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Psychometric Evaluation of a M easure of Factors I nfluencing-Hand Hygiene Behaviour

to Inform Intervention
Background. Although the hand hygiene (HH) procedure is simihle related behaviour is
complex and is not readily understood, explainedhanged. There is a need for practical
tools to provide data that can guide healthcareagenrs and practitioners not only on the
‘what’ (the standards that must be met), but diechow’ (guidance on how to achieve the
standards).
Aim. To develop a valid questionnaire to evaluateuatés to the factors that influence
engagement in HH behaviour that can be readily ¢eteg, administered, and analysed by
healthcare professionals to identify appropriaterirention strategies. Construct validity was
assessed using confirmatory factor analysis, ptigdigalidity through comparison with self-
reported HH behaviour, and convergent validity tlgto direct unit-level observation of HH
behaviour.
Methods. The Capability, Opportunity, Motivation- Behavio@OM-B) model was used to
design a 25-item questionnaire that was distribtaddtensive Care Unit (ICU) personnel in
Ireland. Direct observation of HH behaviour wagiear out at two ICUs.
Findings. A total of 292 responses to the survey (respoaitge4l.0%) were included in the
analysis. Confirmatory factor analysis resulted ih7-item questionnaire. Multiple
regression revealed that a model including Capgib@ipportunity, and Motivation, was a
significant predictor of self-reported Behaviourgention E(3,209) =22.58p<0.001).
However, the Opportunity factor was not found tdkma significant contribution to the
regression model.
Conclusion. The COM-B HH questionnaire is reliable and valid gmovides data to support
the development, and evaluation, of HH intervertithrat meet the needs of specific

healthcare units.
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Psychometric Evaluation of a Theory-Based M easur e of Factorsinfluencing Hand

Hygiene Behaviour

Introduction
Good hand hygiene (HH) behaviour is considerecetthe single most important
intervention for preventing the occurrence of HAIs?]. However, HH behaviour among
health care workers has been historically low Alfhough the HH procedure itself is simple,
the behaviour related to HH is complex and is patlily understood, explained, or changed

[3, 4].

A frequently used strategy of interventions to ioy@ HH compliance is to use a bundled
intervention whereby several strategies are usgether [4,5]. However, there is a lack of
guidance for hospital managers and clinicians d®to limited resources can be best
invested in interventions that are likely to beeefive [4,5]. In fact, it has been suggested that
the development and/or the selection of interverstim implement changes in healthcare

practice is often done on the basis of intuitiof8]6

A commonly used approach to gain insights on le¥&lH compliance is through direct
observation. However, the presence of observerbdées shown to inflate levels of HH
compliance (a Hawthorne effect)[9,10]. Other isswih direct observation are that many
healthcare institutions set very high targets (60%) for hand HH compliance [11,12]. It
has been argued that these targets also lead taep@ting of HH compliance [11,12].
Therefore, there is a need for practical toolsrtvigle data that can guide not only on the
‘what’ (the standards that must be met), but dieohow’ (guidance on how to achieve

targets).



The aim of this study was to develop a valid questaire to evaluate attitudes to the factors
that influence engagement in HH behaviour. As thestjonnaire was designed to be
completed, administered, and analysed by healtlprafessionals, it had to be concise, and
the responses readily interpreted. The informagemerated by the questionnaire could then
be used by healthcare practitioners and managensde the design or selection of
interventions to improve HH compliance to meetrbeds of specific units, or groups of

healthcare professionals.

METHOD
Design

A cross-sectional survey design was used.

Participants and Setting
Any healthcare professionals who were working in@d in the Republic of Ireland were

eligible to participate in this study.

I nstrument development
A 25 item questionnaire was derived based upoiCtpability, Opportunity, Motivation-
Behaviour (COM-B) model of behaviour [13]. The C/model proposes that interactions
between Capability, Opportunity, and Motivationuk$n the performance of a particular
Behaviour (Figure 1).

» Capability is defined as the individual’'s psychat@) and physical capacity to

engage in hand hygiene behaviour [13]. The five CBMH questionnaire items in



the Capability subscale were designed to asseshevrttbe respondent believed they
had the knowledge, training, and ability to carey BIH in the ICU.

» Opportunity is defined as the factors that areidatthe individual that make the
behaviour possible or prompt it. The seven itemu@enOpportunity subscale were
designed to assess whether the resources weraldeda make HH possible (e.qg.
time, facilities, prompts and protocols), and wieetthe social environment supported
HH behaviour (e.g. other healthcare providers eagadiH).

