
Context 
In recent years the value of the ward pharmacist has been extensively 
researched through various projects. Infection Prevention Practitioners (IPPs) 
cannot be considered to be the hand-hygiene “police”, nor should they take 
on that role. The ward pharmacist, as part of the healthcare team could assist 
by creating awareness and taking on the additional role of being the hand-
hygiene “big-brother”.

Problem 
HCAI is the most frequent adverse event in health care. Its true global burden 
remains unknown because of the difficulty in gathering reliable data.  In 
May 2014 the WHO launched a global campaign to ensure that infection 
control is acknowledged universally as a solid and essential basis towards 
patient safety. Hands are the main pathways of germ transmission during 
healthcare. Hand hygiene is therefore the most important measure to avoid 
the transmission of HCAIs. 
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Challenges and lessons learned
Basic compliance (89%) and BBE compliance (81%) has increased significantly 
amongst nursing staff. More detailed IPP feedback needs to determine what 
the effect of the infection rate in the ICU was compared to before the project 
started. Further projects need to be conducted on the compliance of doctors.
Although daily re-enforcement is one way of working towards compliance, 
nursing management should still be held accountable for their staff’s actions. 
On several occasions the reluctance from leaders and co-workers to address 
non-compliant staff raised questions about whether the correct culture is 
being created in students from day one. Infection prevention should be non-
negotiable and any punitive action taken should be seen in the light of good 
healthcare and not as victimisation.

Message for others
It is important to work as part of a team and to work towards the same goal. 
This project is a simple way to break down barriers between nursing and 
pharmacy and illustrates the value of constant reinforcement. The pharmacist 
should use ways and methods to motivate staff on ground level, and not 
only report to nursing management. The provision of real-time feedback can 
ensure that appropriate actions are taken immediately against non-adhering 
staff. 

Measurement of improvement and results
The following were observed: hand-hygiene before and after patient contact, 
whether gloves had to be used and lastly whether the BBE principle was 
adhered to. Patient or environmental contact was not separated but seen as 
any action where the patient or the direct environment around the patient 
was touched. All nursing staff in the unit was observed for BBE compliance 
daily - hands and arms up to the elbow are exposed and free from clothing 
and jewellery.  Hand-washing and glove use were only documented when 
a nurse entered the room. All data collected was documented on a spread 
sheet. Basic adherence was calculated as the adherence to correct hand-
washing techniques and the use of gloves if a patient was in isolation. The 
pharmacist would observe general patient care and complete the surveillance 
form. Before leaving the unit, the pharmacist would give a summary note 
(see figure 2) which would state the general compliance to hand hygiene and 
BBE to the unit manager or Shift leader. No mention was made of the staff 
involved. This was to ensure that the pharmacist was not seen as being part 
of a punitive system but purely to create daily awareness with daily feedback.
Four weeks after starting to hand out adherence notes, data collected on 
the spreadsheet were circulated to the unit manager and nursing services 
manager. Percentage basic and BBE adherence were calculated by taking 
the total number of correct actions ÷ total number of Encounters (number of 
rows with data recorded) x 100. Average overall adherence was the average 
of the basic and BBE totals.Pharmacist’s 
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Figure 3: Hand Hygiene Adherence

Intervention
One of the barriers encountered with improving hand-hygiene is to give real 
time feedback of performance data and overcoming the assumption that 
it is the IPP or unit manager’s responsibility to assure hand-hygiene is  
adhered to. 

Looking at the number of infection incidents per 1000 in-patient bed days in 
the MGICU, as measured in the 2014 FY starting in October 2013, the MGICU 
had 314 patient days and 5 infections, on average 15.92 infections per 1000 
patient’s days. Compared to the average of the hospital which was 4.51, it is 
evident that the biggest concern was in the MGICU.

After recent CRE cases in MGICU, the most basic infection prevention method, 
hand-hygiene, was observed in the MGICU for eight weeks. 

Without the nursing staff’s awareness, the ward pharmacist observed hand-
washing and “bare-below-the-elbow” (BBE) to determine whether these 
actions did take place as per infection prevention policies and procedures. 
The compliance towards BBE was on average 71% and basic hand-washing 
as little as 27%.

After completion of the 2 month baseline assessment, a simplified version 
of the WHOs observation form (see figure 1) was used to make the collection 
and documentation of actions more accurate and consistent. 

Cultural and religious aspects (e.g. alcohol is clearly designated as forbidden 
in Islam) of hand hygiene have not been taken into consideration when doing 
this project. Nursing staff were still unaware of the process and data was 
collected by the ward-pharmacist as part of the daily ward round.

Figure 2: Pharmacist summary note


