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CHAPTER 1

ORIENTATION TO THE STUDY

1.1 INTRODUCTION

The study presents an examination of hand hygiene compliance and infection
control among Healthcare workers (HCWSs) in the Mutoko and Mudzi districts,
remote rural areas in Zimbabwe. The phenomena are investigated in the context
of set goals and purpose related contextual attributes guided by Precede-
Proceed model and Theory of Planned Behaviour. This chapter provides an
introduction as well as giving an overview of the entire study that concerns
factors contributing to guidelines for fostering hand hygiene compliance and
infection prevention and control among HCWs in the Mutoko and Mudzi districts

in Zimbabwe.

1.2 BACKGROUND INFORMATION ABOUT THE RESEARCH PROBLEM

The background is in the context of the Mutoko and Mudzi districts in Zimbabwe.
This study is guided by the Precede-Proceed model that means Predisposing,
reinforcing, enabling constructs in educational, ecological diagnosis and
evaluation as one acronym and Policy, regulatory and organisational constructs
in educational and environmental development as the other acronym coupled
with the Theory of Planned Behaviour. This theory considers intentions as plans
of actions, intentions to do or not to do in view of the attitudes of the HCWs to
patients. These intentions are the result of an attitude leading to behaviour
(Ajzen, 2005 in Polit & Beck, 2014:138). These are applied to address the

research questions and objectives.

Hand hygiene is the simplest and yet the most efficacious means of preventing

and controlling health care-associated infections (HCAISs) in healthcare settings



(Damani, 2012:140; Gould & Drey, 2013b:88). The position taken by Starling
(2005:4) is that hygiene particularly hand hygiene, initiatives have been effective
in preventing and managing HCAIs but that a culture of cleanliness needs to
become more embedded amongst HCWSs. Experts suggest that 15-30% of
HCAIs could be prevented by effective application of best practice. However,
according to Sebille, Chevret and Valleron (1997:84) using a mathematical
model, they approximated that if the prevalence of Methicillin Resistant
Staphylococcus aureus (MRSA) colonisation was 30% where no hand hygiene is
practised this would be lowered to 22% if HCWSs’ hand hygiene compliance
reached 40% and the infection level could be lowered to 20% if hand hygiene
compliance was 60%. The development of new antibiotics cannot keep pace with
the continuing mutations among infectious microorganisms and viruses and their
growing resistance. Furthermore, HCWs face difficulties in complying with hand
hygiene practices, which are needed in order to lower HCAIs rates and the
spread of antimicrobial resistance (WHO, 2009b:5). According to al Kadi and
Salati (2012:1) hand hygiene is the single most cost-effective method for

preventing infection transmission.

According to Haralambos, Holborn, Chapman and Moore (2013:885), people’s
consciousness enables them to effectively construct real meanings from off their
surroundings by their experiences through their own human senses’ inherent
realisation abilities. Human beings, in inhabiting their own contexts are able to
express this in dialogues, in textual and spoken words as well as through other
lexicological languages or signs, such as music and poems. They do so to
express their experiences, feelings, perspectives and expectations of own lives,
including naming and classifying HCAIs that hand hygiene compliance prevent
and controls. However, according to Serrant-Green (2007:3) researchers
examine and understand people’s experiences and expectations by exploring the
different socio-cultural contexts experienced by the individuals, communities and

organisations in real health care settings rather than in laboratories.



Making sense of the real world is performed not only by presenting findings from
the natural perspectives of individual participants, but also by embedding the
social contexts of experience and expectations within the research process.
There is a role for a researcher, on the one hand, to protect the participants’
human rights and also to understand HCWs’ hand hygiene compliances vis-a-vis
infection control and prevention by considering a variety of opinions and
viewpoints (Serrant-Green, 2007:3). The role of the researcher is to maximise the
positives that could be achieved through a risk benefits ratio; that is, to do no
harm to the participants who are the sources of the information to be collected as
data and to uphold all ethical considerations, in this context using Precede-
Proceed model and in the real health care settings as operationalised.
Furthermore, people do not react automatically to external stimuli as positivists
claim; instead they interpret the meaning of a stimulus before responding to it in
their own way as they see fitting with respect to their own values. (Haralambos et
al., 2013:885). Kilpatrick, Hosie and Storr (2013:16), and Storr and Kilpatrick
(2013:12) concur that hand hygiene practices should be performed as a daily

working routine valued habit of HCWs, and at the right times.

However, incorporating these into the normal life activity of the human beings’
behaviour is far more complex in practice. This requires the integration of various
robust interventions involving a multidisciplinary approach combined multiple
variables. It requires the use of the Precede-Proceed Model, integrated with the

Theory of Planned Behaviour concepts in complex organisations.

According to Green and Kreuter (2005:10); Ajzen, 2005 in Polit and Beck
(2014:138) the following elements are relevant to this study as they form an
integral part of the Precede-Proceed model: health educational and promotional
strategies; organisational policies and regulations for HCWs behaviours for
ensuring practices of hand hygiene with regards to compliance among HCWs. In
addition there is predefining and reinforcing strategies to compel enablement of

HCWs into complying with hand hygiene procedures; and, effecting the correct



behavioural changes towards upholding hand hygiene compliance at all times
vis-a- vis HCAIs prevention and control. According to Haralambos et al.
(2013:885), Berger (1979:33), whatever HCWs may do in specific realities of
hand hygiene and infection control, there is need to understand the interpretation
of meanings and its relation to human behaviour, in addition to understanding the
needs of the HCWs themselves. This is integrated within the concepts of
Precede-Proceed model coupled with Theory of Planned Behaviour throughout
this doctoral study. Handy (1999:14) illustrates why the study of organisational
effectiveness is complex; there are numerous variables, some factors of which
affect the organisational effectiveness. This is also true for HCWs’ hand hygiene

compliance in the healthcare settings.

The central purpose of this study is to foster Hand Hygiene compliance among
HCWs in health care settings in order to improve infection control and prevention
in the aforementioned two remote rural districts of Zimbabwe, using the mixed
methodology approach. Fostering hand hygiene compliance among HCWs is
linked to the issues of HCWs hand hygiene compliance; attitudes, skilful
knowledge and actions, and also the complex nature of the organisations where

they work.

Hand hygiene is considered to be the primary means necessary for reducing
HCAIls (WHO, 2009b:5). According to Damani (2012:140), even though the
practice of hand hygiene is simple, poor compliance with such practice continues
to be a persistent challenge among HCWs. This can be attributed partly to:
HCWSs’ own lack of self - awareness, lack of motivation to practise effectively;
and, lack of knowledge about the importance of complying with hand hygiene.
Other reasons for poor compliance include inadequate material resources within
the organisations, understaffing, inappropriately located hand-washing resources
and lack of adequate hand washing facilities. On the other hand, Al -Tawfig and
Pittet (2013:374) explain that there are many factors that do contribute to low

compliance in HCWs hand hygiene across and within different contexts.



Damani (2012:11) states that some health care institutions around the world are
taking a “zero tolerance” approach in order to redress the problem. This is based
on the premise that there are no preventable HCAIs that should be tolerated at

any level and that “no benchmark is good enough”.

1.2.1 The study population

The study population was derived from health care institutions in the remote rural
Mutoko and Mudzi districts in Zimbabwe. Zimbabwe is situated in Southern

Africa, South of the Equator in the Southern Hemisphere tropical region.

