, 1996). As precaucdes de contato n&o incluem apenas o isolamento, mas
uma série de medidas de cuidado que ndo seja apenas o isolamento. O isolamento
de contato recomendado consiste em colocar o paciente num quarto Unico com
banheiro exclusivo, limitando a saida do quarto apenas para realizacdo de exames ou
procedimentos. Os profissionais de saude e os familiares sé podem entrar em contato
com o paciente apés higienizagdo das maos seguidas de colocagdo de um avental de
mangas compridas e luvas, complementando com o isolamento as medidas de
precaugdes de contato (BOYCE, 2002). As visitas familiares podem ser restritas a
poucos familiares, para evitar disseminacao de bactérias para além do hospital. Além
disso, pacientes em isolamento de contato, quando precisam de procedimentos
cirargicos ou exames, ficam por ultimo, pois apds os procedimentos, o local onde o
paciente esteve precisa ser submetido a uma limpeza geral. Embora essencial para a
prevencado da transmissdo de MDRO nas instituicbes de saude, o isolamento de
contato tem sido recentemente associado a efeitos adversos aos pacientes, incluindo
a possibilidade de cuidados inadequados, distante do que é idealizado para os
enfermos (MORGAN, 2009).



14

Diferente do isolamento de contato, a quarentena separa pessoas
potencialmente expostas a um agente infeccioso (em risco de doenga) da comunidade
(SIM, 2004). Para o bem publico maior, quarentena pode criar graves problemas
psicoldgicos, emocionais e financeiros para algumas pessoas. Para ser efetiva, a
quarentena exige nao s6 que as pessoas em risco sejam isoladas, mas também que
eles sigam medidas adequadas de controle de infecgdo no seu local de quarentena.
A quarentena foi uma condi¢do implementada em diversos locais em 2003 durante a
pandemia de SARS (severe acute respiratory syndrome) (TWU, 2003). No ano
seguinte HAWRYLUCK analisou os efeitos psicoldgicos desse tipo de conduta sobre
as pessoas (HAWRYLUCK, 2004). Sintomas de estresse pds-traumatico e depressao
foram observados em 29% e 31% das 129 pessoas colocadas em quarentena pelo
risco de contaminagdo com o coronavirus. Os sintomas foram maiores naqueles que
ficaram mais tempo em quarentena. Medir os efeitos psicolégicos de isolamento e
quarentena requer estudos comparando sintomas de pacientes sujeitos a quarentena
com aqueles que ndo estdo em quarentena ou isolamento (HULL, 2005).
Independentemente de quanto o isolamento de contato induza de estresse poés-
traumatico, os profissionais de saude devem estar cientes desta condicdo e
preparados para fornecer apropriado apoio emocional e social as pessoas sujeitas ao
isolamento de contato.

A colonizagdo de MDRO demonstrou ter um impacto psicologico adverso em
pacientes de cuidados paliativos, assim como também em seus familiares e
cuidadores (DATTA, 2017). Isso decorre da necessidade de estratégias de prevencao
de infeccdo e para reduzir a transmissdo de MDRO dentro das instalacbes de
cuidados de saude. Importante, a implementagao de intervengcdes de prevencio de
infecgao, como o isolamento do paciente e precaucdes de contato, é discordante com
os principios de cuidados paliativos. Dados anteriores evidenciaram o sofrimento e
disforia experimentada por membros da familia e pacientes, respectivamente, como
resultado das precaugdes de isolamento do MRSA (PRENTICE, 1998).

Dados mais recentes de uma pesquisa qualitativa revelaram os efeitos da
colonizagao por MRSA e bactérias Gram-negativas multirresistentes em cuidadores
de familiares colonizados (HECKEL, 2017). Entre 62 cuidadores de 52 pacientes no
final da vida, um diagnostico de colonizagdo por uma MDRO foi associado com
sentimentos de consternacao e tristeza. Precaugcdes de contato e as medidas de

isolamento foram adicionalmente associadas com espanto e incerteza entre
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cuidadores e mostrou complicar inclusive o processo de melhora da experiéncia no
cuidado do paciente entre os seus familiares pelo medo.

Segundo a Organizagao Mundial da Saude (OMS) a saude mental e a saude
fisica sdo dois elementos da vida estreitamente entrelagados e profundamente
interdependentes (WHO, 2005). Avangos na neurociéncia e na medicina do
comportamento ja4 mostraram que, como muitas doencgas fisicas, as perturbagdes
mentais e comportamentais resultam de uma complexa interagcdo de fatores
bioldgicos, psicologicos e sociais. O estresse prolongado afeta o sistema imunologico
e suas defesas naturais contra infecgdes e outras doengas. (BOTEGA, 2006). O termo
“estresse” denota o estado no qual ha alteragcées na homeostase, sendo que pode ser
desencadeado devido a fatores ambientais, psicoldgicos e biologicos (MYERS, 1999).

A depressao € um transtorno do humor que envolve, de modo geral, um tom
afetivo de tristeza, um sentimento de desamparo e uma importante reducao da
autoestima, um sombrio estado de dnimo, podendo demonstrar perda de interesse,
(anedonia) ideia inadequada e até desejo de morte, incluindo prejuizo da capacidade
cognitiva e déficit das fungdes vegetativas. (DALGARRONDO, 2000)

A ansiedade é um sinal de alerta, indica um perigo iminente e capacita a
pessoa a tomar medida de lidar com a ameaca, a mesma afeta o pensamento, a
percepcao e o aprendizado. Tende a produzir confusdo e distorcdes da percepcao,
nao apenas do tempo e do espago, mas também das pessoas e dos significados dos
acontecimentos. Essas distor¢des podem interferir no aprendizado ao diminuir a
concentracdo, reduzir a memoria e perturbar a capacidade de fazer relacoes.
(KAPLAN, 2007).

As infeccbes e o aspecto psiquico do paciente em isolamento de contato
provocam disfuncbdes fisicas e desordens emocionais aumentando o risco de
transtorno de estresse pos traumatico (TETP) uma condigdo que se desenvolve
quando uma pessoa V&, ouve ou € envolvida por um estressor traumatico extremo.
(KAPLAN, 2007).

A definicdo e analise de depressao e ansiedade podem ser qualitativos ou
quantitativos. Para as analises quantitativas, geralmente sdo empregadas escalas de
depressao e ansiedade (SCHWARZBOLD, 2014). Dentre as escalas de medidas de
auto avaliagdo sintomatoldgicas clinicas estdo: 1) Escala Hospitalar de Ansiedade e
Depresséao - HADS; 2) Escala de Depressao de Beck ou Inventario de Depressao de
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Beck (Beck Depression Inventory, BDI, BDI-Il); 3) Escala de Avaliagdo de Ansiedade
de Hamilton - HAM-A; 4) A Escala de Avaliagdo de Depressado de Hamilton - HAM-D.

O isolamento de contato tem outros efeitos colaterais além dos psicologicos
sobre os pacientes (MORGAN, 2009). Eles também podem afetar o psicolégico dos
profissionais de saude (KIRKLAND, 1999) e os pacientes em isolamento sdo menos
examinados pelos médicos e enfermeiros (EVANS, 2003). Quando séo examinados,
o tempo de exame fisico € menor do que outros paciente menos graves inclusive
(SAINT, 2003), assim como eventos adversos preveniveis acontecem mais
frequentemente (STELFOX, 2003). Por exemplo, alguns mencionaram que o requisito
de usar avental e luvas antes do exame do paciente pode impedir a habilidade do
meédico para realizar exames fisicos adequados ou desincentivar os profissionais de
saude a entrar em salas de pacientes (KIRKLAND, 1999 e MORGAN, 2009). Na tabela
1 estdo descritos alguns estudos que avaliaram os efeitos psicologicos de depressao

e ansiedade em pacientes submetidos ao isolamento de contato.
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Tabela 1. Principais estudos que avaliaram os efeitos psicolégicos do isolamento de contato dentro dos hospitais

Tempo de isolamento

Autor Ano Pais Motivo para ser incluido no Analise Resultado
estudo
. - Questionario - pratica de Impacto negativo dos protocolos sobre
Bukki 2013 Alemanha MRSA Sem tempo definido gestao de (MERSA) protocolo | a qualidade de vida
HAM-D e HAM-A Aumento significativo de ansiedade e
Catalano 2003 EUA MRSA Sem tempo definido depressao e agravamento da fungéo
mental
HADS-A, HADS-D e Escalas Os pacientes internados sob
Day 2013 EUA MDRO Em média de 3 dias de Humor Analdgica Visual precaucdes de contato tiveram um
pouco mais sintomas de depressao
HADS-A e HADS-D Correlagdo negativa entre os niveis de
Findik 2012 Turquia MRSA Sem tempo definido ansiedade-depressao dos pacientes
hospitalizados e suas idades.
HADS-A, HADS-D, Sentimentos negativos de ansiedade,
Gammon 1998 | Reino Unido MRSA Sem tempo definido Questionario de Doenca de depressao.
Saude, Escala de Autoestima
Guilley- Escala de Spielberger Insatisfagdo superior e uma ansiedade
L 2017 Franca MDRO Sem tempo definido significativa em pacientes com
erondeau ~ .
precaugdes de isolamento
SARS e Inventario de Ansiedade A quarentena pode resultar em
Hull 2005 Canada MRSA Sem tempo definido Trago-estado (IDATE) transtorno de estresse pds-traumatico
(PTSD) e sintomas depressivos
BDI 1, BDI 2, Medida de Sofrimento psicologico, alteragéo do
Kennedy 1997 | Reino Unido MRSA Sem tempo definido Dependéncia Funcional (FIM- | humor e alto indice de depresséao.
10)
Qualidade de vida - gestao Impacto negativo sobre a qualidade de
Mehrotra 2013 EUA MRSA Sem tempo definido MRSA (questionario vida
estruturado)
HAM-D, BDI e HADS Problemas neurocomportamentais com
Schwarzbold | 2013 Brasil MRSA Sem tempo definido alteragdes de personalidade ou
disturbios de ansiedade
Escala de Depressao Custos emocionais significativos,
. - Geriatrica - Formulario Curto sofrimento psiquico, impacto de
Tarzi 2001 Inglaterra MRSA Sem tempo definido (GDS) e Perfil dos Estados do | agravamento em ansiedade e
Humor (PDMS) depressao.
Wassenberg | 2010 Holanda MDRO Sem tempo definido HADS-A e HADS-D Nivel elevado de ansiedade e

depressao
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Os transtornos de humor apresentam diferengas regionais significativas, ndo
sO comparando paises desenvolvidos com aqueles em desenvolvimentos, mas devido
caracteristicas histéricas e de colonizagao, que levam a diferentes propor¢des destes
transtornos, mesmo em paises de nivel socioecondmicos semelhantes em areas em
desenvolvimento como o Brasil (SAXENA, 2004).