* Motivation is defined as the cognitive processes émergize and direct behaviour.
The eight items in the Motivation subscale wereceoned with assessing the
respondents’ belief in the utility of HH, and whethhey, and others in the unit, strive

for high levels of appropriate HH behaviour.

Participants indicated their attitudes to the itemall subscales on a five-point scale from
‘strongly disagree’ (1) to ‘strongly agree’ (5).&five items in the Behaviour subscale are
concerned with the self-reporting of the extenwtoch the respondent complies with each of
the WHO'’s five moments of HH behaviour: (1) befpeatgient contact; (2) before aseptic
technique; (3) after body fluid exposure; (4) afiatient contact; and (5) after contact with
patient surroundings [1]. For these questionsj@pants indicated the frequencies with
which they complied with the HH indications on @efipoint scale from ‘never’ (0) to

‘always’ (4).

Demographic information on gender, role, numbeyeztrs of ICU experience, and hospital
were also collected. The COM-B HH questionnaire piiged with eight ICU nurses and
doctors. Based on their feedback, minor changes made (e.g. adding more specialty

roles) to the content.



Ethical Consideration
Ethical approval was obtained from the Clinical @&esh Ethics Committees at Galway
University Hospital, Cork University Hospital, Beaont Hospital, and Sligo University

Hospital.

Procedure

The anonymous COM-B HH questionnaire was distridhistg a member of staff (doctors,
nurses, and allied health professionals) at tHtééslin the Republic of Ireland, and at the
Irish Association of Critical Care Nurses’ annuahference. Participants were given the
opportunity to complete either a paper copy ofghestionnaire or an online version. If they

wished, participants could enter into a prize dfamone of three 50 Euro vouchers.

In addition to the questionnaire survey, directestation of HH behaviour was carried out at
two of the ICUs in which the COM-B HH questionnaivas distributed during February and
March 2017. One ICU had an 11-bed bay with twoasoh rooms (ICU 1), and the other

had a five-bed bay (ICU 2). Approximately two hoafsbservations were carried out of

ICU staff on each of seven shifts (three mornimgs, afternoons, one evening, and one night
shift) over a period of five days per unit. Verbahsent was provided by all healthcare
providers to be observed. The healthcare provider ebserved by either one or two trained
HH auditors. The auditors were part of the resetgam, and independent from the units and
hospitals in which the observations were carried Atieach bedspace, an observer
unobtrusively observed staff during 20-minute s@ssiand then moved to another bedspace.

The sequence of the observations at bedspacesan@sn. Observations were carried out in



accordance with each of the five WHO moments of[HHThe observers recorded whether

a HH moment was completed or missed.

Statistical Analysis

Initial data screening

The skewness, kurtosis, and correlation betweerig¢hes within each proposed factor were
evaluated using SPSS. Items with high levels olvsless or kurtosis were discarded from

further analysis.

Construct validity

Construct validity is concerned with whether thesis in the subscale reflect the same
construct [14]. The construct validity of the instrent was established through a
confirmatory factor analysis (CFA) technique aslenpented by EQS for Windows. In order
to evaluate the ‘fit’ of the data to the model, iestatistic was used in association with, the
Comparative Fit Index (CFl), the Goodness-of-Fidr (GFI), and the Root Mean Square
Error of Approximation (RMSEA) using a robust maxim likelihood method to estimate

parameters.

The GFI and chi-square are absolute fit indiceaoA-significant chi-square is indicative of
a good model fit. However, chi-square is affectgcgémple size, number of variables, and
assumes multivariate normality [15]. The CFI ismeremental fit index that results in a
statistic from 0 to 1. Generally, a value of 0.%h@her is considered to be the minimum for
model acceptance for both the CFl and GFI [16]. RMSEA is calculated based on sample

size, the noncentrality parameter, and degreesetiom for the target model [17]. Models



that are good descriptors of the data should p@MSEA values of less than .05, with

values less than .08 considered to be a ‘reasofitible

Internal consistency
Internal consistency is the extent to which itenithivw a subscale are inter-correlated.
Internal consistency was assessed using Cronbalgdtia. Cronbach’s alpha values of greater

than 0.70 are generally considered to provide emid®f good internal consistency [18].