1.2.2 Target population

Every element, which a researcher intends to explore during the research, is
known as the target population (Mulekar, Jezek and Fruh, in Hall & Roussel,

2014:65). The details of the study population will be discussed in more detail in
Chapter 4 of this study. Grove, Gray and Burns, (2015:509) explain that a
population contains all the elements of individuals, objects, events, or substances
and may be termed the same as target population. LoBiondo-Wood and Haber
(2010:222) note that a population is not restricted only to human subjects; it may
consist of hospital records, blood, urine, or other specimens. In this study, health
care settings, HCWs, hand hygiene opportunities, patients, and HCAIs related
mortalities from records, moments for hand hygiene compliance were
investigated at the Mutoko and Mudzi districts health care institutions and the
registrars’ offices of births and deaths in Zimbabwe. The study sample is

representative of the study population, representing all elements under study

(Mulekar, Jezek & Fruh in Hall & Roussel, 2014:67).

1.2.3 Study sites



Entry into the settings of this study was gained by permissions, and ethical
considerations within the environmental settings were upheld at all times.
According to Holtzblatt, Wendell and Wood (2005:22), a contextual inquiry
involves conducting field interviews with users in their workplaces while they
work, in order to observe and enquire into the structure of a user’'s own work
practices. The researcher captures the real business practice and daily activities

of the people in the system, and not just self-reported practice or official policies.

The particular health care settings in the study were purposefully chosen by the
researcher because of the long history of serving the population’s health needs in
Mutoko and Mudzi districts in Zimbabwe. The researcher has also lived and
worked in the two districts for 17 years and has experiences of serving people’s

health needs, and is familiar with the contexts, processes and procedures.

Zimbabwe is a landlocked country located in the Southern Africa Region. The
country shares borders with South Africa, Mozambique, Zambia, and Botswana.
Zimbabwe has ten administrative provinces including Harare and Bulawayo, the
former as a capital city for the country, and the latter as a large city located 440
kilometres from Victoria Falls the town and the actual “Falls” one of the seven
wonders of the world in Matabeleland North Province in Zimbabwe. The Mudzi
district directly borders with Mozambique and has a border post at Nyamapanda
where there is congested heavy traffic passing through to and fro. There is a
main, tarred road network from Mozambique and Malawi and Tanzania that
passes through the two districts to Harare, the capital city of Zimbabwe, in transit
to South Africa, Namibia, Zambia, and Botswana. Figures 1.1 to 1.3 show the

Mutoko and Mudzi districts in the Mashonaland East province in Zimbabwe.



https://pl.wikipedia.org/wiki/Maszona Wschodnia#/media/File:Mashonaland East

districts.png
Figure 1.1 Rarelibra Online. Mutoko and Mudzi districts in Mashonaland

East: Zimbabwe area map

7/
. S p—
BeST Pre . COA

List of research project topics and materials


https://pl.wikipedia.org/wiki/Maszona_Wschodnia#/media/File:Mashonaland_East_districts.png
https://pl.wikipedia.org/wiki/Maszona_Wschodnia#/media/File:Mashonaland_East_districts.png

MASHONALAND EAST PROVINCE - Overview Map

26 October 2009

Legend
S @ Province Capital

Horyani ® Key Location
Q % Mine
Mustumel
. Mbire @ Mission
© Place of Local Impartance
Ll e o /uﬂ'ﬂim" : '\\ o = \Village
Centenary : Road Network
o ~_ Primai
- aow o -Rushinga "
~$ . Darwin R e ~ Secondary
i Feeder
“_- Railway Line

N International Boundary

“"\.ur Province Boundary

7L >, 7. District Bounda
; \f ; Y
58 Ugfimbay e % o :i:y
. Ao / X River, P
' Wc@' 1 Posance iy River
'), A Maramba e uwu ‘55*"“f“°"‘°\"', s

ZS Lake/Waterbody

wa\m.,, B

‘ Conservation Area
4 um?i;m:‘" N:::umznﬂwn N
o B o~

@m mrehwa SR

! amd
< Stuha s 7 o 4

Other Province

Mashonaland East

Yo Jagess @W

S Maéhonaland

Map Doc Name:
OCHA_ZWE_Basemap_MashEss!_v4_091026

GLIDE Number:

Creation Date: 26 October 2008

ProjectionDatum: Arc 1850

Web
Nominal Scale at A4 paper size:  1:1,813,543

Map data source(s):
Place here all map data sources, there are two
fines available

3
b \\‘w Disclalmers:
: i The designations employed and the presentation
i =% Hwed @m 5 .:: e of material on this map do not imply the
e sy expression of any opinioh whatsoever on the part
! o 5 of the Secetanat of the Unitsd Nations
S S conceming the Iegal status of any country,

temtory, Gty or area or of its authorities, or
conceming the delimitation of s frontiers or
boundaries.

avabors

pas
e i

B
https://reliefweb.int/sites/reliefweb.int/files/resources/ODACCB96D027F14785257
664007EDEOQ1-map.pdf

Figure 1.2 OCHA Online. Mashonaland East — Map: Overview. 2009a



https://reliefweb.int/sites/reliefweb.int/files/resources/0DACCB96D027F14785257664007EDE01-map.pdf
https://reliefweb.int/sites/reliefweb.int/files/resources/0DACCB96D027F14785257664007EDE01-map.pdf

ZIMBABWE - Political and Administrative Boundaries
As Updated in 2008

) OCHA

MOZAMBIQUE

P SOUTH AFRICA

Legend
Populated Places

@  National Captal

© Province Capital
Admin Boundaries
7o Natioral Boundary
#"N\_s Province Boundary
™.+ Distict Boundery

Ward Boundary

Hydmiogy

B e ko

Creation Date: $ Octoder 2000
ProjectionDatum: e 1950
Web Resources: Mt fochaontine un ong/zimbabwe
Nominal Scale st A4 paper siee: 14564300

] “ 100 150 ks
e S W—
Map data source(s):

Veclor data Yom Department of the Surveyor General
(DSG) and Certral Statateal Office (C50).

http://reliefweb.int/map/zimbabwe/zimbabwe-political-and-administrative-

boundaries-05-oct-2009

Figure 1.3 OCHA online. Zimbabwe: Political and Administrative

Boundaries Map: Overview. 2009b



1.2.4 Prevalence of Healthcare Associated Infections, mortalities and costs

consequences

The prevalence of HCAIs is increasing worldwide, especially in developing

countries, as does the rate of HCWs’ hand hygiene non-compliance (Allegranzi &
Pittet, 2009:305). Consequently, there are high morbidity and mortality rates

associated with HCAIs (Gould, Drey, Moralejo, Grimshaw & Chudleigh,
2008:194). Damani (2012:26) describes findings from a study conducted in the
United States of America (USA) revealing an increase in hospital days due to
some notable HCAIs such as urinary tract infections (UTIs), lower respiratory
tract infections (LRTIS), surgical site infection (SSIs) and septicaemia associated
with intravascular devices as common HCAIs. The increased hospital days are
estimated as four days extra for UTIs, a week for SSls, a week to three weeks for
blood stream infections and period ranging from a week to a month for hospital

acquired pneumonia.

According to the WHO (2009a:6), HCAIs affect hundreds of millions of people
around the world, and HCAIs are a major concern for patient health and safety
globally. HCAIs account for an approximated 99,000 deaths every year in the
USA alone (WHO, 2009a:6). In England, it has been estimated that around 5,000
people die from Methicillin-resistant Staphylococcus aureus’ blood infections
each year causing significant morbidity and mortality and have major cost
implications for health care, of £1 billion annually (National Patient Safety
Agency, 2008/2009:5; Agha, 2012:39). However HCAIs are universal and cut
across every health-care facility and system worldwide. The global burden of
HCAIs is unknown because of the unreliable diagnostic data especially in
developing countries which justifies this study as HCAIs are informative,
evidence-based indicators of HCWs hand hygiene compliance in health care

settings.
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According to the WHO (2009b: 5), poor hand hygiene compliance rates have
been reported from both developed and developing countries. Adherence to
recommended hand hygiene procedures by HCWs varies substantially, with
mean baseline rates ranging from 5% to 89%, and an overall average rate of
38.7%. Haas and Larson (2008: 41) reported that despite nurses and other
HCWs being frequently reminded of the importance of hand hygiene in
preventing infections, that poor adherence remain. CDC (2002:22) found that
among all HCWs, compliance with “recommended hand-hygiene procedures”
was “poor,” with baseline rates 5% to 81% and an average of 40% which leaves
a gap for spreading HCAIs among patients and even among HCWs themselves.
This seriously compromises the health and safety of both patients and HCWs
because they have high exposure risks to HCAIs in contextual Zimbabwe (Haas

& Larson, 2008:40; Al-Tawfiq & Pittet, 2013: 374).

1.2.5 Possible measures to improve hand hygiene

The authors Haas and Larson argue that health care settings may best improve
compliance by assessing the barriers, measuring the rates of HCWs hand
hygiene compliance, educating HCWs on the importance of hand hygiene,
making sanitising products more available and holding staff accountable. The
authors are of the view that to have sustainable improvement in hand hygiene is
a joint effort that needs support of healthcare settings’ managers (Haas &
Larson, 2008: 40; Haas & Larson, 2007: 6).

1.2.6 Contexts and relationships of hand hygiene and quality of care
HCAIs are acquired during direct patient contact as well as due to unhygienic
environments. The infection can be transmitted from patient to healthcare

provider, or vice versa. Around a third of HCAIs can be controlled by reducing the

spread of infection in healthcare settings (Agha, 2012:39).
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1.2.7 Activities where hand hygiene is of specific importance

HCWSs'’ hands should be properly cleaned at regular intervals including: before
patient contact to stop virulent microbes spreading from unclean hands, after
patient contact for HCWs self- protection from harmful microbes, after contact
with patients’ surroundings to stop microbes spreading in the health care
environment, before aseptic tasks on patients to keep patient’s health safe from
infective microbes, and after exposure to body fluids to keep the environment
clean from contamination by infective microbes (Fuller, McAteer, Slade,
Cookson, Michie, Savage & Stone, 2009:5). Additionally, HCWs need to ensure
that their hands are dried thoroughly to prevent wet hands from spreading
microorganisms from one patient to another in health care environments of the
institutions (WHO, 2009a:152; WHO, 2010:1).

1.2.8 Intervention strategies and measures to manage hand hygiene

policies, surveillance

Prevention and intervention strategies for healthcare associated infections are
based in clear policies and procedure, maintenance of equipment, regular
measurement and audits of infection rates and quality control measures.
Continuous education is essential in the management and control of healthcare
associated infections. The surveillance of hand hygiene compliance, and
performance feedback to HCWs, are critically important aspects of hand hygiene
promotion (Sax, Allegranzi, Chraiti, Boyce, Larson & Pittet, 2009:827).

1.3 STATEMENT OF THE RESEARCH PROBLEM

The WHO states that “the global burden of HCAIs is unknown because
surveillance systems are virtually non-existent in most countries” (WHO,
2009b:2). This burden profoundly affects Sub-Saharan Africa including

Zimbabwe as there are no robust surveillance systems of both hand hygiene
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compliance among HCWs and surveillance for control and prevention of HCAIs.
Most developed countries generally have monitoring and intervention systems in
place against HCAIs and clearly categorise deaths caused directly or indirectly
(comorbidity) by HCAIs on death certificates. However, according to WHO
(2009b:2) in developing countries the HCAIs are a hidden danger as they are not
clearly categorised and monitored for surveillance, therefore mortality rates are
considered by the WHO (2009a:7) to be significantly higher than in developed
countries. HCAIs link closely with hand hygiene compliance of HCWSs universally.

There are limited surveillance systems for HCAIs and hand hygiene compliance
in developing countries (WHO, 2009b:2), and that does not exclude Zimbabwe.
This was found after a thorough search using various current databases to find
studies or articles with respect to the surveillance of HCAIs and hand hygiene
compliances in Mutoko and Mudzi districts in Zimbabwe. In short the problem
under investigation is HCWs hand hygiene compliance and HCAIs prevention

and control.

1.4 THE PURPOSE OF THIS STUDY

1.4.1 Aim of the research

The aim of this study is to establish the current state of hygiene practices, and
develop guidelines to promote compliance to hand hygiene practices among
HCWs, in Mutoko and Mudzi districts in Zimbabwe thereby preventing the high
rates of morbidity and mortality due to healthcare associated infections.

1.4.2 Research questions

The following research questions lead to meeting the aim of the study:-

1.4.2. 1 What is the extent and nature of hand hygiene compliance
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among HCWs during patient care in health care settings?

1.4.2.2 What are the effective ways to foster HCWs hand hygiene
compliance and infection control regarding patient care activities?

1.4.2.3 What are the key determinants of hand hygiene promotion by different
categories of HCWs as perceived by patients?

1.4.2.4 What are the HCAIs related mortalities in Mutoko and Mudzi districts?

1.4.3 Research objectives

The following objectives are set up in order to: -

1.4.3.1 Explore compliance of hand hygiene standards by HCWs in rural
health care facilities in Zimbabwe.

1.4.3.2 Determine the key determinants of hand hygiene promotion by
different categories of HCWSs as perceived by patients.

1.4.3.3 Investigate HCAIs associated mortalities in Mutoko and Mudzi
districts.

1.4.3.4 Develop guidelines for hand hygiene in Zimbabwe.

1.4.4 Hypothesis

If HCWs hand hygiene and HCAIs prevention and control programme services
are delivered through Precede-Proceed model concepts, compliance with hand
hygiene prevention strategies will increase and healthcare associated infections
and related morbidity and mortality will decrease. The associated null and
alternative hypotheses are as follows:

Ho: variable X and variable Y are independent;

Ha: variable X and variable Y are not independent.
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1.5. SIGNIFICANCE OF THE STUDY

This study adds to the body of knowledge in HCWs’ hand hygiene compliance in
the Mutoko and Mudzi contexts. The findings of the study contribute towards
improving hand hygiene compliance and infection prevention and control in the

two districts, in particular, and in Zimbabwe in general.

The findings will improve the databases for regulators in policy making,
researchers and research bodies including the Medical Research Council of
Zimbabwe (MRCZ), the Zimbabwe Ministry of Health and Child Welfare (MOH &
CW), Local and Global Health Studies Departments such as the Institute of
Continuing Health Education (ICHE) at the University of Zimbabwe (UZ) campus
based at Parirenyatwa Hospital in the capital city of Harare. The databases will
influence on further improvements in assessments, plans, and implementations
as well as evaluations of Healthcare workers hand hygiene practices in the
control and management of healthcare associated infections.