Com base no exposto e as evidéncias de que faltam estudos sobre alteracdes
psicoldgicas em pacientes submetidos ao isolamento de contato no Brasil, € pertinente
um estudo que objetiva determinar a prevaléncia sobre a progressédo dos estados de
humor durante todo o periodo de isolamento. O reconhecimento desta relacdo causal
tera implicacoes praticas relevantes permitindo a prevencgao de transtornos ansiosos

e o estabelecimento de estratégias de tratamento.



2. OBJETIVO

2.1. Objetivo Geral
Analisar a presenca e o nivel de ansiedade e depressdo em pacientes

hospitalizados que estejam em isolamento de contato por MDRO.

2.2. Objetivo Especificos

1 - Avaliar a presenca e o nivel de ansiedade através de escalas padronizadas
em pacientes isolados por MDRO.

2 - Comparar o resultado entre as escalas de depressdao e ansiedade
aplicadas nos pacientes em isolamento de contato por MDRO para determinar a que
melhor se aplica neste tipo de paciente

3 - Determinar dentro das escalas as variaveis que apresentam melhor
discriminacao para avaliar a ansiedade e depressao, e assim, construir um novo
modelo pratico de avaliacao para este perfil de paciente.

4 - Verificar a presenca e o nivel de ansiedade dos profissionais de saude que
cuidam de pacientes em isolamento de contato em relacdo aos profissionais que

trabalham com pacientes nao isolados.
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Abstract

Background: Contact precautions for patients with multidrug-resistant organisms
(MDROs)

have been associated with adverse effects, including anxiety and depression. The aim
of this study is to evaluate the presence and level of anxiety and depression through
different standardized scales among patients in isolation because of MDROs.
Methods: This is a cross-sectional study with hospitalized patients on contact
precautions for MDROs. A questionnaire survey was conducted to analyze the
presence and level of depression and anxiety in patients using standardized scales—
the Hospital Anxiety and Depression Scale, Beck Depression Inventory, Hamilton
Anxiety Rating Scale (HAM-A), and Hamilton Depression Rating Scale. Clinical data
and psychotropic drug use were also evaluated. A multivariable analysis was
performed to define independent questions for anxiety/depression scores to create a
short questionnaire facilitating a practical approach to the care of hospitalized patients
with MDROs. A receiver operating characteristic (ROC) curve was plotted to determine
the diagnostic ability of the simplified score.

Results: A total of 141 patients were included in the study, among whom 68 were
isolated because of MDRO colonization while 73 were not isolated (control group).
When HAM-A anxiety tests were applied, 45 (31.9%) patients had some degree of
anxiety. Patients in MDRO contact isolation had a higher level of anxiety than those
who were not isolated (55.9% vs. 9.6%, p < 0.001). A multivariate analysis with each
questionnaire was used to determine the presence or absence of anxiety/depression.
The equation allowed for the construction of a score with ROC area of 0.949 and a
sensitivity of 91.1%.

Conclusion: Contact isolation for MDROs is associated with increased depression
and anxiety. A simple anxiety score was developed and should be validated for
screening.
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INTRODUCTION

Infections caused by multidrug-resistant organisms (MDROs) are associated
with increased hospitalization time, costs, and mortality (1, 2). Since 1996, the United
States Center for Disease Control has recommended the implementation of contact
precautions for some MDROs, such as methicillin-resistant Staphylococcus aureus
(MRSA), vancomycin-resistant Enterococcus (VRE), and carbapenem-resistant
Enterobacterales (CRE) (3).

Contact precautions are not restricted to isolation in a single room; instead,
they involve a series of precautionary measures, including an exclusive bathroom and
restrictions on leaving the room except for procedures or complementary exams.
Health professionals and family members can only enter the room after observing hand
hygiene practices, following which they must wear gowns and gloves for all interactions
that may involve contact with the patient or potentially contaminated areas in his/her
environment (4, 5). To prevent the spread of bacteria beyond the hospital, family visits
can be restricted to a few family members. In addition, patients in contact isolation may
be the last to undergo surgical procedures or exams because their presence
necessitates a final cleaning of the area.

Although regulatory agencies mandate that contact isolation is essential for
the prevention of MDRO transmission in health institutions, it has recently been
associated with adverse effects to patients, including the possibility of inadequate care
(6). Numerous studies evaluate anxiety and depression in patients on contact
precautions (Table 1), and this evaluation may be qualitative or quantitative.
Quantitative analyses commonly employ depression and anxiety scales, including the

Hospital Anxiety and Depression Scale (HADS), Beck Depression Inventory (BDI) or
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BDI-II, Hamilton Anxiety Rating Scale (HAM-A), and Hamilton Depression Rating Scale
(HAM-D). At this moment, there is no study evaluating all these scales in patients on
contact precautions for MDROs.

The aim of this study was, therefore, to evaluate the presence and level of
anxiety and depression through different standardized scales in patients isolated by

MDROs.

METHODS

Study design

This is a cross-sectional quantitative study performed at the Hospital
Universitario Cajuru (HUC) in the city of Curitiba (PR), Brazil, between March and
October 2018. The HUC is a reference in trauma and surgery with 210 beds, 29 of
intensive care unit. This project was approved by the HUC’'s Research Ethics

Committee.

Inclusion and exclusion criteria

Hospitalized patients of both sexes, aged between 18 and 60 years, who had
been on MDRO contact precautions (previous infection or colonization) were included
in the study. The inclusion criteria also required that patients be conscious to answer
the questionnaire and agree to participate in the study by signing the informed consent
form. The MDROs included in the study were MRSA, VRE, CRE, carbapenem resistant

Acinetobacter baumannii complex, and carbapenem-resistant Pseudomonas
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aeruginosa. Patients who have been in contact with one of these etiological agents
(infection or colonization) are only removed from isolation after six months and with a
control culture demonstrating the absence of the microorganism. Patients who were
unable to provide written informed consent, who were under the age of 18, and who
could not answer questions related to any comorbidity or cognitive disorder were

excluded.

Anxiety and depression evaluation

For the analysis of the presence and level of depression and anxiety in
patients, standardized and validated Portuguese versions of the HADS, BDI, HAM-A,

and HAM-D were used (7-10).

Clinical Data

In addition to the abovementioned scales, epidemiological data such as sex,
age, education level, length of hospital stay, reason for isolation (MDRO bacteria
indicating isolation), psychiatric illness or previous depression, isolation, and outcome
(death) were evaluated. The Charlson Comorbidity Index was calculated, and current
and previous psychotropic drug use (anticonvulsivants, antipsychotics,

benzodiazepines, and antidepressants) were taken into account).

Statistical analysis
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Qualitative data were described as percentages, and quantitative data were
described as arithmetic mean or median value according to the distribution pattern.
Standard deviation (SD) and interquartile range 25% and 75% were distribution
variables for mean and median, respectively. Risk factors associated with the outcome
(death) were calculated according to each variable and its distribution, as determined
by the Mann-Whitney, chi-square, Fisher's exact, or Student’s t-test. A difference of
5% (P < 0.05) was considered statistically significant. Odds ratios with 95% confidence
intervals were calculated to indicate the strength of associations. For the multivariate
analysis, all variables that were statistically significant in the univariate analysis were
included. This multivariable analysis was performed to define independent questions
for each score of anxiety and depression with the intention of creating a short
questionnaire facilitating a practical approach to the care of hospitalized patients with
MDROs. The area under the receiver operating characteristic (ROC) curve was
calculated to quantify the discriminative ability of the score, with a value of 0.5 denoting
random predictions and a value of 1.0 denoting perfect predictions. All tests were

performed with SPSS 23.

RESULTS

Seventy patients in isolation were invited to participate in the study, and 68
consented to participate. Seventy-seven patients who were not in isolation were also
invited to participate, and 73 accepted. A total of 141 patients were included in the
study: 103 men and 38 women. Of these, 68 were in isolation because of MDROs and
73 were not in isolation, the majority being men (73.0%). The mean age of patients

with MDROs was 44.3 years and that of patients without MDROs was 43.8 years. The
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mean hospitalization duration until the administration of the questionnaire was 23 days
in patients with MDROs and 10 days in non-MDRO patients (p < 0.001) (Table 2).

The clinical characteristics demonstrated that patients with MDROs had higher
mortality (17.6% vs. 1.4%, p < 0.001), more chronic renal failure (8.8% vs. 1.4%, P =
0.047) and chronic vascular disease (16.2% vs. 4.1 %, P = 0.016), and higher use of
psychotropic drugs during hospitalization (73.5% vs. 41.1%, P < 0.001). Previous use
of psychotropic drugs (before hospitalization) was similar between the groups.

According to the HAM-A, 45 (31.9%) patients had some degree of anxiety. The
HAM-A also demonstrated that patients in MDRO contact isolation had a higher level
of anxiety than patients who were not in isolation (55.9% vs. 9.6%, p < 0.001). Table 3
describes the scores of depression and anxiety scales comparing patients in isolation
with those who were not in isolation. According to the HADS, the prevalence of anxiety
was 56.7% (80 patients), with 86.8% in patients in isolation (p < 0.001).