Predictive validity
The predictive validity of the instrument was asseisby using a multiple regression to
examine the predictive validity of the COM-B vatieb (i.e. Capability, Opportunity, and

Motivation) on self-reported HH behaviour using SPS

Convergent validity

The convergent validity of the self-reported HH &abur was assessed via comparison to
observations of HH behaviour in two of the ICUswihich the COM-B HH questionnaire

was distributed. It is important to indicate tha¢ guestionnaire responses and observations
are not matched to the same individual. This wastduhe practicalities of getting staff in
the ICU to complete questionnaires while they weoeking, and ethical considerations.

Therefore, only descriptive data is reported.

RESULTS

A response rate of 41.0% (231/563) was obtainewt# of 213 of these respondents were

included in the CFA (18 responses were discarde¢degshad one or more missing



responses). Of the included responses, 80.3% waralé¢ (171/213). A total of 72.8%
(155/213) of the respondents were nurses, 16.49213bwere doctors, and 10.8% (23/213)
were allied health professionals. The respondemsrted a mean of 10.3 years of clinical
experience (st dev=8.2), with responses receivad frealthcare professional from 17

hospitals in the Republic of Ireland.

For the direct observation of HH moments, 194 oletesns of HH opportunities were
completed in ICU 1, and 141 observations in ICWRthese 335 observations, 224 (66.9%)
were carried out by two observers, with the renmgrabservations of HH opportunities
carried out by one observer. For those observatitade by two observers, there was an
agreement of 88.3% between the observers. The fadiions of HH opportunities for

which the observers disagreed were not includedaranalysis.

Statistical Analysis

Initial Screening

Three items from the Motivation factor were remo¥exin further analysis due to
excessively high levels of skewness and kurtostanttning the data from the Behaviour
factor demonstrated it was not suitable to includiéne CFI, as there were very high levels of
skewness and kurtosis in all of the items. ForBblkaviour factor, none of the respondents
indicated that they ‘never’ or ‘always’ washed theands. A total of 80% (852/1065) of the
responses to the five items in the Behaviour fastene either ‘sometimes’ or ‘often’. The
Cronbach’s alpha values of the three remainingfadi.e. Capability, Motivation, and
Opportunity) were also evaluated during this st&yenbach’s alphas were found to be 0.7
or higher for each of the three factors. The Creahlsalpha for the behaviour factor was

0.65.
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Construct validity

The remaining 17 items were entered into a CFA withree-factor model with correlations
allowed between all factors. The fit was not foundbe acceptablet= 316.8, df= 116,
p<0.001; CFI=0.78; GFI= 0.80; and RMSEA= 0.09nudmber of iterative changes were
made to the model. This process led to correldtesrors between four pairs of measurement
errors. The correlations between the pairs of nreasent error terms were based upon the
Lagrange multiplier test for adding parameters, @ete consistent with theory. The pairs of
items are within the same subscale and are p#éneadame construct (Figure 2). These
adaptations resulted in a model with an accepiakid of fit on two of the indices(f=

187.8, df =112, p<0.001; CFI= 0.92; GFI= 0.88; &MdSEA= 0.06). Figure 1 shows the
standardized solution for the final model. The etations between the three subscales are
represented by curved arrows, the arrows fromtdres (rectangular boxes) to the factors
(elliptical circles) are the factor loadings, ahé arrows pointing to the items on the left of

Figure 2 represent the measurement error.

Internal consistency
As can be seen from Figure 1, all of the Cronbaalpka values are greater than 0.7 for all
three revised subscales included in the CFA. Tbhesethere is evidence of internal

consistency for the three subscales.

Predictive validity
Initial screening found no issues with multicollangy or any other violations of the
assumptions of multiple regression. The multiplgression revealed that a model including

capability, opportunity, and motivation was a sfmgaint predictor of self-reported behaviour,

11



F(3,209) =22.58, p<0.001, and explained 25% ofireance in behavioural intention (see
Table 1). However, the opportunity factor was matrfd to make a significant contribution to

the regression model (Table 1).

Convergent validity

Table 2 provides a comparison between the obseéttedehaviour and the COM-B HH
guestionnaire data on self-reported behaviour fileertwo ICUs for which observational data
was collected. The responses to the questionnaggest that there may be an overestimation
of perceived HH behaviour when self-report is coradao observed behaviour for all
moments of HH with the exception of moment fourjehhwvas lower than observed (Table

2).

DISCUSSION
HH is most commonly studied and assessed throughtdibservation. Although direct
observation can provide information on the levélsampliance (with the caveats identified
in the introduction), it does not provide inforneation how compliance levels can be
improved. It is suggested that the COM-B HH questare has value in identifying specific
issues in particular units pertaining to HH behavid his information may be used to direct

appropriate local-level interventions, and assessrpact of the intervention.

The final COM-B HH questionnaire consisted of Zins divided into four subscales:
Capability (5 items), Opportunity (7 items), and tMation (5 items), and Behaviour (5
items). There was empirical support for the inteooasistency of the measure, as well as for
construct and predictive validity. A concise quastiaire is advisable from the perspective of

reducing the burden on the participants, and maxngiresponse rate [19]. The final version

12



of the COM-B HH questionnaire, along with instrocts for scoring, has been published
online in the Measurement Instrument Databaseh®Social Sciences at:

www.midss.org/com-b-hand-hygiene-behaviour-questiing so is available for immediate

use by practitioners. The evidence of its convergahdity is less conclusive. However,

although further testing is required with a differeample of healthcare professionals, we are

confident in the validity of the measure.

The Capability and Motivation factors were found®predicative of self-reported HH
behaviour in our sample of responses. This suggfestsat least in Ireland and likely other
developed countries, the focus of any interventgirsuld be upon increasing capability (e.qg.
by providing more focused HH training based upomrrelthere are identified deficits in
understanding) and motivation (e.g. by remindirftead to engage in HH, or focusing on
senior staff modelling appropriate HH behaviourye&ent systematic review of HH
interventions in ICU found that education (79%mafluded studies) and training (68% of
included studies) were the most commonly usedvetgrons [5]. In terms of motivation,
persuasion (e.g. performance feedback) was includ88% of the included studies in this
review. However, other motivational methods sucaselling (highlighting of examples of
desired behaviour in order to encourage othersndae this behaviour), incentivisation
(rewards to motivate individuals to engage in advébur), or coercion (potential punishment
to discourage individuals from engaging in a betasiwere rarely used [5]. Bundled
interventions are commonly used to improve HH coamgle [5,10]. The data collected using
the COM-B HH gquestionnaire can be used to identiiych components should be included

in a bundled intervention to ensure that finiteorgses are being used effectively.
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The Opportunity factor was not found to be a sigaiit predictor of self-reported HH
behaviour in our sample. However, this finding may be the same in low-income

countries. For example, Borg et al [20] identifisgues with infrastructure (e.g. number of
sinks, poor quality of HH products) as key issuresight low-income countries. Therefore,
this is a factor that may not be predictive of hebtiar in better resourced healthcare systems,
but may be relevant in less well funded systemsa/fegilities to support appropriate HH
behaviour may be more limited. Data collected usihegCOMB-HH questionnaire allows a
determination to be made as to whether there a@fgpissues that are preventing healthcare

professionals from taking the opportunity to engagieH behaviour.

Strengths and Limitations

The strengths of the study are that we receivedatively large number of responses, and
followed best practice in the development of theMeB HH questionnaire items [21].
However, there are also some limitations. We haypamated those limitations in terms of
those associated directly with the developmenhef@GOM-B HH questionnaire, and those
associated with the direct observation used touatalthe convergent validity of the

guestionnaire.

The first limitation with the questionnaire was toéal response rate of 41%. However,
although lower than desirable, the response ratetiatypical for questionnaire studies
conducted among medical professionals [22]. Segoadlpart of the post-hoc analysis,
changes were made to the original three-factor ifod¢he questionnaire. This means that
the analysis is now framed in an exploratory rathan confirmatory mode [16]. However,
given that this is a new instrument, we believe this approach is acceptable. Thirdly, it is

likely that respondents over-estimate their owrelewf appropriate HH behaviour [23,24].
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However, despite the limitation on the reportingdét behaviour, self-reports remain an
important source of information about handwashingvidedge and other determinants of
handwashing behaviour [23]. Finally, this papelyatgscribes the initial development of the
COM-B HH gquestionnaire. Other aspects of psychaogethat should be examined are:
reproducibility (does the same factor structurelltesom the analysis of another sample of
responses with ICU or another domain of healthgare8ponsiveness (is the questionnaire
sensitive to changes?); and interpretability (caalitative meaning be assigned to the

guantitative scores?)[21].