1.6 DEFINITIONS OF KEY CONCEPTS: CONCEPTUAL AND OPERATIONAL
WORK

1.6.1 Hand hygiene compliance

1.6.1.1 Hand hygiene

Hand hygiene includes techniques of cleaning and sanitising hands from micro-
organisms that can lead to healthcare associated infections (WHO, 2009a:2;
2009b:13). In this study direct observational protocol monitoring of HCWs means
that hand hygiene acts were monitored by watching through eyes directly while
HCWs were doing their day to day caring for the patients in context and
documented using pencil and paper.
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1.6.1.2 Compliance

Compliance is when a procedure or activity is undertaken and followed through
to meet accepted standards, policies or procedures. In this study, the compliance
is with reference to hand hygiene practices during different moments before,
during and after patient contact (Black, Groves, Hucker, and McKeown,
2011:200). It was the expectation for the HCWSs in Mutoko and Mudzi districts in
Zimbabwe to do hand hygiene as expected standard of them by others regionally

and internationally in order to prevent and control HCAIs in healthcare settings.

1.6.1.3 Hand hygiene compliance

Hand hygiene compliance is a technique of thorough washing of hands for 40 to
60 seconds at the point of care: wetting hands under a running tap, applying
soap, and, washing, rinsing and drying properly; or applying alcohol gel on hands
and rubbing hands thoroughly for 20 to 30 seconds until they are dry. This is
based on the “five moments for hand hygiene” (WHO, 2009a:100).

1.6.2 Fostering hand hygiene compliance

Fostering refers to the promotion or development of a particular factor. Promoting
hand hygiene is fostering hand hygiene compliance pertaining to HCWs’ hand
hygiene compliance with a focus on controlling and preventing HCAIs in patients
and HCWs themselves (Black, Groves, Hucker & McKeown, 2011:200). In the
current study, it refers to all contributing factors, which promote hand hygiene
compliance among HCWs in the Mutoko and Mudzi districts’ public health care
settings. Factors found in the study that promote compliance to HCWs hand
hygiene are used to develop guidelines for fostering hand hygiene compliance to

prevent and control HCAIs.
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1.6.3 Health care-associated infections control

1.6.3.1 Health care-associated infections

HCAI is defined as an infection occurring in a patient during the process of
health care delivery in health care settings which was not there or was incubating
at the time of service delivery (WHO, 2015b:1). HCAIs can affect patients in any
health care setting and can also appear after the patient is discharged, and
include occupational infections affecting hospital personnel. So far there is no
institution or country that can claim to have solved this problem yet (WHO,
2015b:1).

1.6.3.2 Health care-associated infections control and prevention

This is a programme of HCWs. It is defined as the use of standard precautions
against HCAIs spreading from hands, direct contact, airborne infections, droplets

infections and unsafe injection practices.

1.6.4 Healthcare Workers

This pertains to any member of staff working in a health care setting who deals
with patients. These include nurses, midwives, doctors, clinical officers, health
care assistants, environmental health technicians, occupational therapists,
physiotherapists, domestic workers, medical and additionally students in training
(WHO, 2009a:242).

1.6.5 Patient

According to Black, Groves, Hucker and McKeown (2011:744) a patient is any
person a consumer of treatments or receiving health care services. Patients are

people attending or using health care services in the healthcare institutions and
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can be affected by HCWs’ hands in transmission of HCAIls. HCWs touch patients
and patients’ immediate surroundings including lives directly such as nurses,
midwives, doctors, clinical officers, health care assistants, environmental health
technicians, occupational therapists, physiotherapists, domestic workers, medical
and others like healthcare students in training (WHO, 2009a:242) .

1.7 OPERATIONALISING THE PRECEDE-PROCEED MODEL CONCEPTS

The two components of the Precede-Proceed work together in conjunction to
provide a continuum series of phases in assessing, planning, implementation and
evaluation of the programme. The evaluation of factors for fostering HCWs hand
hygiene compliance and HCAIs prevention and control identified guided by the
Precede component leads to mixed methodology, combining quantitative and
gualitative research questions and objectives, which then become goals and
targets used for the implementation phase of the Proceed component. Those
goals and targets become the standards of acceptability when evaluating the
success of the programme (Green & Kreuter, 2005:9). Green and Kreuter
(2005:9) elaborate that working through Precede-Proceed contextualised
concepts is like solving a jigsaw puzzle. However, the use of the model is an
ideal re-situation of the health care settings that requires a combination of
inductive and deductive logical reasoning. The researcher uses the Precede-
Proceed Model to achieve the set questions and objectives to develop
guidelines, which are validated using this model. These guidelines are then used
to decrease the prevalence of infections and conditions due to poor hand
hygiene, which would ultimately enhance the individual's quality of life (Green &
Kreuter, 2005:9). Furthermore, Green and Kreuter (2005:9) emphasise that as
one reviews the individual phases, one must keep in mind that they are truly
parts of an ecological live planning system that depends on one another.
Consequently, the Precede-Proceed model: combined with Theory of Planned

Behaviour was a useful guide for directing this study from the beginning to the
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end, as it incorporates multi-disciplinary and multidimensional factors that
underlie the guidelines for fostering HCWs’ hand hygiene compliance (Green &
Kreuter, 2005:10, Green & Kreuter, 2005 in Community Tool Box, 2018:1; Ajzen,
2005 in Polit & Beck, 2014:138).

1.7.1 How elements of guidelines and strategies integrate

Figure 1.4 shows guidelines for fostering HCWs’ hand hygiene compliance with
moments for hand hygiene (Sax, Allegranzi, Uckay, Larson, Boyce & Pittet, 2007:
13). Additionally, HCWs should dry hands thoroughly. Precede-Proceed model is
used in this integration representing real life context (Green & Kreuter,
2005:137) where, P stands for Predisposing, R for Reinforcing, E for Enabling
and G for Genetics to prevent and control infections towards the visionary quality

of life.

Finally, ICD is used for reimbursement and resource allocation decision-making
by countries for health and safety for all (WHO, 2015a:1). Furthermore Diercke,
Beermann, Tolksdorf, Buda and Kirchner, (2018:806) state that ICD-10 even
though it was endorsed in 1990 it does not always give enough additional
information for analysing epidemiological data. However, HCAIs such as health
care associated pneumonia, catheter associated urinary tract infections and
Methicillin Resistant Staphylococcal infections do not appear on the list of the
136 diseases evaluated in these reports (Lopez, Mathers, Ezzati, Jamison &
Murray, 2001:1747).

Therefore use developed guidelines for fostering HCWSs’ hand hygiene
compliance in all health care settings at all times. Be visionary as leaders to be

empowered to prevent and control HCAIs in specific health care contexts.
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USE PRESENTED GUIDELINES FOR FOSTERING
HCWs" HAND HYGIENE COMPLIANCE IN ALL
HEALTH CARE SETTINGS AT ALL TIMES. BE
VISIONARY TO PREVENT AND CONTROL HCAls.

Researcher devised as adapted from (Green & Kreuter, 2005:137; Sax,
Allegranzi, Uckay, Larson, Boyce & Pittet 2007: 13).

Figure 1.4 how elements of guidelines and strategies integrate to prevent
and control HCAIs in contexts
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1.8 INTRODUCTION TO METHODOLOGY

There are four basic elements to be taken into consideration for any research
process (Crotty, 1998:4). There are four elements influencing one another
namely epistemology the nature of knowledge alongside it, is ontology the nature
of worldview reality, theoretical lens that informs the methodology anchoring the
foundations of the study. Methodology involves philosophical assumptions
(Cresswell & Plano Clark, 2011:5). Methodology means theory and analyses that
determine the choice of methods, procedures, strategies and techniques that are
used in generating information emanating from the chosen methods for the
research process pathway. Figure 1.5 illustrates the methodology of the research
process pathway followed by the researcher as emerged and the extent achieved
by the rerseacher in integrating the research problem. Additionally research
guestions, objectives, timing and weight, mixing notation, sampling, data tools,
data collection and data analyses are also integrated for the purpose. In this
study data were collected from samples of populations being involved for which

conclusions were drawn based on the study in the mixed multi —strands.