According to the HAM-D, BDI, and HADS, the prevalence of depression was
higher in patients in isolation than in those who were not (p < 0.001). Specifically, the
BDI showed some degree of depression in 97.1% of the patients whereas the HADS
demonstrated that 73.5% of the patients experienced some degree of depression. On
the BDI, the majority of patients had moderate to severe depression (54.4%), and on
the HAM-D, 57.4% of the patients presented the same profile (sum of severe and
moderate).

A multivariate analysis with the HAM-A and HADS and the presence or
absence of anxiety was conducted. The HAM-A was used as an independent variable,
as in the case of the HADS there were few patients without depression. In the
multivariate analysis, the questions that were independently related to anxiety were

those concerning motor somatization, respiratory symptoms, autonomic symptoms,
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and the sensation of restlessness. Table 4 depicts the equation used to define the
value of each variable to put together a simplified anxiety score. When the score was
applied with a cutoff of 12 points (see Table 4), the ROC curve described in Figure 1
presented an area of 0.949, with a sensitivity of 91.1%, specificity of 75.0%, positive
predictive value of 63.1%, and negative predictive value of 94.7%.

A multivariate analysis with each questionnaire assessing depression (HAM-
D, BDI, HADS) was performed. As according to the HAM-D and BDI scores there were
few patients without depression, the presence or absence of depression on the HADS
was used as an independent variable. In the multivariate analysis, no question was
independently associated with depression, and it was not possible to create a

simplified score model for depression.

DISCUSSION

The ramifications of contact isolation extend beyond the psychological side
effects experienced by patients (6); they can also affect the psychological health of
medical professionals (11). An important problem related to contact isolation is neglect,
which can lead to errors or delay in diagnosis. Patients in contact isolation undergo
fewer examinations by physicians and nurses than patients who are not in isolation
(12). Even when they are examined, the duration is shorter than is the case with
patients with less severe conditions (13), and preventable adverse events occur more
frequently (14). The necessity of wearing a gown and gloves may impede the
physician’s ability to perform an appropriate physical exam or discourage health care

professionals from entering patient rooms (6, 11).
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There are significant regional differences in mood disorders. This is evident
not only in the comparison of developed countries with those developing; historical and
colonization characteristics have also led to different proportions of these disorders
even in countries of similar socioeconomic levels (15). In our study, anxiety and
depression were significantly more common in patients in isolation than in those who
were not in isolation. However, the percentages varied by scale because of the
different questions used. In addition, although the scales employed in this study have
been validated in the Portuguese language, they were originally developed in other
countries. The HADS consists of 14 items (seven to evaluate anxiety and seven to
evaluate depression) used to measure the levels of anxiety and depression in patients
with hospital-associated diseases and those undergoing outpatient treatment (7).
Although it was developed for use in these patients, it is currently widely used in
research and clinical practice to briefly assess levels of anxiety and depression in non-
psychiatric populations as well (8). In our study, this scale was the best option to
distinguish between patients with and without depression since it presented a better
balance between patients with MDROs and those not in contact isolation. However, in
the multivariate analysis, it was not possible to evaluate which questions presented an
independent relevance to the diagnosis, which is why it was not possible to establish
a simplified depression score.

The BDI, created by Aaron Beck, is a self-report questionnaire with 21 multiple-
choice items. It is one of the most commonly used instruments to measure the severity
of depressive episodes. In its current version, the questionnaire is meant for patients
over 13 years of age and is composed of several items related to depressive symptoms
such as hopelessness, irritability, and cognitions such as guilt or feelings of being

punished, as well as physical symptoms such as fatigue, weight loss, and decreased
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libido (9). In our study, the BDI overestimated pacing with depression, making it
inappropriate for the evaluation of patients in MDRO contact isolation.

The HAM-A was one of the first evaluation scales developed to measure the
severity of anxiety symptoms and is still widely used in clinics and research
environments. The scale consists of 14 items, each defined by a series of symptoms,
and measures psychic anxiety (mental agitation and psychic distress) and somatic
anxiety (physical complaints related to anxiety) (10). In our study, the HAM-A
presented the best way of identifying anxiety among patients in MDRO contact
isolation. With this scale, it was possible to create a short questionnaire, allowing for a
bedside triage as a routine for early anxiety interventions. The ROC area was favorable
for this simplified score, which should be internally validated and externalized to be
considered a good screening method. The HAM-D was created by Max Hamilton in
the 1960s for exclusive use in patients previously diagnosed with depressive-type
affective disorder. Depending on the organization and its choice of items, this scale
serves to identify the severity of depressive symptoms, not their existence.

The prevalence of any degree of depression in hospitalized patients ranged
from 73.5-98.5%. It is perceived that these scales have high sensitivity but may not
represent the reality, since the diagnosis of depression is complex and does not
depend only on an objective scale. Similarly, the anxiety questionnaires probably
overestimated these diagnoses. This reinforces the need for greater attention to this
problem within hospitals. Contact isolation clearly proved to be an aggravating factor,
culminating in a higher prevalence of anxiety and depression in patients. Contact
isolation for MDROs has been questioned in several respects (16), including the fact
that it has no impact on patients with ESBL- producing Enterobacterales colonization

(17, 18), MRSA (19), VRE (20), or carbapenem-resistant Enterobacterales (21). Our
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study serves as a basis for reinforcing yet another deleterious effect that contact
isolation can have on hospitalized patients.

In a systematic review, patient satisfaction was adversely affected by isolation
if patients were kept uninformed of their health care. There is an eight-fold increase in
adverse events related to supportive care failures and beyond psychological effects of
isolation (22). Across the world, in developing and developed countries alike, there is
an increasing need for single-bed rooms (23). Specifically, in Brazil, isolation
requirements must be considered a severe problem. Furthermore, contact isolation
leads to decreased hand washing, increasing the risk of transmission of MDROs
among patients (11).

This study has several limitations. The control group, composed of patients
who were not in isolation, was different from the group in contact isolation (longer
hospitalization). The questionnaire was administered by only one psychologist, which
could have led to bias. Furthermore, the psychologist knew whether or not the patients
were in isolation, which could have interfered with the mode of interview. The diagnosis
of depression and anxiety was based not on ICD-10 codes but on the scores described.
The score of anxiety developed in this study must be validated, externally and
internally.

Contact isolation for MDROs is associated with increased depression and
anxiety in hospitalized patients. Considering the importance of this issue, a simple
score that can help in screening can be useful. While an anxiety score was developed,
the same was not possible for depression. The value of contact isolation as an
important measure to avoid microorganism dissemination should be re-evaluated

considering all its side effects, including the psychological aspects.
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Table 1. Main studies evaluating the psychological effects of contact isolation because of multidrug-resistant organisms (MDROs)

Author Year Country MDRO Method of evaluation Results
. Questionnaire: Management Negative impact of protocols on quality of life.
Bukki 2013 Germany MRSA practice of protocol
HAM-D and HAM-A Significant increase in anxiety and depression and aggravation of
Catalano 2003 USA MRSA mental function.
HADS-A, HADS-D, and Visual Patients on contact precautions had more symptoms of depression than
Day 2013 USA MDRO scale of humor those who were not on contact precautions.
HADS-A and HADS-D Negative correlation between age and anxiety-depression levels in
Findik 2012 Turkey MRSA hospitalized patients.
HADS-A, HADS-D, Health Negative feelings of anxiety, depression.
Gammon 1998 England MRSA Disease Questionnaire, Self-
Esteem Scale
, Spielberger scale Higher dissatisfaction and anxiety in patients in isolation than in those
Guilley- 2017 France MDRO not in isolation.
Lerondeau
State-Trait Anxiety Inventory Quarantine can result in posttraumatic stress disorder and depressive
Hull 2005 | Canada N symptoms.
Kennedy 1997 England MRSA anDe;s%?;'”’ Functional dependent | Psychological distress, mood swings, and high rates of depression.
Quality of life: MRSA Negative impact on quality of life.
Mehrotra 2013 USA MRSA management (structured
guestionnaire)
HAM-D, BDI, and HADS Neurobehavioral problems with personality changes or anxiety
Schwarzbold 2013 Brazil MRSA disorders.
Geriatric Depression Scale-Short Significant emotional costs, psychic suffering, worsening impact on
Tarzi 2001 England MRSA Form and Profile of Mood States anxiety and depression.
Wassenberg 2010 Netherlands MDRO HADS-A and HADS-D High level of anxiety and depression.
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Table 2. Clinical variables to evaluate the psychological effects in patients in contact
isolation because of multidrug-resistant organisms (MDROs) and the control group

