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Positive Deviance: A New Strategy for Improving
Hand Hygiene Compliance

Alexandre R. Marra, MD; Luciana Reis Guastelli, RN; Carla Manuela Pereira de Araújo, RN;
Jorge L. Saraiva dos Santos, RN; Luiz Carlos R. Lamblet, RN; Moacyr Silva Jr, MD; Gisele de Lima, PharmD;

Ruy Guilherme Rodrigues Cal, MD; Ângela Tavares Paes, PhD; Miguel Cendoroglo Neto, MD;
Luciana Barbosa, PharmD; Michael B. Edmond, MD, MPH, MPA; Oscar Fernando Pavão dos Santos, MD

objective. To evaluate the effectiveness of a positive deviance strategy for the improvement of hand hygiene compliance in 2 adult
step-down units.

design. A 9-month, controlled trial comparing the effect of positive deviance on compliance with hand hygiene.

setting. Two 20-bed step-down units at a tertiary care private hospital.

methods. The first phase of our study was a 3-month baseline period (from April to June 2008) in which hand hygiene episodes were
counted by use of electronic handwashing counters. From July to September 2008 (ie, the second phase), a positive deviance strategy was
implemented in the east unit; the west unit was the control unit. During the period from October to December 2008 (ie, the third phase),
positive deviance was applied in both units.

results. During the first phase, there was no statistically significant difference between the 2 step-down units in the number of episodes
of hand hygiene per 1,000 patient-days or in the incidence density of healthcare-associated infections (HAIs) per 1,000 patient-days. During
the second phase, there were 62,000 hand hygiene episodes per 1,000 patient-days in the east unit and 33,570 hand hygiene episodes per
1,000 patient-days in the west unit ( ). The incidence density of HAIs per 1,000 patient-days was 6.5 in the east unit and 12.7 in theP ! .01
west unit ( ). During the third phase, there was no statistically significant difference in hand hygiene episodes per 1,000 patient-P p .04
days ( ) or in incidence density of HAIs per 1,000 patient-days.P p .16

conclusion. A positive deviance strategy yielded a significant improvement in hand hygiene, which was associated with a decrease in
the overall incidence of HAIs.
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Although hand hygiene is widely regarded as the most effec-
tive preventive measure for healthcare-associated infection
(HAI),1 there is little robust evidence about the best inter-
ventions to improve hand hygiene compliance or to deter-
mine whether a sustained increase in compliance can reduce
rates of HAI.2 Alcohol-based products, compared with other
commonly used products, have been shown to reduce the
time spent on hand hygiene while achieving even higher rates
of hand decontamination.3 Many hospitals have reported a
higher use of alcohol gel preparations than of chlorhexidine.4,5

In a previous study, we demonstrated that feedback of prod-
uct use resulted in no significant improvement in hand hy-
giene.6 Other measures, including positive deviance7 for de-

veloping accountability among healthcare workers (HCWs),
should be considered to increase and sustain hand hygiene
compliance.

According to the Positive Deviance Initiative,8 “[p]ositive
[d]eviance is based on the observation that in every com-
munity there are certain individuals or groups whose un-
common behaviors and strategies enable them to find better
solutions to problems than their peers, while having access
to the same resources and facing similar or worse challenges.”9

Positive deviance, pioneered by Jerry and Monique Sternin
of the Positive Deviance Initiative,8 has been used worldwide
to combat such intractable problems as childhood malnu-
trition, sex trafficking of girls, and poor infant health and
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has more recently been applied to the serious problem of
HAIs, specifically those due to methicillin-resistant Staphy-
lococcus aureus.10

Improving hand hygiene compliance is one of the perfor-
mance improvement objectives of our institution, especially
in hospital units serving critically ill patients. In our intensive
care unit (ICU), we have personnel who observe the perfor-
mance of hand hygiene by HCWs; however, because the
rooms in a step-down unit (SDU) are private, it is impossible
to observe hand hygiene compliance by HCWs in an SDU.
The purpose of our study was to prospectively evaluate com-
pliance with hand hygiene in 2 similar adult SDUs using
electronic counting devices for hand washing (hereafter re-
ferred to as electronic handwashing counters) while also ap-
plying a positive deviance strategy.

methods

From April to June 2008, the baseline rates of hand hygiene
episodes and HAIs were established prior to the introduction
of a positive deviance strategy in the east SDU (ie, the in-
tervention unit); the west SDU served as the control unit
from July to September 2008. Because of the success of the
positive deviance strategy in the intervention unit, we decided
to extend the positive deviance strategy to the control unit
(ie, the west SDU) in the final 3 months (from October to
December 2008). Then a 9-month controlled trial was con-
ducted in 2 adult, 20-bed SDUs with the same physical layout
during the period from April 1, 2008, to December 31, 2008.
All the rooms in these SDUs are single-bed rooms. Our study
was approved by the facility’s institutional review board.

Hand hygiene episodes were recorded by electronic hand-
washing counters for alcohol gel (ie, 62% ethyl alcohol and
4% isopropyl alcohol in a 1-L bag of Purell Hand Instant
Sanitizer; Gojo Industries). The alcohol gel dispenser (Gojo
NXT 1-L dispenser; Gojo Industries) records only 1 episode
in any 2-second period, even if more than 1 aliquot of alcohol
is dispensed. Chlorhexidine dispensers (chlorhexidine 2%)
were also available for use, but these dispensers did not have
electronic handwashing counters. Both dispensers dispensed
the same volume of product per use (approximately 1.3 mL)
and are located inside the patient rooms. The total volume
of product used and the number of aliquots of alcohol gel
per 1,000 patient-days dispensed, as well as the total use of
alcohol gel and chlorhexidine (in units of liter per 1,000
patient-days), were determined.

A positive deviance strategy was first introduced in the
intervention unit (ie, the east SDU). Positive deviance in hand
hygiene links what HCWs know to what they really do during
work shifts. The positive deviance approach focuses on pro-
moting compliance with hand hygiene at all opportunities by
everyone who comes in contact with patients and their en-
vironment. Every frontline HCW has countless opportunities
for hand hygiene when caring for patients. They also are the

very best on-site experts on what is needed in their workplace
to improve hand hygiene compliance (eg, changing the po-
sition of the alcohol gel dispenser in the patient room or
saying that it is necessary to control the pressure of the tap
water). A meeting of all SDU HCWs was convened to discuss
positive deviance twice monthly. This meeting included
HCWs from all shifts and gave these HCWs opportunities to
express their feelings about hand hygiene, to discuss what
needs to be improved, and to note good examples. Monthly
HAI rates were shown to the HCWs who worked in the
intervention unit.

We applied the experience of HCWs at Albert Einstein
Medical Center in Philadelphia, Pennsylvania, who imple-
mented a positive deviance strategy to reduce infections due
to methicillin-resistant S. aureus.11 The process of positive
deviance for hand hygiene was as follows: changing experi-
ences, showing how to improve hand hygiene practices, and
discussing the best way to perform hand hygiene in the hos-
pital unit.

The HCWs who exhibited positive deviance early on (here-
after referred to as positive deviants) were discovered by the
2 SDU nurse managers, but after several weeks of imple-
mentation of the positive deviance strategy, these positive
deviants identified other SDU HCWs who were also good at
performing hand hygiene. The positive deviants were those
HCWs who wanted to change and develop new ideas for
improving hand hygiene and who stimulated other HCWs
(including doctors) to use the alcohol gel product. The pos-
itive deviants spontaneously decided to count hand hygiene
episodes during their shifts to assess the performance of their
colleagues. They also created and edited videos that were
shown during positive deviance meetings. To be considered
a positive deviant was a great source of pride.

The total number of hand hygiene episodes recorded from
the electronic handwashing counters from each patient room
in which an HCW worked was shown by the positive deviants
and discussed during the meetings so that HCWs could review
them and improve their performance. They could also view
the total number of hand hygiene episodes of other HCWs,
promoting a comparison of hand hygiene compliance among
them. We provided positive deviance training for all SDU
HCWs (including nurses, physicians, physical therapists,
speech pathologists, and nutritionists) who used the dis-
pensers. For both SDUs (ie, the intervention unit and the
control unit), we maintained the same HCW team during
the entire period of the study, with the intention of avoiding
crossover of nursing staff during the shifts.

HAI surveillance was performed by trained infection con-
trol practitioners using the Centers for Disease Control and
Prevention definitions12 in both SDUs during the study. Mean
length of stay, occupancy rate, nurse-to-patient ratio, anti-
biotic use, and invasive-device use ratio were calculated for
the duration of the study. In addition, we analyzed the nurses’
workload using the median nursing activities score.13



14 infection control and hospital epidemiology january 2010, vol. 31, no. 1

Statistical analyses were performed using SPSS, version 13.0
(SPSS). Comparisons between SDUs during the study periods
were performed using the Fisher exact test, the x2 statistic
test, and the t test for equal variances. The Mann-Whitney
U test was performed for nonnormally distributed continuous
variables. All tests of statistical significance were 2-sided, with
a significance level set at .05.

results

Study Sample, Compliance, and Characteristics of Patients
and Nurses

During the first 3 months of our study (ie, the preintervention
phase), there were 1,492 patient-days and 69,959 hand hy-
giene episodes counted by use of electronic handwashing
counters in the east SDU. In the west SDU (ie, the control
unit), there were 1,794 patient-days and 79,761 hand hygiene
episodes counted by use of electronic handwashing counters
(Tables 1 and 2). There was no statistically significant dif-
ference between the 2 SDUs in the number of hand hygiene
episodes per 1,000 patient-days (Table 2).

No statistically significant differences were found in the
mean length of stay or occupancy rate of patients, in the
nurse-to-patient ratio, or in the use of urinary catheters, cen-
tral venous catheters, and/or tracheostomy between the 2
SDUs (Table 1). There was a higher consumption of anti-
biotics in the west SDU than in the east SDU ( ) (TableP ! .01
1). The median nursing activities score was 48.0 in the east
SDU and 49.3 in the west SDU ( ) (Table 1).P ! .01

During the second 3-month phase of our study (ie, the
positive deviance phase) in the intervention unit (ie, the east
SDU), there were 1,769 patient-days and 109,683 hand hy-
giene episodes counted by use of electronic handwashing
counters. In the control unit (ie, the west SDU), there were
1,852 patient-days and 62,178 hand hygiene episodes counted
by use of electronic handwashing counters (Tables 1 and 2).
There was nearly a 2-fold difference in the amount of alcohol
gel dispensed between the intervention unit and the control
unit (62,000 vs 33,570 aliquots per 1,000 patient-days; P !

). There was also a statistically significant difference in the.01
number of liters of alcohol gel used between the intervention
unit and the control unit (249.5 vs 126.1 L per 1,000-patient
days; ). However, there was no statistically significantP ! .01
difference in the number of liters of chlorhexidine used be-
tween the intervention unit and the control unit (63.5 vs 49.9
L per 1,000-patient days; ) (Table 2).P p .18

No statistically significant differences were found in the
mean length of stay and occupancy rate of patients, in the
nurse-to-patient ratio, or in the use of urinary catheters, cen-
tral venous catheters, and/or tracheostomy between the 2
SDUs in our study (Table 1). There was a higher consumption
of antibiotics in the intervention unit than in the control unit
( ) (Table 1). There was no statistically significant dif-P ! .01
ference in median nursing activities scores between the in-

tervention unit and the control unit (46.7 vs 46.3; )P p .10
(Table 1).

In the third phase of our study (positive deviance in both
SDUs), there were 1,771 patient-days and 102,602 hand hy-
giene episodes counted by use of electronic handwashing
counters in the east SDU, and there were 1,863 patient-days
and 81,928 hand hygiene episodes counted by use of elec-
tronic handwashing counters in the west SDU (Tables 1 and
2). There was no statistically significant difference in hand
hygiene episodes per 1,000 patient days ( ) (Table 2).P p .16

No statistically significant differences were found in the
mean length of stay and mean occupancy rate of patients, in
the nurse-to-patient ratio, or in the use of urinary catheters,
central venous catheters, and/or tracheostomy between the 2
SDUs in our study (Table 1). There was a higher consumption
of antibiotics in the east SDU than in the west SDU (P !

) (Table 1). There was also a statistically significant dif-.01
ference in median nursing activities scores between the east
SDU and the west SDU (51.1 vs 43.7; ) (Table 1).P ! .01

Infection Rates and Organisms Involved

During the first phase of our study, there was no statistically
significant difference between the 2 SDUs in the incidence
density of HAIs per 1,000 patient-days (Table 2). Device-
associated infections by type of infection and by organism(s)
are described in Table 3.

HAI rates during the positive deviance phase in the east
and west SDUs, respectively, were as follows: 1.5 and 0 blood-
stream infections per 1,000 device-days; 15.5 and 25.8 urinary
tract infections per 1,000 device-days; 0 and 1.8 cases of pneu-
monia per 1,000 device-days; and 0 and 1.8 cases of tracheo-
bronchitis per 1,000 device-days (Table 2). The incidence
densities of device-associated infections during the positive
deviance phase were 2.4 device-associated infections per 1,000
patient-days in the east SDU and 3.3 device-associated in-
fections per 1,000 patient-days in the west SDU ( ).P p .65
The incidences of all HAIs were 6.5 HAIs per 1,000 patient-
days in the east SDU and 12.7 HAIs per 1,000 patient-days
in the west SDU ( ).P p .04

During the third phase of our study, there was no statis-
tically significant difference in incidence density of HAIs be-
tween the east SDU and the west SDU (7.3 vs 5.4 HAIs per
1,000 patient-days) (Table 2). A relationship between the in-
cidence density of HAIs per 1,000 patient-days and the the
number of aliquots of alcohol gel dispensed per 1,000 patient-
days in each SDU during the 3 study phases is shown in the
Figure.

discussion

The strongly positive and consistent results from previous
studies of positive deviance suggested that the positive de-
viance approach could be successful; however, their relatively
weak study designs limited the ability to attribute causality
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figure Relationship between the incidence density of healthcare-
associated infections (HAIs) per 1,000 patient-days and the number
of aliquots of alcohol gel dispensed per 1,000 patient-days in each
step-down unit (SDU) during the 3 study phases. P1, preintervention
(April–June 2008); P2, positive deviance in the east SDU (July–
September 2008); P3, positive deviance in both SDUs (October–
December 2008).

to the interventions.9 However, we felt that the positive de-
viance approach for improving hand hygiene compliance de-
served further evaluation.

There is a need for improving study designs in reports of
hand hygiene interventions. The great majority of hand hy-
giene studies involve uncontrolled before-and-after study de-
signs2 or controlled before-and-after study designs with a
nonequivalent control group.14 These designs do not have a
standard nomenclature and are hampered by confounding
and regression to the mean.15 These quasi-experimental study
designs are frequently used when it is not logistically feasible
to conduct a controlled trial.16 In our study, we had 2 similar
adult SDUs (the east and west units) that permitted us to
develop an ethical, controlled trial for evaluating a positive
deviance strategy with HCWs using electronic handwashing
counters to improve hand hygiene compliance.

To our knowledge, the present study is the first to include
a controlled clinical trial with a positive deviance approach
to increase hand hygiene compliance in a medical-surgical
SDU that showed a significant reduction in HAIs. The 2 SDUs
have no distinction between patients. The SDU patients are
transferred from the medical-surgical ICU of this hospital
and from wards or from the emergency department. Impor-
tantly, no differences in potential confounders were observed
between the intervention unit and the control unit, including
mean length of stay, nurse-to-patient ratio, nursing activities
score, and invasive-device use ratio during the positive de-
viance phase (from July to September 2008). The difference
in total antibiotic consumption does not reflect a difference
between the patient populations. The median nursing activ-

ities score between these populations was very similar (46.7
for the intervention unit and 46.3 for the control unit).

Rupp et al17 developed a prospective, controlled, crossover
trial of alcohol-based hand gel in 2 critical care units, showing
that the introduction of alcohol-based gel resulted in a sig-
nificant and sustained improvement in the rate of hand hy-
giene adherence. However, they did not detect changes in the
incidence of HAIs. Although the newly developed “My five
moments for hand hygiene” tool has emerged from the World
Health Organization guidelines on hand hygiene in health
care to add value to any hand hygiene improvement strategy,18

in many medical centers where alcohol gel has been imple-
mented, hand hygiene compliance rates are only approxi-
mately 50%.19,20

The introduction of alcohol gel products without an as-
sociated behavioral modification program has proved to be
ineffective.20,21 We believe that positive deviance can offer an
alternative way to produce change. Exchanging experiences
and reading articles, as we do in our regular staff meetings,
are ways to exhibit positive deviance that need to be en-
couraged so that all doctors improve hand hygiene compli-
ance. Telling your peers how often you succeed (as our pos-
itive result) and how often you fail can be a good beginning.21

Using this method, all the HCWs were motivated to find
other ways to improve hand hygiene compliance and to en-
courage their colleagues on the shift to use the alcohol gel
product. HCWs also believe that infection control can become
a reality when they observe that improving their hand hygiene
compliance results in a decrease in the rate of HAIs in the
SDUs.

Some infection rates are more likely than others to be
sensitive to changes in hand hygiene; for example, blood-
stream infections and urinary tract infections are associated
with invasive devices that are inserted by staff and manip-
ulated periodically while the line or catheter is in place. Sur-
gical site infections may be less sensitive to the care process
because they are more likely to be associated with practices
in the surgical suite.22 However, dressings are changed every
day by HCWs (and also other procedures are performed by
HCWs as well), and it is difficult not to consider surgical site
infections as originating in SDUs. As a result, we decided to
show the rates of device-associated infections and all HAI
rates per 1,000 patient-days in the SDUs during each period
of the study, because there is no sensitive method for distin-
guishing which type of infection can be avoided by hand
hygiene.

It is important to point out that the increase in the rate
of urinary tract infection during the third phase in the east
SDU represents only 3 cases of infection. The invasive-device
use ratio in the east SDU during the third phase was 0.06,
compared with the higher ratios during the first and second
phases (0.20 and 0.11, respectively). However, it is difficult
to compare our infection rates with those in other studies,
because the Centers for Disease Control and Prevention’s
National Healthcare Safety Network (formerly the National
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Nosocomial Infections Surveillance system) emphasizes in-
tensive care settings.23 In addition, hospitals have increased
the sizes and the numbers of their ICUs,24 adding SDUs to
provide appropriate care for patients whose acuity of illness
falls between that of ICU patients and that of ward patients.
Weber et al25 demonstrated that the infection rate provides a
better delineation of the impact of HAIs across different types
of adult units (ICU, SDU, or ward) and that the infection
rate in the SDU is more similar to the infection rate in the
ward setting.

There are several limitations to our study. First, we did not
visually assess hand hygiene compliance before and after pa-
tient contacts, nor did we evaluate the handwashing tech-
nique. However, the Hawthorne effect might have an influ-
ence on an observational study in which hand washing is
being documented.26 Second, we have monitored only the use
of alcohol gel with electronic handwashing counters, but we
had the consumption data for chlorhexidine and alcohol gel
in liters per 1,000 patient-days, which corroborated the
HCWs’ preference for the alcohol gel product. Third, because
this intervention was performed at a single medical center,
these results may not be generalizable to other hospitals.
Fourth, HCWs (eg, nurses) were independent in our study,
but hand hygiene episodes were not (because nurses have
multiple hand hygiene episodes). Our study did not collect
data on individual nurse’s performance of hand hygiene. The
positive deviance hypothesis was based on this positive in-
fluence lasting over a very long period of time and influencing
these decisions. It is also true that because of the magnitude
of the differences between the groups during the second phase
of our study, there may be statistical differences even if our
study were properly adjusted for the lack of independence.
We assume independence even though the data do not sup-
port this assumption, and thus standard errors and P values
are overstated. Finally, communication between nurses from
both SDUs may have occurred; however, the examples of
positive deviance certainly did not.

In conclusion, compliance with use of alcohol gel prepa-
rations was higher than it was with use of chlorhexidine.
Positive deviance resulted in a significant improvement in
hand hygiene, which was associated with a decrease in the
incidence of HAI.

acknowledgments
We gratefully acknowledge all the positive deviants from the east and west
SDUs on the 7th floor of Hospital Israelita Albert Einstein who continue
working in positive deviance.

Financial support. This work was supported in part by Gojo Latin
America.

Potential conflicts of interest. L.B. is an employee of Gojo Latin America.
All other authors report no conflicts of interest relevant to this article.

Address reprint requests to Alexandre R. Marra, MD, Avenue Albert Ein-
stein, 627/701, Intensive Care Unit, Hospital Israelita Albert Einstein, 5th
Floor, Morumbi, Sao Paulo 05651-901, Brazil (alexmarra@einstein.br).

Gojo Latin America approved the study but did not have a role in study
design, data acquisition, data analysis, or manuscript preparation.

references

1. Boyce JM, Pittet D; Healthcare Infection Control Practices Advisory Com-
mittee; HICPAC/SHEA/APIC/IDSA Hand Hygiene Task Force. Guideline
for hand hygiene in health-care settings. Recommendations of the Health-
care Infection Control Practices Advisory Committee and the HIPAC/
SHEA/APIC/IDSA Hand Hygiene Task Force. Am J Infect Control 2002; 30:
S1–S46.

2. Gould DJ, Chudleigh JH, Moralejo D, Drey N. Interventions to improve
hand hygiene compliance in patient care. Cochrane Database Syst Rev 2007;
2:CD005186.

3. Voss A, Widmer AF. No time for handwashing!? Handwashing versus
alcoholic rub: can we afford 100% compliance. Infect Control Hosp Ep-
idemiol 1997; 18:205–208.

4. Pittet D, Hugonnet S, Harbarth S; Infection Control Programme. Ef-
fectiveness of a hospital-wide programme to improve compliance with
hand antisepsis (published correction appears in Lancet 2000; 356:2196).
Lancet 2000; 356:1307–1312.

5. Bischoff WE, Reynolds TM, Sessler CN, Edmond MB, Wenzel RP. Hand-
washing compliance by health care workers: the impact of introducing
an accessible, alcohol-based hand antiseptic. Arch Intern Med 2000; 160:
1017–1021.

6. Marra AR, D’Arco C, de Arruda Bravim B, et al. Controlled trial mea-
suring the effect of a feedback intervention on hand hygiene compliance
in a step-down unit. Infect Control Hosp Epidemiol 2008; 29:730–735.

7. Gawande A. Better: A Surgeon’s Notes on Performance. 1st ed. New York:
Metropolitan Books; 2007.

8. Positive Deviance Initiative. Available at: http://www.positivedeviance.org.
Accessed November 4, 2009.

9. Marsh DR, Schroeder DG, Dearden KA, Sternin J, Sternin M. The power
of positive deviance. BMJ 2004; 329:1177–1179.

10. Positive Deviance Initiative. MRSA eradication and prevention in the
VA Pittsburgh Healthcare System (VAPHS). Available at: http://www
.positivedeviance.org/projects/countries.html?idp45. Accessed Novem-
ber 4, 2009.

11. Bruscell P. More we than me: how the fight against MRSA led to a new
way of collaborating at Albert Einstein Medical Center. January 2008.
Plexus Institute. Available at: http://www.plexusinstitute.org/ideas/show
_elibrary.cfm?idp1172. Accessed November 4, 2009.

12. Garner JS, Jarvis WR, Emori TB, Horan TC, Hughes JM. CDC definitions
for nosocomial infections, 1988 (published correction appears in Am J In-
fect Control 1988; 16:177). Am J Infect Control 1988; 6:128–140.

13. Miranda DR, Nap R, de Rijk A, Schaufeli W, Iapichino G; TISS Working
Group. Nursing activities score. Crit Care Med 2003; 31:374–382.

14. Bittner MJ, Rich EC, Turner PD, Arnold WH Jr. Limited impact of sustained
simple feedback based on soap and paper towel consumption on the fre-
quency of hand washing in an adult intensive care unit. Infect Control Hosp
Epidemiol 2002; 23:120–126.

15. Harris AD, Lautenbach E, Perencevich E. A systematic review of quasi-
experimental study designs in the fields of infection control and antibiotic
resistance. Clin Infect Dis 2005; 41:77–82.

16. Harris AD, Bradham DD, Baumgarten M, Zuckerman IH, Fink JC, Per-
encevich EN. The use and interpretation of quasi-experimental studies in
infectious diseases. Clin Infect Dis 2004; 38:1586–1591.

17. Rupp ME, Fitzgerald T, Puumala S, et al. Prospective, controlled, cross-
over trial of alcohol-based hand gel in critical care units. