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You mentioned that you delivered the training at surgical staff meetings - how 
did you get a control group then? 
 
TOH has two main acute care inpatient campuses (excluding our cardiac centre). 
Controls were surgical or medical services at one inpatient campus, while 
intervention groups were comparable surgical or medical services at our second 
inpatient campus. The separate campuses provided natural control and intervention 
campuses, although there is intermittent crossover of trainees (minimal crossover 
of staff) between campuses. The intervention was conducted over one training block 
to minimize this crossover.  
 
Do you have any insights into why the medicine and surgery numbers differed 
in your study? Was it related to actual observations?  
 
Medicine and Surgery numbers differed – reasons are not clear but suggest that 
surgical services may have started with a lower baseline compliance rate and 
reached the same compliance rate as medical services at the end of the intervention. 
We do not have any feeling or evidence that this difference was related to actual 
observations.   
 
Are there activities that you are continuing with respect to your physician 
groups for continued improvement and sustainability?  
 
Ongoing multimodal hand hygiene activities have continued since our intervention 
although we have not repeated these specific interventions in a systematic manner. I 
would argue hand hygiene awareness is increased among physicians since this 
study was undertaken. Overall our institution-wide compliance rates have been ~ 
95% without obvious difference between physicians and other staff. As expected 
however, compliance is quite variable and during some audits has been quite low.  
 
Your hand hygiene graph had -4 for control group- how did they manage to 
have less than zero compliance? 
 
Figures shown on graph represent % change in compliance rates between audits. 
Therefore -4 means a 4% drop. 
 
And in follow up, are you seeing sustained change based on these first 
interventions? 
 
Is change sustained – see answer above. In our follow up audits, done 8-12 months 
after this study, compliance rates among residents and staff MDs in these same 
intervention and control groups (NB not necessarily the same residents and staff 
however) had increased to the >88% (88-99%) in both intervention and control 
groups for both Medicine and Surgery and for both resident and staff physicians.  



 
Were the auditors the same for pre and post? 
 
We hired and trained one auditor specifically for this study and used the same 
auditor (auditing according to the Ontario Just Clean Your Hands auditing method) 
throughout this study.  
 
Have you tried any strategies to target department heads/fellow who may be 
the subject of frequent reports of non-compliance?  And are too 'busy' to 
attend quick tops/Glo Germ demos? 
 
We have not had physicians who have been identified as repeatedly non-compliant, 
although this may be a factor of our intermittent auditing (versus the absence of 
repeatedly non-compliant physicians). We do have an escalation protocol for non-
compliance that has been employed, in particular when physician behavior towards 
the auditor has been unprofessional – this is applied for all staff and not only 
physicians.  
 
Did you have any Physician Champions?  Your intervention was only 
Education Session.  
 
Formal physician champions were not identified for this study; however, many 
physicians self identified as champions. Chief and senior medicine residents, and in 
particular medicine staff physicians who were present during education sessions, 
were overtly supportive and reinforced the hand hygiene message among trainees. 
 
To add to the previous question ... beyond skill and education, what were the 
elements that targeted beliefs and other behaviour aspects? 
 
Examples of addressing themes other than knowledge and skill: We targeted beliefs 
about consequences by demonstrating the effectiveness of hand hygiene and 
reinforcing the ease with which organisms can be transmitted if hands are not 
cleaned properly, and relating this to the team’s patients with (e.g.) MRSA or C. 
difficile. Memory and attention: repetition to try to increase automaticity and 
awareness of HH (unfortunately some suggestions from the medicine teams about 
increasing visibility of HH dispensers could not be readily implemented, as these 
would have required infrastructure changes that were beyond the scope of this 
project).  Finally, for social influences, we tried to emphasize the importance of the 
team members’ behavior in influencing individuals, and role modelling.  
 
Will your interventions for ASP be similar in nature?  
 
We do not know what interventions will be effective for ASP at this point as we have 
not yet completed analysis of our data and themed the responses to our survey 
questionnaire…..stay tuned!  
 



 
 
 
Will you make your toolkit for behaviour change be available to your 
colleagues in other organizations? 
 
One of the main purposes of developing a behavior change toolkit is to develop a 
reference/resource that can be generalized (applied) to other healthcare 
behaviours. A second goal would be to have the toolkit accessible for others to use 
(so, yes).  
 
Interesting to think about shifting expertise from content orientation to 
behaviour change orientation/practice. 
 
(Comment, not a question) 
 
Would you be interested in working with prehospital care? 
 
We are definitely interested in / open to working with other centres / settings 
(including pre-hospital care) when we have a better framework for our toolkit. 
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