(non-MDRO). ICU= intensive care unit; AMI = acute myocardial infarction; CHF=

congestive heart failure

MDRO Non-
N =68 N=73
Continuous Data Mean Median [25-75%] Mean Median [25-75%] P value
Age 44.3 49.5 [30-57] 43.8 47 [35-56] 0.823
Hospitalization (days) 47.6 34.5 [20-56] 16.3 10 [6-21] <0.001
Time to survey (days) 23.0 20 [9-28] 10.9 7 [4-11] <0.001
Time from survey to discharge (days) 24.6 11.5 [2-23] 5.4 2 [0-8] <0.001
Variables n % n %
Mortality 12 17.6% 1 1.4% <0.001
Men 46 67.6% 53 72.6% 0.296
Previous admission to ICU 46 67.6% 26 35.6% <0.001
Burn 1 1.5% 0 0.0% 0.482
HIV 3 4.4% 4 5.5% 0.543
Diabetes mellitus 7 10.3% 10 13.7% 0.36
Chronic renal failure 6 8.8% 1 1.4% 0.047
Previous AMI 1 1.5% 2 2.7% 0.527
CHF 1 1.5% 1 1.4% 0.734
Peripheral arterial disease 11 16.2% 3 4.1% 0.016
Previous stroke 19 27.9% 14 19.2% 0.152
Dementia 4 5.9% 2 2.7%
Hypertension 20 29.4% 17 23.3% 0.311
Neoplasm 3 4.4% 4 5.5% 0.328
Rheumatic disease 2 2.9% 1 1.4% 0.473
Hepatic disease 6 8.8% 7 9.6% 0.554
Any comorbidity 44 64.7% 39 53.4% 0.117
Trauma 33 48.5% 30 41.1% 0.237
Elective surgery 20 29.4% 21 28.8% 0.54
Psychotropic drugs 50 7.5% 30 41.1% <0.001
Phenytoin 26 38.2% 10 13.7% 0.001
Haloperidol 23 33.8% 9 12.3% 0.002
Diazepam 25 36.8% 13 17.8% 0.009
Midazolam 30 44.1% 8 11.0% <0.001
Quetiapin 6 8.8% 2 2.7% 0.116
Risperidone 18 26.5% 6 8.2% 0.004
Gabapentin 2 2.9% 2 2.7% 0.668
Clonazepam 8 11.8% 3 4.1% 0.083
Phenobarbital 3 4.4% 3 4.1% 0.625
Valproate 8 11.8% 2 2.7% 0.038
Carbamazepine 4 5.9% 3 4.1% 0.46
Amitryptiline 6 8.8% 10 13.7% 0.26
Doneperzil 1 1.5% 0 0.0% 0.482
Chlorpromazine 2 2.9% 0 0.0% 0.231
Previous psychotropic drug use 9 13.2% 10 13.7% 0.518
Phenytoin 2 2.9% 1 1.4% 0.473
Valproate 4 5.9% 2 2.7% 0.307
Carbamazepine 3 4.4% 3 4.1% 0.625
Clonazepam 1 1.5% 1 1.4% 0.734
Risperidone 2 2.9% 0 0.0% 0.231
Diazepam 1 1.5% 1 1.4% 0.734
Haloperidol 1 1.5% 0 0.0% 0.482
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Table 3. Depression and anxiety scores in patients in contact isolation because of
multidrug-resistant organisms (MDROs) and the control group (non-MDRO)

Median Median
N % Mean  [25775%] N % Mean [25-75%]
HAM-A score 21.3 21[13-28] 9.7 7 [4-11] <0.001
Anxious 38 55.9% 7 9.6%
Non-anxious 30 44.1% 66 90.4%
HAM-D score 21.0 20[17-25] 9.4 8[5-12] <0.001
Very severe 26 38.2% 2 2.7%
Severe 14 20.6% 1 1.4%
Moderate 25 36.8% 8 11.0%
Mild 2 2.9% 35 47.9%
No depression 1 1.5% 27 37.0%
BDI score 23.9 25 [20-30] 7.9 7 [4-10] <0.001
Severe 19 27.9% 1 1.4%
Moderate to severe 37 54.4% 2 2.7%
Mild to moderate 10 14.7% 12 16.4%
No depression 2 2.9% 58 79.5%
HADS Anxiety 11.6 12 [10-14] 6.9 6 [4-10] <0.001
Anxious 59 86.8% 21 28.8%
Non-anxious 9 13.2% 52 71.2%
HADS Depression 9.5 10 [9-11] 5.3 5 [2-8] <0.001
Depression 50 73.5% 10 13.7%

No depression 18 26.5% 63 86.3%
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Table 4. Multivariable analysis showing the weight of each question for the proposed

score to evaluate anxiety in patients in contact isolation

Questions Score B Wald P value OR ClI95%

| feel so restless that | cannot stand. HADS 6.873627 4,385 0.036 1.47 1.23-1.74
Autonomic Symptoms: HAM-A 3.372055 6.204 0.013 1.92 1.58-2.46
Dry mouth, flushing, paleness,

tendency to sweat, wet hands,

restlessness, tension, headache, bristly

hair, dizziness, etc.

Depressed Humor: HAM-A 9.854236 5.829 0.016 2.83 1.95-4.11
Loss of interest, lack of pleasure in

hobbies, depression, early awakening,

mood swings, etc.

Motor Summations: HAM-A 4,980684 5.248 0.022 1.73 1.43-2.09

Muscle pain, muscle stiffness, spastic
contractions, involuntary contractions,
teeth grinding, unsure voice, etc.
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Figure 1. Receiver operating characteristic curve of simplified anxiety score based on a cross-
sectional study of 141 patients, 68 in contact isolation because of multidrug-resistant microorganisms
and 73 controls.



4. CONCLUSAO

As ocorréncias das bactérias resistentes, as espécies Staphylococcus aureus,
Klebsiella pneumoniae, Acinetobacter baumannii, Pseudomonas aeruginosa
resistente a carbapenem, destacam se como principais agentes associados as
infeccbes criando um grande problema de saude publica por um aumento critico e
dificil em custos hospitalares, maior tempo de internacédo do paciente e altas taxas de
morbi-mortabilidade criando assim, surto epidémico endémico, trazendo importante
repercussao clinica desafiadora aos profissionais de saude.

Os desafios crescentes para o controle da disseminagcdo da resisténcia
bacteriana associada as infec¢des nas instituicdes de saude proporcionam um desafio
e tanto em respostas aos comportamentos inseguros e as praticas que colocam a
saude de pacientes e profissionais em risco lancado pela Association for Professionals
in Infection Control and Epidemiology (APIC).

Nesta perspectiva, outro desafio se impde a labilidade emocional do paciente
devido o tempo necessario na paramentacdo do profissional, e os transtornos co-
morbidos psicolégicos provenientes de suas condigdes imunoldgicas.

A avaliacido da ansiedade e depressao em pacientes em isolamento deve ser
considerado um problema grave que afeta a adesao do paciente a sua recuperagéo,
varios fatores ansiogénicos e sua doenga clinica predominam em suas atitudes
passiva como tristeza, pessimismo, fadiga, irritabilidade, inapeténcia, anedonia,
incapacidade de imaginar ter prazer com atividades prazerosas sao especificos de
causas hospitalares a longo prazo que fazem parte dos critérios diagnosticos de
depressao.

Segundo (FURLANETTO e CAVANAUGH, 2000), verificando, em outra
pesquisa pacientes com histoéria previa de depressao, indecisao, insbnia, baixa auto-
estima, desesperanga ou anedonia morriam significativamente mais durante a
internacéo, independente da gravidade fisica inicial.

O reconhecimento da depresséao durante a internacéo € fundamental por estar
associado a pior prognéstico.

Concluindo, a depressdo pode levar a comportamentos desfavoraveis e
alteracdes fisiologicas que precipitam doencgas clinicas, quanto as doengas fisicas e
seus tratamentos s&o fatores estressantes que causam alteragdes fisiologicas que

podem precipitar ou agravar a depressao.



39

As precaucdes de contato para MDRs estido associadas ao aumento de
depressao e ansiedade em pacientes hospitalizados. O reconhecimento precoce de
ansiedade e depressao desses pacientes € de extrema importancia pois, seus
sintomas ser&o susceptiveis de respostas psicologicas de niveis mais elevados de
estresses e angustia interferindo negativamente psiquicamente contribuindo para
efeitos colaterais e implicagbes angustiantes e traumaticas aos humores psicologicos

do paciente.
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Anexo 1

ESCALA HOSPITALAR DE ANSIEDADE E DEPRESSAO - HADS

MNome: - ldade: - Data: 1 I

Este questionano foi construido para ajudar a saber como se sente. Pedimos-the que leia cada uma
das perguntas e fa?a uma cruz (X} no espago anterior 3 resposta que melhor descreve a forma como
se temn sentido na ultima semana

Mo demore muito tempo a8 pensar mas respostas. A sua reagdo imediata a cada questio sera
provavelmente mais cometa do gue uma resposta muito ponderada. Por favor, faga apenas uma cruz
em cada pengunta.

1. Sinto-me tensala ou nervosol/a:
[ ) Quase sempre
[ ) Muitas vezes
| ) Porvezes
[ ) Mumca

} Tanto como antes
J Mo tanto agora
) 56 um pouco

2. Ainda sinto prazer nas coisas de gue cosiumava gostar:

!

!

(
[ ) Cuasenada

3. Tenho uma sensagdo de medo, como se aigo temivel estivesse para acontecer.
[ ) 5im e muito forte
{ ) Sim, mas ndo muito forte
{ ) Um pouco, mas nao me aflige
{ ) De modo algum

4. Sou capaz de nir e ver o lado divertido das coisas:
{ ) Tanto como antes
{ JM&otanto como antes
[} Muito menos agora
[} Mumca

§_Tenho a cabeca cheia de preccupagdes:
{ ) A maior parte do tempo
[ ) Muitas vezes
{ ) Porwvezes
{ ) Quase nunca

B. Sinto-me animado/a:
[ )Mumca
[ ) Poucas vezes
[ ) De vez em quando
[ ) GQuase sempre

7. Sou capaz de estar descontraidamente sentada/a e sentir-me relaxadola:
[ ) GQuase sempre
{ ) Muitas vezes
[ ) Porvezes
[ )} Mumca

lde2




B. Sinto-me mais lenta'a, como se fizesse as coisas mais devagar:
[ ) Quase cempre
[ ) Muitas vezes
{ ) Porwvezes
[ ) MNumca

9. Fico de tal forma apreensivola com medo), que até sinto um aperto no estimago:
[ ) Mumca
[ ) Porwvezes
{ ) Muitas vezes
{ ) GQuase sempre

10. Perdi o interesse em cuidar do meu aspecto fisico:
[ ) Completamente
{ ) MSodou a atengdo que devia
[ ) Talez cuide menos gue antes
{ ) Tenho o mesmo interesse de sempre

11. Sinto-me de tal forma ingquieto/a que nao consigo estar parado/a:
[ ) Muito
{ ) Bastante
{ IMao muito
{ )} Mada

12. Penso com prazer nas coisas que podem acontecer no futuno:
{ ) Tanto como antes
{ ) Mo tanto como antes
{ ) Bastante menos agora
[ ) Guase nunca

13. De repente, tenho sensagdes de panico:
) Muitas vezes

) Bastantes wezes

) Por vezes

I
!
!
[ )YMNumca

} Muitas vezes
) De ver em quando
) Poucas vezes

14. Sou capaz de apreciar um bom vro ou um programa de radio ou televisSo:

[

!

!
{ ) CQuase nunca

2de2




Nome:

Anexo 2

BDI - INVENTARIO DE DEPRESSAO DE BECK

Idade: b

Este questionario consiste em 21 grupes de afirmagdes. Depois de ler cuidadosamente cada grupo, faga um circulo
em tomo do ndmers (0, 1, 2 ou 3) proximo & afirmacdo, em cada grupo, que descreve melhor a maneira gue voce
tem se sentido ma Gltima semana, incluinde hoje. Se varas afrmagfes num grupo parecerem se aplicar
igualmente bem, faga um circulo em cada uma. Tome cuidado de ler todas as afirmagtes, em cada grupo, antes
de fazer sua escolha.

1

Nio me sinto friste

Eume sinto triste

Estou sempre triste & ndo consigo sair disto
Estou 5o riste ou infeliz que ndo consigo suportar

Pl =k 2

Mao me sinto decepcionado comigo mesmo
Eslou decepcionado cOmMgo MESmo
Exfou encjado de mim

Eu me odeio

[— TN BTN LS R —

=

a0 estou especialments desanimado quanto 30
futuro

Eume sinto dezanimado quanto a0 futuro

-

W30 me sinto de qualquer modo pior que os oulros
Sou eritico em relagSo a mim por minhas fraquezas
Ol EFTOE

; e kb, mrtenh ) " 2 Eume culpo eempre por minhas falhas
Acho o futuro sem esperangas & tenho a impressao

o e i i o 5 3 Eume culpo por tudo de mal que aconiece
3 | 0 Ndome sinto um fracasso 9

Acho que fracassei mais do que uma pess0a COMmuUm
Cuando olho pra iras, na minha vida, tudo o que
POSE0 VEr & um monte de fracassos

[EUR L

Mo tenho quaizquer idéias de me matar
Tenho idéias de me matar, mas néo as executania
iGosiana de me matar

3 Acho que, COMD pess0d, Sou um compieln fracasso Eu me mataria se fivesse oporunidade
- Tenho @nto prazer em tudo como antss 10 | 0 Nao chor mais que o habitual
Chonp mais agora do que costumava

[FCI S R ]

M@0 sinto maés prazer nas coisas Como anies
MNao enconiro um prazer real em mais nada
Estou inzatisfeito ou aborrecido com tudo

P o= 2

Agora, choro o tempo todo
Coshumava ser capaz de chorar, mas agora nao
COMEIQ0, MESMO que O queria

1"

W&o sou mais imtado agora do que ja ful

0 Nao me sinfo especialmente culpado 1 Fico aborecido ou imdado mais Eciments do que
1 Eume sinto culpado grande parte do tempo costumava
2 Eume sinto culpado na maior parie do tempo 2 Agora, ey me sinto imtado o tempo fodo
3 Eume cinto sempre culpado 3 Mdo me imiio mais com coigas que costumavam me
imitar

[} 42 | 0 M3o perdi o inferessze pelas oufras pessoas
0 No acho que esteja sendo punido 1 Estou menos inferessado pelas outras pessoas do
1 Acho que posso ser punido que cosfumava estar
2 Creio que wou ser punido 2 Perdi a maior parie do mey interesse pelas oufras
3 Acho que estou sendo punido pessoas

Perdi todo o interecse pelas oulras pessoas

1del




Tomo decisdes (30 bem quanto antes

Adio a5 fomadas de decistes mais do que coslumava
Tenho mais dificuldades de tomar decisies do que
antes

Abzolutamente ndo consigo mais tomar decisies

18

() meu apefite ndo esta pior do que o habitual
Meu apetite nao & tio bom como costumava ser
Meu apefite & muito pior agorm
Abzolutaments nao tenho mais apetite

L P = 2

14

Néo acho que de qualquer modo parsco pior do que
antes

Estou preocupado em estar parecendo velho ou sem
atrativo

Acho que ha mudangas permanenies na minha
aparéncia, que me fazem parecer sem atrativo

0 Mo tenho perdido muitn peso se € que perdi algum
receniemente

1 Perdi mais do que 2 quilos & meio

2 Perdi mais do que 5 quilos

3 Perdi mais do que 7 quilos

Estou tentando perder peso de propdsito, comendo

3 Acredito que parego feio menos: Sim Mao
15 20 | 0 MN3o estoumais preocupado com a minha saude do
il Posso trabathar (30 bem quanto antes ue o habikuol

Epremndgm esforgo exira para fazer slguma

1 Estou preccupado com pmblﬁmsfim,iaist_mm

dores, indisposicao do estimago ou consipacso
g g 7 Estou muito preocupado com problemas fisicos e &
2 Tﬁrﬁumlfzme?ﬁargarmutnpamfazeraigmm dificd e
e 3 Ectou tGo preocupado com meus problemas fisicos
Que N30 CoNSigD pensar em qualquer oulra coisa
16 | 0 Consigo domir (50 bem comao o habitual 21 - .
0 Mao notel qualquer mudanga recente no mey
1 Ndo durmo tEo kem como costumava

Acordo 1 a 2 horas mais cedo do que habituaimente e
acho dificil voltar a dosmir

Acordo varias horas mais cedo do que costumava e
nao consigo voltar a dormir

interecee por seX0
1 Estou menos inferecsado por eex0 do que costumava
2 Estou muito menos interessado por 5240 agora
3 Perdi compietamente o inferesse por sexo

17

d P s

Nao fico mais cansado do que o habitual

Fico cansado mais faciimente do que costumava
Fico cansado em fazer qualquer coisa

Estou cancado demais para fazer qualquer coisa

3

49



Nome:

ESCALA DE AVALIACAD DE ANSIEDADE DE HAMILTON — HAM-A

- Idade:

Anexo 3

- Dat:___ [ I

Instructes: Esta lista de verificacdo & para auxiliar o clinico ou psiquiatra na avaliacao de cada paciente de
acordo com o seu grau de ansiedade e condicao patologica. Preencha com o grau apropriado, na coluna
comrespondents ao lado de cada item, na coluna a direita.

GRAUS: Nenfium = 0 Leve = 1

Medio = 2; Forfe = 3: Maximo =4

pupilas dilatadas, etc.

o ITEM COMPORTAMENTO GRAU
1 Humaor Precrupactes, previsao do pior, antecipacao temerosa, intabilidade, etc.
Ansioso
2 Tens3 Sensacoes de tens3o, fadiga, reacdo de sobressalto, comove-se
i fadmente, tremores, incapacdade para relaxar e agitacao.
3 De escuro, de estranhos, de ficar sczinho, de animais, de transito, de
Medos multiddes, etc. (avaliar qualguer um por intensidade e freqiénca de
4 Irtinia Dificuldade em adormecer, sono interrompido, insatisfeito e fadiga ao
despertar, sonhos penosos, pesadelos, terrores nofumos, etc
5 Intelechsl Dificuldade de concentracso, falhas de memdria, etc.
{cognitivo )
[ Humor Perda de interesse, falta de prazer mos passatempos, depress3o,
Deprimido despertar precoce, oscilagdo do humaor, etc.
7 Somatizacbes | Dores musculares, rigider musoular, contragbes espasticas, contraghes
Motoras involuntarias, ranger de dentes, vor insegura, ebc.
8 Eomatizacs Ondas de frio ou calor, sensagies de fragueza, visdo turva, sensacao de
= i picadas, formigamento, cdimbras, dorméncias, sensagfes auditivas de
o tinidos, zumbidos, etc,
9 5 [ Taquicardia, palpitagies, dores toradicas, sensacao de desmaio, sensacao
&i_laﬁkmﬁmmmdmrﬂsg@inmwrﬁgaﬁr
batimentos irregulares, etc.
10 Sinmtomas Sensacoes de opressac ou Constriccao no Borax, sensaches de
Respiratorios | sufocamento ow asfida, suspires, dispnsia, ete.
11 Deghuticso dificil, aerofagia, dispepsia, dores abdominais, ardénda ou
SEtomas azia, dor pré ou pos-prandial, sensacies de plenitude ou de vazio gastrico,
Gastrointestinais | nauseas, vomitos, diameia ou constipacao, pirose, meteorismo, Nausea,
vomitos, etc.
1z Sinbomas Polaciria, urgéncia da miccao, amenoréia, menorragia, frigidez, erecao
Geniturinarios | incompleta, ejaculacio precoce, impoténcia, diminuicao da libido, etc.
13 Sintomas Boca seca, rubor, palidez, tendéncia a sudorese, maos molhadas,
Autondmicos | inquistacao, tensdo, dor de cabeca, pélos ericados, tonteiras, etr.
14 Tenso, pouco a vontade, inquisto, a andar a esma, agitacao das maos
Comportamento | (remores, remexer, cacostes) franzir a testa e face tensa, engolir seco,
na Entrevista | anrotos, dilstacdo pupilar, sudacdo, respiracao suspirosa, palidez facial,

ESCORE TOTAL:




Anexo 4

ESCALA DE AVAI.IAQ.ED DE DEPRESSAO DE HAMILTON — HAM-D

Nome:;

Idade: - Data: f

PERGUNTA

ESCORE

HUMOR DEPRIMIDO

0. Ausente

1. Sentimentos relatados apenas ao ser perguntado

2. Sentimentos relatados espontaneamente, com palavras

3. Comunica os sentimentos com expressao facial, postura, voz e tendéncia
a0 choro

4. Sentimentos deduzidos da comunicagao verbal e ndo verbal do paciente

SENTIMENTOS DE CULPA

0. Ausentes

1. Auto recriminagdo; sente que decepcionou os outros

2. ideias de culpa ou ruminagdo sobre emmos passados ou mas Agoes

3. A doenga atual & um castizo. Delirio de culpa

4. Ouve vozes de acusaf3o ou dendncia efou tem alucinagbes visuais
ameacadoras

SUICIDIO

0. Ausente

1. Sente que a vida nao vale a pana

2. Desejaria estar morto; pensa na possibilidade de sua morte
3. ldeias ou pestos suicidas

4. Tentativa de suicidio [qualquer tentativa séria)

INSONIA INICIAL

0. Sem dificuldade

1. Tem alguma dificuldade ocasional, isto &, mais de meia hora
2. Queia de dificuldade para condliar tedas as noites

INSONIA INTERMEDIARIA

0. Sem dificuldade

1. Queim-se de inquietude e perturbagdo durante a noite

2. Acorda a noite; qualguer saida da cama (exceto para urinar)

INSONIA TARDIA

0. Sem dificuldade

1. Acorda de madrugada, mas volta a dormir

2_ Incapaz de voltar a conciliar o sono a0 deixar a cama

TRABALHOS E ATIVIDADES

0. Sem dificuldade

1. Pensamento/sentimento de incapacidade, fadiga, fraquesza relacionada
as atividades; trabalho ou passatempos

2. Perda de interesse por atividades (passatempos, trabalho) — quer
diretamente relatada pelo paciente, ou indiretamente, por desatencao,
indecisao e vacilagdo (sente que precisa se esforgar para o trabalho ou
atividades}

3. Diminuigao do tempo gasto em atividades ou gueda da produtividade.
Mo hospital, marcar 3 se o pacente passa menos de 3h em atividades
externas (passatempos ou trabalho hospitalar)

4_Parou de trabalhar devido a doenga atual. No hospital, marcar 4se o
paciente ndo se ocupar de outras atividades além de pequenas tarefas
do leito, ou for incapaz de realiza-las sem auxilio

lded



RETARDO

0. Pensamento e fala normais

1. Leve retardo durante a entrevista
2. Retardo obvio 3 entrevista

3. Estupor completo

AGITACAOD

0. Nenhuma

1. Brinca com as maos ou com os cabelos, etc

2. Troce as maos, roi as unhas, puxa os cabelos, morde os labios

10

ANSIEDADE PSICLICA

0. S5em ansiedade

1. Tens3o e iritabilidade subjetivas

2. Preccupagao com trivialidades

3. Atitude apreensiva aparente no rosto ou fala
4. Medos expressos sem serem inguiridos

11

ANSIEDADE SOMATICA (sintomas fisioldgicos de ansiedade: boca seca,
flatuléncia, indigestdo, diaméia, colicas, eructagbes; palpitagbes, cefaléia,
hiperventilagao, suspiros, sudoress, frequencia urinaria)

0. Ausente

1. Lewve

2. Moderada

3. Grave

4. Incapacitante

SINTOMAS SOMATICOS GASTROINTESTINAIS

0. Nenhum

1. Perda do apetite, mas alimenta-se voluntariamente; sensagbes de peso
no abdome

2. Dificuldade de comer s ndo insistirem. Solicita ou exipe laxatives ou
medicaches para os intestings ou para sintomas digestivas

SINTOMAS SOMATICOS EM GERAL
0. Menhum

1. Peso nos membros, costas ou cabega. Dores nas costas, cefaléia, mialgia.

Perda de energia & cansaco
2. Qualguer sintoma bem caracterizado e nitido, marcar 2

SINTOMAS GEMNITAIS [perda da libido, sintomas menstruais)
0. Ausentes

1. Lewves distirbios menstruais

2. Intensos

HIPOCONDRIA

0. Ausente

1. Auto-observacdo aumentada {com relacdo ao corpo)
2. Preccupatao com a salde

3. Queinas fregientes, pedidos de ajuda, etc

4. |déias delirantes hipocondriacas

16

PERDA DE PESO [Marcar A ou B; A — pela historia; B — pela avaliagao
semanal do psiguiatra responsavel)
A

0. 5em perda de peso

1. Provavel perda de peso da doenga atual

2. Perda de peso definida
B.
0. Menos de 0,5kg de perda por semana
1. Mais de 0,5kg de perda por semana
2. Mais de 1kg de perda por semana

2ded
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CONSCIENCIA DA DOENCA

0. Reconhece que estd deprimido e doente

1. Reconhece a doenga mas atribui-lhe a causa a ma alimentacao, ao clima,
a0 excesso de trabalho, a virus, necessidade de repouso

2. Nega estar doente

VARIACAD DIURMA {se hd variag3o dos sintomas pela manh3 ou 3 noite;
caso nao haja variagdo, marcar 0}

0. Ausentes

1. Leve

2. Grave

19

DESPERSOMALIZACAD E DESREALIZACAD (ldéias niilistas, sensacbes de
irreafidade)

0. Ausentes

1. Leves

2. Moderadas

3. Graves

4. Incapacitantes

SINTOMAS PARANOIDES

0. Nerhum

1. Desconfianga

2. Idéias de referéncia

3. Deliric de referéncia e perseguicdo

21

SINTOMAS OBSESSIVOS E COMPULSIVOS
0. Nenhum

1. Leves

2. Graves

ESCORETOTAL = PONTOS

Jded
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Highlights

& Infections caused by multidneg-resistant organisms are msociated with increased hospi-
tatization time, costs, and mostatity.
+ The implamentation of contact precautions for same multidnug-resistant omganisms he

been recormmended.

» Contact precsution have recently been msocisted with madequate care, depression, and

aniety.

» Contact precsutions are msociated with inoesed depression and amnciety in hospitalimed

patients,

Introduction

Infectons cawsed by multdneg- resktant omganims (MDROs)
are associated with inreased hospitalEation time, costs,
and mortality [1,2]. Since 1996, the United States Centre
for Disease Control has recommended the implementaton
of contact precastions for some MDROs, such a methicillin-
resktant Stgphylococous aurews, vancomycin-resktant
Enterococcus, and carbapensm-resktant Enterobactenles
(CRE} [3]. In Parana State (Brazil), the state health
department indicates isolaton for at least & months for
CRE, poymyxin o carbapenem-resistant Poewdomonss
aeruginosa and Acinetobacter spp., methicilin-resistant 5
ouwrews, vanoomycin-resistant Enternoonccus, and Condida
aurfs.

Contact precautions are not restricted to isclation in a
single room; instead, they imvolve a series of precautionany
measures, including an exdusive bathroom and restrictions
on leaving the room except for procedures or complemen-
tary exams. Health professionals and family members can
onlyenter the maom after observing hand hygiens practices,
following which they must wear gowns and gloves for all
Interactions that may involve contact with the patient or
potentdally contaminated areas in his‘her emvironment
[+.5.

Althowgh regulatory agences mandate that contact
precautions & essental for the preventon of MORD trans-
mission in health insttwtions, it has recently been assorci-
ated with adverse effects to patients, including the
possibitity of inadequate care [6]. Mumerows studies eval-
uate amdety and depression in patients on contact pre-
cautions, and this evaluation may be gualitative or
quentitative [7]. Quantitatve analyses commonly employ
depression and anxiety scales, inchuding the Hospital Ane-
jety and Depression Scale (HADS), Beck Depression n-
ventory (B ) or BDHI, Hamitton Anclety Rating Scake (Haw-
A}, and Hamitton Depression Rating Scale (HAM-D). Morgan
et al, have published a systematic review abowt the
advernss outoomes asocdated with contact precautions and
Kikland et al. reviited the kswe in a namative review
[6.H. To the authors knowledge, there is no stedy evals-
ating different scales simul taneously in patients on contact
precavtions for MDROs.

The alm of this stwdy was to evaluate the level of amdety
and depresion through different standardized scales in
patients isolated by MOROs. A analysis was performed to
o &fine independ ent questions for each score of amdety and

depression with the intention of oreating a short ques
tionnaire facilitating a practcal appmach to the care of
hospitatised patients with MOROs.

Methods
Study design

This & a case—contnl quantitative stedy performed at the
Hospital Universitario Cajuns in the city of Curdtba, Brazl,
betwesn March and October 2018 to compare the effects of
isolaton and contact precautions on andety and depres-
sion. This & a hospital specialized in trauma and surgeny
with 210 beds, 29 of intensive care unit.

Inclusion and exclusion criteria

The number of patients "case”™ (contact precaution) was
inclueded by convenience. Hospitalised patents of both
sexes aged between 18 and &) years, who had been on
MDRO contact precavtons (previous infection or coloniza-
tion) wene included in the study. The inclusion criteria also
required that patients be conscows to answer the gues
tionnaire and agree to particpate in the stwdy by signing
the informed consent form. The MDROs included in the
study were methicillin-resktant 5. owrews, vancomycin-
resistant Enterococcus, and carbapenem-resistant Enter
obocterges. In Pamana State (Brazil), the state health
department indicates isolaton for at least & manths for
carbapenem-reskstant Entembactenales, polymyxin  or
carbapenem-reskant P gerueginoss and Acineiobacter spp.
methidllin-resktant 5 guwrews ond vancomycin-resistant
Enterococcus. Patients who were unable to provide writ-
ten informed consent, who were under the age of 18, and
wiho cowld not answer guestions related to any comorbidity
or cognitive disorder were excuded. The groep control
were patients that were admitted in the same periced of the
study. Each contral patient wene included by mndomizaton
from a Hst of patients that were admitted in the ame
period of each case included [+ /- 5 days). The number of
control patents was not the same of case patients becawse
most patient does not accept to participate of the stady
were not available for interview in both growps. The dura-
tion of contact isolataon is & months after the positive
culture. Inthe end of & months, the oulbsres are epeated,
and contact precautions are removed 1f negative.
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The Division of infecton Control performs soresning of
WMORD using samples from rectal and nasal swab. The
soreening 15 performed in patents came from other hospd-
tals, all patients recently admitted in the ICU and weekly
after IEU admision. Patents who have been in contact
with one of these etiological agents (infection or colond-
zation) are only removed from solation after st months
and with a control cslture demonstrating the absence of
the microargantm (regional protoon] of Pamna State).