1.8.1 Research design

Lincoln and Guba (1985:41) clearly explain that research has as aim to allow
data in a specific context to emerge, to flow, and unfold, rollover rather than to
manipulate data in a predetermined fashion. This study followed a fixed mixed
methodology approach combining qualitative and quantitative methods and
ended with an emerged design. Therefore the study is naturalistic observational
survey, non-experimental, exploratory, descriptive, nature study, contextual, and
inferential, whereby the overall compliance with hand hygiene during routine
patient care and HCAIs prevention and control in the health care institutions in
Zimbabwe were investigated among different categories of HCWs and in the two
districts. The mixed methodology incooperating the mixed methods addresses a

combination of quantitative, qualitative approaches, research techniques,
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methods, concepts or language into one study or set of related studies (Johnson
& Onwuegbuzie, 2004:17 in Onwuegbuzie & Combs, 2011:2). The research
design establishes the problem of the study in context, conceptualisation and
definitions of the study henceforth contributes to the development of guidelines
for fostering HCWs hand hygiene compliance and alleviation of HCAIs.
Additionally the design is transformative and a multiphase strands. According to
Creswell and Plano Clark (2011:64) the key four decisions involved in choosing
mixed approach design is level of interaction between strands, priority of strands,
timing of strands, and procedures for mixing. The researcher also considered five
interwoven components when designing mixed approach study and these are:
goals of the study, conceptual framework that is in this study Precede-Proceed
model coupled with Theory of Planned Behaviour was utilised in context within
the model, research questions, objectives, methodology that includes (mixed)
methods and validity, reliability-trustworthiness issues that are operational
(Creswell & Plano Clark, 2018:57). A summary of the devised and adopted
emerged mixed methodology is indicated in section 1.12 of this chapter. The
Figure 1.5 and Tables 1.1 to 1.4 serve as a framework for chapter 4 leading to

the rest of the chapters in a succinct and coherent logical natural manner.

1.8.2 Research methods

Grove, Burns and Gray (2013:57) state that within a natural setting qualitative
research allows exploration of depth, richness and complexity inbuilt in peoples’

own lives in context reality cultural diversity.

In qualitative observations the researcher uses own senses as an insider-
outsider; emic- etic minded human instrument to collect through the senses and
mindedness and then transfer the occurrences or the constructions from the
participants as sources of data on handwashing and rubs in HCWs hand hygiene
compliances vis- a- vis infection control. According to Boyatzis (1998:4),
Haralambos et al., (2013:885), and Greene (2007:20) perceiving a pattern or

occurrence can be providing a true picture of phenomena under study.
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However the mixed approach researcher needs to manage many complexities
starting with methodology that involves philosophical assumptions as background
of mixing methods approach. Gather data from each strand and make
meaningful inferences. Furthermore integrate the two or more strands to give a
complete picture of the phenomenon under study (Baran & Jones, in Baran &
Jones, 2016:292).

It is also of importance to take note that, the World Health Organization
Department of Health Statistics and Information Systems document published in
May 2014 estimated disability adjusted life years (DALYS). This is done by cause
and sex but it does not mention HCAIs (WHO, 2014:1).

When HCWs continue further research of hand hygiene compliance and HCAIs

prevention and control in own contexts on their own they could follow principles

given in order to carry their own future evaluations in Box 1.1 below:-

23



24



In the present study the researcher observed hand hygiene practices and the
nature and extent of patient contact, using an observational protocol that also
serves as the checklist for assessing compliance to norms and standards. In the
study, the observational survey form, in the form of a checklist is used for data
coding, categorised numbered in the first qualitative (QUAL+QUAN) strand to
determine the compliance of HCWs’ hand hygiene. In the other strands of the
study interviews will be used to determine the perceptions of patients. Self-
administered questionnaires will be used to collect data from HCWs themselves
on challenges faced by HCWs to comply with norms and standards of hand
hygiene. Retrospective reviews of related mortalities associated with HCAIs from
records were conducted to determine which have a link to fostering hand hygiene
compliance in health care institutions in the Mutoko and Mudzi districts. This was
a multiphase design in which data obtained through the various strands were
integrated and inform various stages (strands) of the study (Creswell & Plano
Clark, 2011:70; Graff in Hall & Roussel, 2014:52).

The findings from the mixed methodology approach strands are utilised to
interpret and discuss for deriving meanings and empower guidelines.
Furthermore they are used to draw conclusions, and make inferences as well as
recommendations henceforth development and presentation of guidelines for the

whole study.

Moreover using the mixed methodology approach encapsulated within the
Precede-Proceed model is according to Creswell and Plano Clark (2011:414) a
strategy that occurred inclusive of Theory of Planned Behaviour and the model
guiding the overall mixing of research approach design for the whole study. The
details of the Precede-Proceed model and Theory of Planned Behaviour are
addressed in Chapter 3. Data were collected using mixed methods in order to
give clear, enhanced complimenting answers to the research objectives to fulfil
the title and according to Creswell and Plano Clark (2011:154) to validate,

corroborate and compare results for prediction because each aspect of the mixed
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methods provides a part to answering the research questions and objectives.

Further details are found in chapter 4.

1.8.3 Sampling

According to Yegidis and Weinbach in Lennon-Dearing and Neely- Barnes in Hall
and Roussel (2014:6) studying the whole population is costly in terms of time,
personnel, money and materials and therefore a portion of a given population is
chosen by the researcher as a sample. However, sampling method affects
representativeness of the population and generalising of results. There are two
types of sampling: - probability and non-probability thereby according to Rubin
and Babbie (2011:360) in probability sampling all elements of that population
have an equal chance of being included in the sample. According to Creswell
and Plano Clark (2011:174) nonprobability sampling deals with choosing
individuals who happen to be available at the right time to be included in the

sample.

The title and the purpose of the study guided in the identification of the
population that comprises sampled or accessed population from which data were
collected: - HCWs whose hand hygiene opportunities were considered as either
compliance or non-compliance. Patients were interviewed face-to-face and from
the HCWs who were on duty convenience sampled, a questionnaire with open
ended questions was hand delivered, self- administered and collected in person.
The data were analysed separately and then merged altogether to develop the
guidelines. Associated mortalities related to HCAIs from the records were also an

accessed population that was reviewed retrospectively.
Therefore, the samples are the HCWs, the observed hand hygiene opportunities,

the healthcare institutions in the context of settings of hand hygiene occurrences,
the patients, and health care facility records including the reviewed HCAIs related

26



mortalities from records. Further details of the sample and sampling methods are

discussed in chapter 4.

1.8.4 Data collection procedure

Both qualitative (qual) and quantitative (quan) data collection strategies were
applied in the mixed methodology approach (Graff, in Hall & Russel, 2014:56;
Ivankova, 2015:214). In depth details of data collection procedures are found in
chapter 4.

The researcher modified an instrument with evidence of having been used in the
past, resulting in showing high validity, reliability and trustworthiness. Therefore
the researcher used it for research process purposes (Creswell & Plano Clark,
2011:178). This is a mixed methodology approach and the instrument serves as
a dual purpose of qual and quan combined. Moreover Sergi and Hallin
(2011:191) are of the stance that exploration reveals that doing research is a
rich, complex and multi-level mixed live experiences as true information from the
participants and the researcher including the instruments took the form of a thick
performance in information collection and analyses and not just thick
descriptions, but also the processual nature that led into thick interpretations and

discussions towards recommendations and conclusions of the study.

The study uses mixed methodology approach that involves a naturalistic
observational survey and generated codified data on a form, in the first
qualitative (qual+quan) strand into HCWSs’ hand hygiene and recording if
compliance or non- compliance occurred. In the other strands (quan) structured
interviews are used for collecting data from patients to fostering hand hygiene
compliance; self- administered questionnaires are used to aid the collection of
data from HCWs themselves; and retrospective record reviews of HCAIs related
mortalities data which have a link to fostering hand hygiene compliance in

Mutoko and Mudzi districts health care institutions are examined. This is a
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multiphase design in which strand one informs strand two and strand two informs
strand three (Creswell & Plano Clark, 2011:70). According to Graff in Hall and
Roussel (2014:52) this is multilevel mixed design in which data are collected from
different levels of the same study simultaneously or sequentially. However
Creswell and Plano Clark (2011:63) terms each level of the multiphase design, a
strand and to qualify as a mixed methodology approach there should be a

minimum of one qualitative strand, and one quantitative strand.

Moreover, using the mixed methods encapsulated in the mixed methodology and
guided by the Precede-Proceed model is according to Creswell and Plano Clark
(2011:414) a strategy that occurs inclusive of Theory of Planned Behaviour and
the model guiding the overall mixing of research approach design for the whole
study. However, data are collected using a mixed methodology approach in order
to give clear, enhanced complimenting answers to the research questions and
objectives to fulfil the title and according to Creswell and Plano Clark (2011:154)
to validate, corroborate and compare results for prediction because each aspect
of the mixed methodology approach plays a role in addressing the research
guestions and objectives with clarity from all strands. Further details are found in

chapter 4.

1.8.5 Data analyses

Data analyses are done level by level separately and also in combination.
However, further the findings from the QUAL, QUAN levels were utilised to
interpret, discuss, draw conclusions and inferences as well as make
recommendations. Onwuegbuzie and Combs (2011:2) have come up with 13
criteria used for analysing mixed data, and these are: purpose, underpinning
philosophy, number of data types analysed, number of data analyses, time
sequence, level of interaction, priority of analytical components, number of
analytical phases, link to other designs, phase of the research process, type of

generalisation, analysis orientation, and cross-over nature of analysis. In this
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study data analyses were done strand by strand using the mixed methodology.
According to Brink in Morse (1991a:178) analysing in this QUAL strand refers to
objectification and ordering of information to make sense of the data and to
writing the final report representing the true reality of the phenomena: - the core
argument or question for debate and exploration, Lee (2010:52) being the
contextual social construction of reality of HCWs hand hygiene compliance and
HCAIs prevention and control. However, whereas data are the constructions of
reality from the participants, data analyses become a reconstruction of those

given constructions from the information sources (Lincoln & Guba, 1985:332).

However, according to Creswell and Plano Clark (2018:63) consider the following
possibilities when analysing data that QUAN+QUAL=converge data in a
convergent design. Alternatively it is possible to QUAN+qual or quan+QUAL.
Regardless of the weighing on priority emphasis the overall purpose is to
converge or compare results. QUAN=>qual=explanatory quantitative results are
for prediction as expected and for prevention and control of HCAls. QUAL=»
guan= explores and generalises results from the findings. Data analyses also
involved quan=>QUAL. However, Johnson and Christensen (2017:477) explain
that the notation system functions as a tool to explain the complex nature of the
mixed methods.

With respect to this thesis, data analyses are directed towards addressing the
research questions and objectives with the help of the statistician (Mulekar,
Jezek & Fruh in Hall & Roussel, 2014:73). According to Grove, Burns and Gray
(2013:691) data analyses are conducted to reduce, organise, and give meaning.
In this thesis data were analysed and involved the use of inductive and deductive
procedures and inferences, describing the study in order to provide answers to
the research questions and objectives in respect to HCAIs and HCWs hand
hygiene compliance. According to Lincoln and Guba (1985:333) data analyses

are constructions of what emerged from participants and as an interaction with
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the researcher these are reconstructed, and meaningfully interpreted and

discussed to give meaning of the constructions as a new structure.

Precede-Proceed and Theory of Planned Behaviour guided the data analyses in
strands. Statistical tests were done using SAS/STAT 9.2 (SAS Institute, 2009).
This SAS/STAT System can be used to access data from any source such as
clinical settings, perform data management, undertake statistical analysis, and
then present findings in different ways such as reports and graphs in this thesis.
SAS/STAT software enables evaluation of data from a variety of sources, such
as health surveys (SAS Institute, 2015:1). However, according to SAS Institute
Inc. (2013: 165, SAS/STAT 13.1) there are many procedures in SAS/STAT
software that can be used for categorical data analyses such as was done in this

study.

The data processing operation included resolution of inconsistencies and coding
of open-ended questions and HCWSs’ hand hygiene opportunities. Hand hygiene
compliance and non- compliance rates were manually calculated after data were
graphically presented to recommend patterns and themes on data analyses in
the QUAL strand of the study. Additionally, using the interview questionnaire
tools, the patients’ perception and attitudes with respect to HCWs hand hygiene
compliance are assessed and collated. The findings of this are then categorically
analysed. Also, HCWs challenges they faced to foster the best hand hygiene
practices effectively and constantly with consistence such as lack of resources
are collected and analysed. Computer data editing was also accomplished using
SPSS version 16 software. SPSSis a Windows based programme. It
was used to perform data entry and analyses in addition to creating tables and
graphs that also involved range, median, mean, mode and standard deviation.
SPSS can perform a variety of statistical analyses of large volumes of data

(Georgia State University & University Library, 2015:1).

30



For further in-depth data analyses the statistician’s input was taken into account.
According to Mulekar, Jezek and Fruh in Hall and Roussel (2014:66), consulting
a statistician and experienced researcher in planning research is of high
importance. The rationale for consultation is that methods of data collection and
data analyses depend on the type of data in the thesis and research questions or
objectives. Therefore, the statistician assisted with the design of the study.
However, according to Graaf in Hall and Roussel (2014:60) QUAN data can be
analysed using parametric or non- parametric statistical procedures. Parametric
statistics need that data meet rigorous assumptions to include interval or ratio

scale measurements to be statistically analysed.

Non- parametric statistical analyses are used with nominal and ordinal scale data
and do not involve rigorous assumptions as is done in parametric statistical
analyses. According to Hollander, Wolfe and Chicken (2014:1) non-parametric
procedures need just the ranks of the observations, instead of the actual
magnitude of the observations, whereas parametric procedures require actual
magnitudes to be used. This study followed the mixed methodology approach

involving QUAL and QUAN data analyses that are categorically integrated.