The direct observation of HH behaviour was cargaetito assess the convergent validity of
the COM-B HH questionnaire. The first limitationtigat the observations were carried out in
only two ICUs over a finite period of time. Theredpthe amount of data collected is limited
and it is not known if these findings generalisetiter ICUs. We found an overall level of
HH compliance of 64.2% across the two ICUs in dudg. This figure is considerably lower
than the overall compliance level in the Irish bieedre system in 2017 of 90.5% [25].
However, the levels of HH compliance found in owdy are broadly comparable to those
reported in the research literature. For exampl@, iecent systematic study on the impact of
HH interventions, the mean level of compliance asrihe 16 included clinical trials was
57% [26]. The published target level of HH comptann the Irish healthcare system in 2017
was 90% [25], so may reflect some of the issuesvef-reporting in response to the setting
of high targets for hand HH compliance[11,12]. Hindhe questionnaire responses and
observations are not matched to the same individsah result, we were only able to report

unit-level descriptive results.

CONCLUSIONS
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The behaviour related to HH is complex and is ratily understood, explained, or changed.
There is a need for easy to use and valid togisdeide data on the factors that influence the
HH behaviour of healthcare professionals in paldicunits in order to provide information

on how hand hygiene compliance can be improved.0®M-B HH questionnaire has the
potential to provide senior leaders, practitionars] researchers with an understanding of

HH and inform the development of evidence-basesheintions.

Acknowledgements

We wish to acknowledge Aoife Hehir for her assistawith data entry, and Derek Cribbin

for his support with data collection.

Conflict of interest statement

The Authors declare no conflict of interests.

Funding source

This paper was supported by grant funding fromitise Health Research Board.

16



REFERENCES

World Health Organisation: WHO guidelines ondhaiggiene in health care. Geneva:
World Health Organisation; 2009.

Health Information and Quality Authority: Monitog of measures to prevent and
control healthcare associated Infections in pudntiate hospitals. Dublin: Health
Information and Quality Authority; 2014.

Squires JE, Linklater S, Grimshaw JM, GrahamSDljivan K, Bruce Ngt al.
Understanding practice: factors that linfluencegitign hand hygiene compliance.
Infect Cont Hosp Ep 2014;35:1511-20.

Dyson J, Lawton R, Jackson C, Cheater F. Dewadop of a theory-based instrument
to identify barriers and levers to best hand hygipractice among healthcare
practitionersimplement Sci 2013;8: 111.

Lydon S, Power M, McSharry J, Byrne M, MadderSGuires JEet al. Interventions
to improve hand hygiene compliance in the ICU: stayatic reviewCrit Care Med
2017;45:€1165-e1172.

Bonetti D, Eccles M, Johnston M, Steen N, Griavgld, Baker Ret al. Guiding the
design and selection of interventions to influetimeimplementation of evidence-
based practice: an experimental simulation of agtexnintervention trialSoc Sci

Med 2005;60:2135-47.

Davies P, Walker AE, Grimshaw JM. A systemegmew of the use of theory in the
design of guideline dissemination and implementasimategies and interpretation of

the results of rigorous evaluatiomsiplement Sci 2010;5:14.

17



8.

10.

11.

12.

13.

14.

15.

16.

17.

18.

Grol RP, Bosch MC, Hulscher ME, Eccles MP, Wiegp$/. Planning and studying
improvement in patient care: the use of theorepeaspectiveMlilbank Q 2007;
85:93-138.

Jeanes A, Coen PG, Wilson AP, Drey NS, Gould@allecting the data but missing
the point: validity of hand hygiene audit dalddosp Infect 2015;90:156-62.

Gould DJ, Moralejo D, Drey N, Chudleigh JH, j&atd M. Interventions to improve
hand hygiene compliance in patient c&echrane Database Syst Rev 2017;9.

Bradley CW, Holden E, Garvey MI. Hand hygienenpliance targets: what are we
actually targetingd Hosp Infect 2017,95:359-60.

Mahida N. Hand hygiene compliance: are we kigdiurselves3 Hosp Infect 2016;
92:307-8.

Michie S, van Stralen MM, West R. The behavichainge wheel: a new method for
characterising and designing behaviour changevatgions.Implement Sci 2011;

6:42.

Windle G, Bennett KM, Noyes J. A methodologieaiew of resilience measurement
scalesHealth Qual Life Outcomes 2011;9:8.

Bentler PM, Bonett DG. Significance tests aaddness of fit in the analysis of
covariance structureBsych Bull 1980;88:588-606.

Byrne BM. Structural equation modeling with &@asic concepts, applications, and
programming: Abingdon, UK: Routledge; 2013.

Browne MW, Cudeck R. Alternative ways of assegmodel fit. In: Bollen KA,

Long JS, editorsTesting structural equation models. Newbury Park, CA: Sage; 1993,
p. 136-162.

Nunnally JC. Psychometric Theory. New York: Ma®-Hill; 1978.

18



19.

20.

21.

22.

23.

24,

25.

26.

Galesic M, Bosnjak M. Effects of questionnadémegth on participation and indicators
of response quality in a web surv@&ublic Opin Quart 2009,73:349-60.

Borg MA, Benbachir M, Cookson BD, Ben RedjelEfasser Z, Rasslan &,al.
Health care worker perceptions of hand hygienetjmesand obstacles in a
developing regionAm J Infect Control 2009;37:855-7.

Rattray J, Jones M. Essential elements oftipuesire design and developmeit.
Clin Nurs 2007;16:234-43.

Lydon S, Byrne D, Offiah G, Gleeson L, O'ConRoA mixed-methods investigation
of health professionals’ perceptions of a physimlaltrack and trigger systerBMJ
Qual Saf 2016;25:688-695.

Ram P. Practical Guidance for Measuring HantimgsBehaviour. Washington
D.C.: Water Sanitation Program; 2010.

Jenner EA, Fletcher BC, Watson P, Jones FAeMil, Scott GM. Discrepancy
between self-reported and observed hand hygierevimlr in healthcare
professionals] Hosp Infect 2006;63:418-22.

Health Service Executive: Health Service ExgeuAnnual Report and Financial
Statements 2017. Dublin, Ireland: Author; 2018.

Kingston L, O'Connell NH, Dunne CP. Hand hygi@alated clinical trials reported

since 2010: a systematic revielHosp Infect 2016;92:309-20.

19



Table 1. Outcomes of multiple regression analysissidering factors that predict self-

reported hand hygiene behaviour.

B SE B R
Constant 2.34 0.18
Capability 0.15 0.05 0.24*
Opportunity 0.03 0.04 0.06 0.25
Motivation 0.14 0.05 0.26*
* p<.01.
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Table 2. Comparison of self-report hand hygieneabstur and observed hand hygiene
compliance at two ICUs.

WHO moments of HH Respondents reporting Observed

they ‘often’ washed compliance
their hands*

1. Before patient contact 80.8% (84/104) 65.5%29p/

2. Before aseptic technique 96.2% (100/104) 552%3B)

3. After body fluid exposure 99% (103/104) 63.09%/217)

4. After patient contact 76.0% (79/104) 89.4% (84/3

5. After contact with patient surroundings 60.6%/1®4) 61.0% (124/203)

All moments 82.5% (429/520) 64.2% (215/335)

* No respondents reportedlways washing their hands.
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Capability

!

Motivation

|

Behaviour

Opportunity




0.77 »|] have received adequate training in HH practices in this unit 0.63

-
L’P Imow the moments when HH is required

Lbil know how to conduct a complete hand wash or rub F1: Capability
0.82 (0=0.74)
HI engagein HH without thinking

0.78 - - —
4’|I find it easy to adhere to HH recommendations in this unit

0.84 I'have enoughtime toengage in HH

034'1 This unit has adequate facilities for HH
0.82

Nurses in the unit always engage in HH when required

Doctors in the unit always engagein HH when required 036 F2: Opportmity 081

(=0.81)

- — — - - 037
|Healthca.re providers visiting this unit always engage in HH when required

Lﬂ The HH protocols for this unit are clear

0.76 - - —
4’1 There are prompts toremind staff to engage in HH in this unit

2
0.82 HH compliance is consideredimportant by staff in this unit

L’11—2[[—2{ is considered to be important by my seniorsin this unit
D'SJ—>| I strive for complete compliance with the 3 moments of HH

-

Lﬂ“‘e remind each other to engagein HH in this unit

0.62 - - —
—’|Infecnon control audits encourage me to adhere to HH protocols in this unit

F3: Motivation
(a=0.76)