Anxiety and depression evaluation

For the analyss of the presence and level of depression and
amdety in patents, standardized and validated Poreguese
versions of the HADS, BDI, HAM-A, and HAM-D were wed
[7—12). All guestionnaire was applied for each patient in
the group case and group control. HAM-A and HaM-D are the
most common scales wwed for diagnosks of amdety and
depression, respectively; BIN and HADS are scales wed to
evaluate the levels of symptoms and change over ime. The
BDl & a self-report questionnaire with 21 multple-cholce
items to measwne the severity of deprestve eplodes. The
HADS conskts of 14 ftems [seven to evaluate amdety and
seven toevaluate depression) used to measure the levels of
anxiety and depression in patients with hospital-asodated
dizeases. The HAM-A scale consists of 14 1tems to measune
the severity of anwiety symptoms (psychic and somatic
amdety). The HAM-D & wsed to evaluate the severity of
depression of patients with previous diagnosis of depres-
sion, but ako have been used for identification of the
severity of depressive symptoms, even in patients withouta
previous diagnosis of depression

Clinjcal data

In additdon to the abmvementioned scales, epidemiological
data swch as sex, age, education level, length of hospital
stay, reason for solation (MORD bactera indicating isola-
tion), psychiatrc fliness or previcus depressicn, bolaton,
and cutcome (death) were evaluated. Curment and previous
peychotropic drug wse (antocomvslsants, antipsychotics,
benzodizzepines, and antidepresants) was t@ken into
account.

Statictical analysic

Hominal data wene described as pencentages, and quant-
tative data were desoribed 2 arithmetic mean or median
value acoording to the distibution pattern. Standard de-
viathon (30) and intenpuartie range 25% and 75X were dis-
tribution variables for mean and median, respectively. Risk
factors associated with the outcome (death) were calcu-
lated according to each varable and its distribution, 2
detemmined by the Mann—Whitney, chi-square, Fiher's
exact, or Student”s -test. Adifference of 5% (P« 0.05) was
considered statistically significant. Odds ratios with 95%
confidence intervak were cakulated to indicate the
strength of ascdatons. For the multivariate analysis, all
variables that were smtktcally significant in the univarate
analysis were inchsded. This medtvariable analysis was
perfomed to define independent questions for each scone

of aniety and depression with the intention of creating a
short questionnaire facilitating a practcal approach to the
care of hospitalied patients with MDROs. The area under
the mecetver operating characterbtic [(ROC) curve was
calolated to guantify the disciminative ability of the
soore, with 3 valwe of 0.5 denoting mRndom predi ctions and
a value of 1.0 denoting perfect predictions. All tests wene
performed with SP55 23,

Results

Seventy patients in isplaton were invited to participate in
the study (fulfilled inclkeion criteria), and 68 consented to
participate. Seventy-seven patlents who were not in isda-
tien were also invited to particpate, and 73 accepted. A
total of 141 patients were included in the study: 103 men
and 38 women. OF these, &8 were in Eolation becawse of
MOFROs and 73 were not in isolaton, the majority being men
[T3.0%). Qlinical data are summartzed in Tables 1 and 2. The
mean hospitalistion duraton wntl the administmton of
the guestionnaire was longer in patents with MDROs
{p < 0U0) (Table 1). The clinical characterstics demon-
strated that patients with MDRODs had higher mortality,
mare chronic renal fallere, chrond vascular disease, and
higher use of psychotropic dregs during hospitalisation.

Acoording to the HaM-A, 45 (31.9%) patients had some
degree of amdety. The HAM-A ako demonstrated that pa-
tients in MDRD contact kolation had a higher level of anx-
jety than patients who were not in kolaton. Table 2
describes the scores of depresion and anxlety scales
comparing patents in solation with those who were not in
isolation. Acoording to the HADS, the prevalence of anxiety
was 56. 7% (80 patients), with 86.8% in patients in olation
{p < 0.001).

According to the HAM-D, BIM, and HADS, the prevalence
of depression was higher in patients in isolaton than in
thee who were not Specfically, the BOl showed some
degree of depresion in 97.1% of the patients whereas the
HADS demonstrated that 73.5% of the patents experenced
some degree of depression. On the BDI, the majority of
patients had mod erate to severe depression (54, 4% ), and on
the HAM-D, 57.4% of the patients presented the same pno-
file (sum of severe and moderate) .

A mudtvariate analysis with the HAM-A and HADS and the
presence or absence of anxety was conducted. The HAM-A
was used as anindependent variable, as in the case of the
HaDS there wenre few patents without depression. In the
muittvariate analysks, the guestions that were indepen-
dently related to anxiety were those conceming motor so-
matization, respimtony symptoms, astonomic symphoms,
and the sensation of restlesness. Table 1 depicts the
equation used to define the valee of each varable to put
together a simplified anxdety score. When the score was
applied with a cut-off of 12 points (see Table 3), the ROC
curve described in Fig. 1 presented an area of 0.9%49, witha
sensitvity of HM.1%, specificdty of 75. 08, positive predictive
value of 63.1%, and negative predictive value of 94.7TE.

Amultivarate analysis with each questionnaire asessing
depression (HAM-D, BDI, HADS) was performed. As accord-
ing to the HaW-D and BDI scores there were few patients
without depression, the presence or absence of depresion
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Table 1  Clinical variables to evaluste the paychological effects in patients incontact ol ation becsuse of multdnug-resistant
organtems (MOF0s) and the control group (nan-sDR0Y.

Cantinuous Data MDROs Median [15-75%] Man-MORD Median [25—7T5%] [
M= &8 N=T
M MEan
Age 44.3 4.5 [30-57] 43.8 47 [35-54] 0823
Hespitalisation (days) F iy 34.5 [R0—54) 16.3 10 [6=21] <10, 001
Time to survey (days) 3.0 20 [9—28] 10.9 7 [4—11] <10, 001
Tirme from servey to .6 11.5 [2-23] 5.4 2 [0-8 <10, O
discharge (days)
Variables n b n E
Martality 12 17.65% 1 1.4% <. O
Men 46 G765 53 TZ.6% 0294
Previous admBsion to 100 L] &7 .65 4 35.6% <. O
Barn 1 1.5% i} 0.0% .482
HY 3 445 4 5.5% 0.543
Diabeetes st iitus 7 10.5% 10 13.7% .36
Chianic renal failure ] 8.8% 1 1.d% 0.047
Previous AM 1 1.5% ¥ 175 0.527
CHF 1 1.5% 1 1.4% 0.734
Peripheral arteral disease i 16. 2% 3 41% 0.ne
Previois stroke 19 79 14 19.78 0.152
Dementia 4 59% 2 7%
Hypertensian 0 . 17 il ] 2.311
Heapam 3 44T 4 5.5% [l
Rheumatic dissase 2 9% 1 1.4%5 0.473
Hepatic diiease & B8% 7 96% 0554
Any eamearbidity - 54.7E 19 534 0117
Tir &Liimea i3 48, 5% 30 41.1% 0.237
Bectve surgery il 945 Fa| I8.8% .54
Paychatiepic dnigs 50 758 £1i] 41,13 <10, 00
Phenytain il 387 10 13.7% 0.001
Heail oypeer o i 3388 9 12.3% 0002
[ EREE 5 36.8% 13 17.82 0.009
Midarolam k1] A 1E [ 1.0 <. M
Qustiapin & B8% 1 7% o118
Risparidans 18 26.9% & 82% 0,004
Gahapentin 2 19% s 7% 0868
Clonazepam B 11.88 | 41% 0.083
Phesnala mitsl 3 4.4% 3 41% 0.625
Vaiproate 8 1188 1 7% 038
Carbarm srepine 4 59% 3 415 .46
Amvitriptyline & BE% 10 13.78 0.26
Danepexi 1 1.5% 1] 0.0% 0.482
(Oh orperodma Fine 2 9% L1} 0.0% 331
Previous paychatrogpie 9 135 10 13.7% 0518
dinig use
Phenytain 1 2.9% i 1.4% 0473
Vaiproate 4 59% I 17% 0.307
Carbamarepine 3 445 3 41% 0.625
Clonarepam 1 1.5% 1 1.4% 0.734
Rigperidone 2 2.9% o 0.0% 0231
Dz enam 1 1.5% 1 1.4% 0.734
Hal operiidiod 1 1.5% 1] 0.0% 0.482

Hote: ICU = intensive care unil; AMl = soute myocandial infarction; (HF = congestive hear faiiurne.

57



Anciety and isolation

137

Table 2 Depression and amoety scomes in patients in contact Bolation due o multidng-resistant organbims (MOROs) and the

control group [non-mORO).
MDRD Han-MDRD
N k] Mean  Median [25-T5%] 2N 5 Mean  Median [75—75E])
HAM-A seone Ha3 M- 8.7 7 [4—11] <0001
Al ous 38 55.9% T 9,85
Hon-amd e 30 W E &6 A%
HAM-D score 10 W71 9.4 8 [5—12] <20.001
Very severe % 382% 2 LTE
5 Evefe 14 HL6E 1 145
e st e Fisi] 36.8% i 11.0%
M 2 19 I 9%
Hio depression 1 1.5% b
BOI scose 3.9 5 [20-30) 7.9 7 [4—1a] <0.001
5 e 19 IT9% 1 148
Moderate to severe I S544% 2 17E
Mild to moderate 10 14.7% 12 1645
Ho depression 2 9% 58 7953
HADS An ety 11.6 12 [10—14) 69 & [4—10) <1001
Anxious 5 B6.8% | .83
Haon-amx i 9 13.2% S .
HADS Depression 95 10 (9—11] 53 5[2-8 <0.001
Diapresion 5 7i5% 10 137%
Hio depression 18 %6.5% L] 86.3%

Wabe: HDAS T Hempitsl Armiety snd Deprasion Scale; BDI T Beck Depresion vertory; HAM-A T Hemition Anxety Rat ing Scale: HAM-D

Hemil ton Degaresss jon Rating Sale.

on the HADS was wsed & an independent varable. in the
multivariate analysis, no guestion was independently
amociated with depression, and it was not possible to
create a simplified score model for depression.

Discussion

The ramifications of contact iselatdon extend beyond the
psychaological side effects experenced by patients [£]; they
can also affect the psychological health of medical pro-
fessionaks [8]. An important problem related to contact
isplation is neglect, which can lead to emors or delay in

diagnosis. Patients in contact isolation undemgo fewer ex-
aminatons by physicians and nurses than patients who ane
mot in {solaton [13). Even when they are examined, the
duration is shorter than & the case with patients with les
severe conditions [14], and preventable adverse events
oocur more frequently [15]. The necessity of wearing a
gown and gloves may impede the physidan's ability to
perfom an appropriate physical esam or discourage health
care professionals from entering patent rooms [&,5].
There are significant reglonal dif ferences in mood dis-
onders. This & evident not only in the comparison of
developed countries with those developing; hstorical and
colonization chamctersdos have ako led to different

Table3 MNultivarable analysh showing the welght of each question for the proposed score o evaluate amiety in patients in

comtact Bolation.

Quest o Soore B wWald Pyvake OR Q1952
| feel 50y restiow that | cannot stand. HADS 6673627 4385 0.086 1.47 1.23-1.74
Autanomic Symplen: HAM-A 3372055 6204 0.M3 192 1.58-2.48
Dry maouth, Mushing, palenes tendency todweat, wet hands,

restlesmnes, tension, headache, bristly heir, dirriness, et
Depressed Humowr: HAM-A 9854736 58X 0.6 LA 19511
Loas of interast, ack of plesure in habbies, depression, sarly

swakening, mood swings, etc.
Motor Surmemations: HAM-4 4. 980684 5248 0.@2 1.73 14309

Muscle pain, masde stiffness, spestic contractions, involuntary

contractions, teeth grinding, unaure voice, etc,

Hote: HIUG = Hespitsl Anwdety and Dapression Scale: HAM-A = Hamilton Ardety Bating Seals
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0.5
1-Spadiidty
Figure 1 Receiver operating characteristie curve of simpdi-
fied anxisty score based on & case—control study of 141 pa-

tients, 68 in contact Bolation becawse of malbdrug-resitant
microorganisms and 73 controls.

proportions of these disorders even in countries of similar
socloeconomic levels [16]. In owr study, anciety and
depression werne significantly more common in patients in
isolation than in those who were not in isodaton. Howewver,
the pementages vared by scale becawse of the different
questions wsed. In addition, although the scales employed
in this stedy have been validated in the Portugeese Lan-
guage, they were originally developed in obther countries.
The HADS & used to measure the level of anwiety and
depression in patients with hogpital-associated diseases and
those undergoing cutpatient treatment [9]. Althouwgh it was
developed for use in these patents, it is currenthy widely
used im reseanch and dinical practice to briefly asesslevels
of anwiety and depression in non-psychiatrc populatons as
well [10]. In mer study, thi scale was the best option to
distinguish betwesn patients with and withost depression
simce it presented a better balance between patents with
MDROs and thise not in contact solation. However, in the
muktivariate analysks, it was not possible to evaluate which
qQuestions presented an independent relevance to the
diagnosts, which is why it was not possible to establkh a
simplified depression score.

The BDI, created by Aamn Bedk, & a self-report ques-
tionnaine wsed to measure the severity of depressive epi-
sodes. In its osment version, the guestionnaine is meant for
patients over 13 years of age and & compsed of several
{tems related to depressive symptoms sech 33 hopelesness,
imitability, and cognitons swch as guilt or feelings of being
punished, as well as physical symptoms such as fatges,
weight los, and decreased libido [11]. In our study, the BDI
cverestimated patients with depression, making it inap-
propriate for the evaluation of patients in MDRO contact
isolation.

The HAM-A was one of the first evaluation scales devel-
oped tomeasure the severity of ansiety symptomsand ts still
wildely uwsed in dinics and research envinmments [11]. in ouwr
studly, the HAM-A presented the best way of identifying
anxiety among patients in MDRD contact precastions. With
this scale, it was posible to create a short questonnaine,
allowing for a bedside triage as a mutine for early andety
interventions. The ROC area was favourable for this simpli-
fied scone, which showld be intemally validated and exter-
naltzedtobe considered agood soreening method. The Ha-
Dy wias created by Max Hamilton inthe 19608 fior exd usive use
in patents previously diagnosed with depresive-type af-
fective disorder. Depending on the cmgantzation and its
choice of items, this scale serves to identify the severity of
depressive symptoms, not theirexktence.

The prevalence of any degree of depression in hospi-
talised patents ranged from 73,5 to 98.5% in ouer stedy. Itis
perceived that these scales have high sensitvity but may
ot represent the reality, since the diagnoss of depression
{5 complex and does not depend only on an objectve scale
[A. Similardy, the anviety guestionnaires probably over-
estimated these diagnoses, as previoasty desoribed [17, 18]
This meinforces the need for greater attenton to this
problem  within hospitals. Contact precavtons cleary
proved to be an aggavating factor, culminating in a higher
prevalence of andiety and depresion in patients. Contact
precautions for MDROs has been guestioned in several re-
spects [19], incheding the fact that it has no impact on
patients with ESBL-producing Entercbacterales colontza-
tion [20,21], methicilin-resistant 5. owrews [IX],
vanoomycn-resistant Enterococcus [23], or carbapenem-
resstant Enterobocterales [24]. Owr stedy serves & a
basis for renforcng vet another deleterioas effect that
contact precawtons can have on hospitatised patients.

This study has several limitations. The control group,
composed of patents who were not in bolation, was
different from the group in contact precautons (longer
hospitalisation). The guestionnaire was adminktered by
only one psychologist, which could have led to bias.
Furthermone, the psychologkt knew whether or not the
patients were in kolation, which could have interfered with
the mode of interview. The diagnosis of depression and
anxiety was based not on 1CD-10 codes but on the scores
described. The score of amdety developed in this study
must be validated, extemally and internally. The patients
wsed in this study were predominantly male, and this could
impact in overal resslts. The male predominance cocumed
becawse this hospital & eference or trauma.

The early recognition of depression/ancdety of these
patients are important. The use of a short guestionnalre in
the routine rownd of nurses can signaltze patients with high
risk for this psychological condidon. Fatient education may
& an impaortant step to mitigate the adverse paychological
effects of {solaton and & recommendad the approach by
peychologist orother healthcare professional with expertse
in the anea. Howewver, the wse of contact precawtions. should
ot be restricted by the belief that contact precations will
produce mone depression or andety [7].

Contact precavtons for MDROs k& assoclated with
increased depression and ansciety in hospitalised patients.
Considering the importance of this iswe, a smple score
that can help in screening can be weful. While an andety
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soore was developed, the same was not possible for
depression. The value of contact precautions as an impaor-
tant measune to avedd microorganism dissemination should
be re-evakmated considering all its side effects, inclhuding

the paychological aspects.
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Anexo 6

§y Jrere o)

CAJURL ESCALA DE ANSIEDADE b
it T MATIETA e
Home - - H® FBegistro: - Idade:

Meste guestiongrio sera avaliadoe o grau de ansiedade pelo momento gue vocé esteja passando na
intemacgio. Solicito que leia cada uma das perguntas e todas as allemativas de resposias,
marcando a que mais se enquadra no que esta sentindo no momento.

Por favor, margue apenas uma altemativa de resposta.

1) De repente, tenho sensagies de pinico, preccupacdes, previsao do pior,
antecipacdo temerosa, irritabilidade etc.
i ) Hunca
{ ) Por wezes
{ ) Bastantes wezes
{ } Muitas wvezes

2) Bensagdes de tensdc, fadiga, reagdo de sobressalco, comove-se facilments,
tremores, incapacidade para relaxar e agitacgédo.
{ 1 Hunca
{ ) Por wezes
{ )] Muitas weszes
{ ) QUuase sempre

3) Temho uma sensagdoc de medo de escuro, de estranhos, de fiear sozinho, de
animais, de transito, de multidies, etc., como se algo terrivel estivesse
para acontecer.

{ ) De modo algum

{ ) Um pouco, mas nao me aflige
{ ) 5im, mas ndo muito forte

{ ) 5im e muito forte

4) Dificuldade em adormecer, sonoc interrompido, insatisfeito e fadiga ao
despertar, sonhos penosos, pesadelos, tTerrores noturnos etc.
{ 1 Quase sempre
{ ) Muitas wezes
{ J Por wezes
i ) Hunca
E) Temho a cabera cheia de preocupagdes, dificuldade de concentragio, falhas
de meméria etc.
{ ) Cuase nunca
i ) Por wezes
i ) Muitas wezes
{ | A maior parte do tempo

£) Perda de interesse, falta de prazer nos passatempos, depressio, despertar
precoce, oscilacdo do humor, etc, sinto-me de tal forma inguietosfa gue
ndo consigo estar parado/a.
{ ) Wada

) Méo muito

|} Bastante

) Muaito

(
!
£
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8)

8y
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Sou capaz de estar descontraidamente sentadofa & sentir-me relazado/a,
dores musculares, rigidez muscular, contracdes espasticas, contragdes
involuntarias, ranger de dentes, vor insegura eto.
i ) Quase sempre

Muitas wezes
| Por wezes
! Hunca

—

Fico de tal forma apreensivo/a com medo, gue até sinto um aperto no
estimago, ondas de frioc ou calor, sensa;EEE de fragueza, wisdic turwva,
boca seca, formigamento, cdimbras, domméncias, sensagdes auditivas de
tinidos, zumbidos, taguicardia, palpitacdo, sensagdoc de sufocamento ou
asfixia etc.

{ | Hunca

| Por weses

) Muitas wezes

| Quase sempre

—

Tenso, pouco & wontade, inguieto, a andar a esmo, agitagdoc das mios
(tremores, remexer, cacoetes) franzir a testa e face tensa, engolir seco,
arrotos, dilatacdo pupilar, sudagdo, respiracdo suspirosa, palides
facial, pupilas dilatadas etcC.

{ 1 Hada

) Hao muito

| Bastante

] Muito

—

Data: f !
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