According to Kumar (2011:292) analysed data are displayed in four ways,
namely, text, tables, graphs and statistical measures. However, Mulekar, Jezek
and Fruh in Hall and Roussel (2014:73) reveal three common methods in
summarising quantitative data in the mixed methodology. For the collected data
to be useful in making inferences they need to be summarised, and this could be
in tabular, graphical, and numerical form. The results were presented in tables,
bar graphs, and pie charts statistical measures and textually. However data
collected could be transformed that is quantitising and or qualitising accordingly
(Onwuegbuzie & Combs, 2011:5). In realism quantitising or qualitising or vice
versa there is needed to understand the changing nature of programmes that is
programme transfigurational morphogenesis from one state to the other (Archer,
1995:15; Boyatzis, 1998:5).
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According to Berger et al. (1979:86) explain that the objectification of the
experience in the language is its transformation into generally available
objectified knowledge then this movement from one state to the other allows its
incorporation into a larger body of tradition which can be generationally passed
on from one generation to another. However, Ivankova (2015:247) explains that
guantitised data from observations are first analysed inductively for codes,
categories and thematically then assigned numbers or frequency counts
thereafter the frequencies as seen as quantitised sets of data are integrated with
the original QUAN data sets and statistically analysed altogether. However
although numbers are assigned on data or frequency counts these
characteristics remain categorical data (Mulekar, Jezek & Fruh in Hall & Roussel,
2014:71),

Data analyses were strand based to answer each research question aligned to
the corresponding objective, in which the mixed analyses occur in one or more
strands of the study. In mixed methodology analyses, either the qualitative or
guantitative analyses, strands are given dominant status or approximately equal
status for complementarity, expansion, enhancement and development
(Onwuegbuzie & Combs, 2011:3).

1.9 ETHICAL CONSIDERATIONS

Permission from UNISA’s Health Studies Research and Ethics Committee for
Higher Education was allowed in order to collect data. In addition to that the
College of Human Sciences, MRCZ and MOH & CW were clearly involved.
Further details on all ethical considerations are discussed in Chapter 4 and there

are also evidences included in the annexes to support the details.

1.10 SCOPE OF THE STUDY

32



Healthcare workers hand hygiene practices were investigated among HCWs and
HCAIs mortalities in the Mutoko and Mudzi districts in Zimbabwe, at four
hospitals and 44 health care settings in order to alleviate the mortalities due to
HCAIs in the healthcare settings. Guidelines were developed for HCWs' hand
hygiene compliance to prevent and control HCAIs in context in the research
wheel process. Retrospective records of mortality rates associated with HCAIs
from the registrar's mortality entries in the Mutoko and Mudzi districts were also
reviewed. The researcher has devised, adopted mixed methodology framework
showing how the research was actually conducted and is useful for leadership as

well as audit trekkability by other researchers.

1.11 STRUCTURE OF THE THESIS

The structure of the whole thesis is summarised below. This main body of this

thesis comprises of 9 chapters:

Chapter 1: Orientation to the study: introduction and serves as an overview.
Chapter 2: Literature review.

Chapter 3: Theoretical foundations of the study.

Chapter 4: Research design and methodology.

Chapter 5: Analysis, presentation and description of research findings.
Chapter 6: Interpretations and discussion of research findings.

Chapter 7: Trustworthiness, validity and developing guidelines.

Chapter 8: Presentations of guidelines.

Chapter 9: Summary, conclusions and recommendations.

1.12 SUMMARY OF THE DEVISED AND ADOPTED EMERGED MIXED
METHODOLOGY FRAME WORK

Details of the devised and adopted emerged mixed methodology frame work are

summarised in Figure 1.5 and Tables 1.1 through 1.4 over-pages. It is provident
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to present this Figure and Tables clearly outlining the strands of the study as per
such a framework serves as a template for chapter 4 and exactly the same
framework is used to present results in a coherent, concise and logical manner in
subsequent chapters. Flow from chapter 4 to 9 is assisted in articulating the
design and methods, data collection, analyses and ultimately enhance and give
structure to presentation of valid trustworthy research results that lead to

guidelines development.

Questions Objectives Time / Mixing Notatio  Sampling Data Data Data

Weight n

tools collection EQEWAES

Figure 1.5 Integrating the research questions, objectives, problem, design, methods and tools for

purpose
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TABLE 1.1 INTEGRATING THE FIRST QUESTION, OBJECTIVES, PROBLEM, DESIGN, METHODS AND

TOOLS FOR PURPOSE

Questions

What is the
extent and
nature of
HCWs’ hand
hygiene
compliance?

Objectives

To explore
compliance
of hand
hygiene
standards
by HCWs in
rural health
care
facilities in
Zimbabwe

Time /
Weight

Concurrent
Qualitative
and
followed by
Quantitising

Mixing

Qualitative
and
quantitised
observation
al
Naturalistic
and
contextual
Convergen
ce
Transforma
tion

n=95
HCWs and
n=570
hand
hygiene
opportunitie
S.

Notatio
n

QUAL +
QUAN
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Sampling

opportunistic
n=95 HCWs
and n=570
(doctors,
nurses,
nurse aides,
porters,
environment
al health
technician)

Moments
Bef. Pt.con
Aft pt. con
Aft con with
pt.surr
Bef.an
aseptic Proc
Aft body fluid
expo risk
Hand Drying

Data
tools

Researcher
as
participant
observer

observation
al
tool/checkli
st with
observed
opportunitie
s using
data
collectors
as human
instrument
utilising the
observable
moments to
observe the
expected
hand
hygiene
standards

Data
collection

hand
hygiene
opportunities
observed
from 95
HCWs ,
using
moments of
hand
hygiene by
strategies
code,
categorise
and
document
using pen
and paper
the observed
constructs
as data

DEE:
EQEWAES

Compliance
or non-
compliance
descriptive
Analyses
manual
calculated
using a
formula to
lead to
Meaningful
Thick
descriptive
interpretatio
ns and
thick
Discussion
s of the
findings
Validation
and
developme
nt of
guidelines



TABLE 1.2 INTEGRATING THE SECOND QUESTION, OBJECTIVES, PROBLEM, DESIGN,
METHODS AND TOOLS FOR PURPOSE

Questions Objectives  Time / Mixing Notatio  Sampling Data Data Data

collection EQEWAES

What are the
key
determinants
of patients’
perceived
hand
hygiene
promotion
among
different
categories of
HCWs?
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TABLE 1.3 INTEGRATING THE THIRD QUESTION, OBJECTIVES, PROBLEM, DESIGN, METHODS

AND TOOLS FOR PURPOSE

Questions

What are
the
effective
WEVER(
foster
HCWs hand
hygiene?

Objectives

To
determine

Key factors
of hand
hygiene
promotions
by different
categories
of HCWs in
order to
improve
compliance
to hand
hygiene

0]

analyse the
existing
practices,
relevant to
HCWs hand
hygiene,and
compare
with
international
standards

Time /
Weight

Follow up
explanatio
ns

Participant
sampling
Sequential
qualitativeq
uantitative

Mixing

Qualitativ
e

and
quantitise
d
Connect
the data
with the
other
strands
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Notatio
n

qual

=

QUAN

Sampli
ng

Convini

ent
n=189
HCWs

Data
tools

HCWs
Hand
hygiene
complian
ce

guestionn
aire

Data

collection

Categorical
measuring
of
challenges
faced by
HCWs
Measuring
their
perspective
s self
completed
and all
handed to
researcher
of HCWs
and what
they would
recommend
completely
filled in
data on
questionnai
res were
collected
for
analyses

Poster Data

ENDORSE
D Unicef,
Australian
Aid, World
Vision,
Action Aid,
Care,
Africare,
Mercy
Corps and
the
Zimbabwea
n
government

Data

EQEWAES

Challenge
s faced for
thick
interpretati
ons and
Meanings
Discussio
ns of
findings,
validation
develop
guidelines
POSTER
Wet hands
Rub soap
or ash on
the palms
Rub palms
together
Rub
outside
hands and
between
fingers
Rub inside
hands and
between
fingers
Rub the
tips and
back of
fingers
Rub
between
index
thumb
finger
nails
Rinse
hands
under
running
clean
water
Shake
hands to

dry



TABLE 1.4 INTEGRATING QUESTION FOUR, OBJECTIVES, PROBLEM, DESIGN, METHODS AND
TOOLS FOR PURPOSE

Questions Objectives  Time/ Mixing Notatio Sampli Data Data Data
Weight n .
ng tools collection analyses
What are Investigate Convergen Merge QUAN Deaths Documen Document Categoric
the HCAIs in retrospect ce data in the t analysis for  al data
associated HCAIs Transform  during Mutoko  analyses confirmator analyses
mortalities? WEIEED ative analyses, and at y outcome using
mortalities Multi and Mudzi Registrar  based SAS/STA
strands combine  QUAL + districts  of births Descriptive T and
Leadingto all three QUAN and statistics SPSS
generalisat  strands Topten deaths and software
ion data conditio  office inferential to derive
of informing =p ns statistics. Meaning
knowledge each Health T5 Also data Discussio
other qual facility tally collectionto n of
Statistic  sheets identify findings,
= S themes, Validating
categories data
T5 and to look  Trustworth
health for iness
facility connectedn leading to
QUAN records ess among the
Registra categoris developm
Strands r's for ent of
integrat  offices particular guidelines,
ed as mortality contextualis recommen
they records ation of dations
informe interpretatio and
d each n of whatit  conclusion
other in means in S
a order to
researc understand
h wheel the
phenomena
= under study
Explain
guidelin
es

38



1.13 CONCLUSION

This chapter has provided an overview of the study, as well as providing
background information on the importance of promoting compliance with hand
hygiene and infection prevention and control among HCWs. This chapter has
also addressed the research problem, purpose, research questions, objectives
and hypothesis underpinning the study. Further, descriptions of the significance
of the study, definitions of key concepts and operationalisation, as well as a
review of the devised and adopted emerged mixed methods frame work, have
been provided. The ethical considerations of the project have also been briefly
described and will be discussed further in chapter 4. The next chapter presents
the detailed literature review guided by the Precede-Proceed model concepts

and Theory of Planned Behaviour.

39



CHAPTER 2

LITERATURE REVIEW

2.1 INTRODUCTION

This chapter reviews literature related to fostering hand hygiene compliance
among Healthcare Workers (HCWSs), and the prevention and control of
healthcare associated infections (HCAIs). The review draws from various
literature sources. According to Denzin (1989:62) deconstruction, capturing,
bracketing, constructing the information and contextualising integrates the
phenomena to illuminate sharpest under the investigation for scrutiny. In
deconstructing the research title in concepts from the title were used, guided by
Precede-Proceed model coupled with Theory of Planned Behaviour following the
mixed methodology approach. The focus was to find what has been done by
others in prior literature about the phenomenon under investigation (Denzin,
1989:54). So, literature review helps to identify from prior and current research
international trends, significant gaps in the literature and under examined areas
of research, which this study helped address related to HCWs hand hygiene
practices, infection control and reductions of HCAIs. Literature review further
indicates ways to improve and guide follow up research needs to effectively
address particular areas of interest or where major gaps exist. Literature
databases used for this thesis are Ovid EMBASE, Ovid MEDLINE search
strategy, EBSCO CINHAL, Knowledge Network library search databases

Scotland, University of South Africa Library databases and Google Scholar.

The literature review focussed on the following aspects: description of healthcare
associated infections (HCAISs), infection control in the health care settings, health
hygiene in the health care settings, methods of cleansing hands. Additionally
hand hygiene, healthcare workers’ overall hand hygiene compliance during

patient care, hand hygiene compliance by HCWSs: models of hand hygiene,
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adhering to hand hygiene. Further discussed are barriers or challenges to hand
hygiene compliance, methods used to evaluate hand hygiene, and HCWs hand
hygiene in relation to HCAIs prevention and control. The Precede-Proceed model
concepts coupled with the Theory of Planned Behaviour guided this literature
review linking it with the research topic, research problem, questions, objectives
and purpose (Green & Kreuter, 2005:10, Green & Kreuter, 2005 in Community
Tool Box, 2018:1; Ajzen, 2005 in Polit & Beck, 2014:138).

However, according to Parahoo (2014:116), literature review puts the research
project in the context of what is known. The literature review exposes the
strengths and weaknesses of previous studies in terms of designs and

methodology, which the researcher can integrate in one’s own study.

2.2 HEALTHCARE ASSOCIATED INFECTIONS

2.2.1 The global burden of healthcare associated infections

HCAIs often result in adverse and sometimes life threatening consequences
(Rothe, Schlaich & Thompson, 2013:257). The WHO (2009b:2) states that, “the
global burden of HCAIs is unknown because surveillance systems are virtually
non-existent in most countries”. According to Gluyas (2015:40) HCAIs continue
to be a challenge in both developed and developing countries. Hand hygiene
compliance is considered the most effective strategy to prevent and control
HCAIs, but HCWs compliance rates remain low. Gould and Drey (2013b:88)

report that, hand hygiene is the most efficacious way of preventing HCAIs.

2.2.2 Prevalence of healthcare associated infections

2.2.2.1 Healthcare associated infections in developed countries
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According to WHO (2009b:2) the rates of HCAIs in developed countries are as
follows: Canada, 11.6%; Switzerland, 10.1%; Greece, 9.3%; Finland, 9.1%; ltaly,
8.3%; Cyprus, 7.9%; UK and Ireland, 7.6% and in Scotland, 9.5%; France, 6.7%;
Norway, 5.1%; USA, 4.5%; and, Korea, 3.7%. WHO (2009b:2) does not specify
the nature of all the types of HCAIs. HCAIs although include central line-
associated bloodstream infections, catheter-associated urinary tract infections,
and ventilator-associated pneumonia. Further examples include bacteremia,
Gram-negative bacteria, Clostridium difficile infection, Escherichia coli,
Pseudomonas aeruginosa, Klebsiella species, Staphylococcus aureus
(methicillin resistant) or MRSA and surgical site infection (Goto, Ohl, Schweizer &
Perencevich, 2014: 688). However, high morbidity and mortality rates are
associated with HCAIs across the globe due to the significant impact on the
quality of life (QOL) HCAIs potentially can have if they are not effectively

controlled.

2.2.2.1.1 Clostridium difficile

Clostridium difficile is a gram-positive, spore-forming bacterium. It forms toxins
when infection transpires. Healthcare associated Clostridium difficile infections in
the last eight years in England have decreased by 85%. Clostridium difficile
infection can cause diarrhoea, discomfort and distress and exposure prone to
superinfections and other ill effects such as dehydration and colitis (Nazarko,
2015:20). Highest quality treatment, monitoring and care reduce these risks,
improve the quality of life, reduce infection risk and enable recovery physically
and psychologically (Nazarko, 2015:20).

2.2.2.2 Healthcare associated infections in developing countries

Higher rates of HCAIs have been reported for the following developing countries:
Albania, 19.1%; Mali, 18.7%; Tunisia, 17.8%; Morocco, 17.8%; Tanzania, 14.8%;
B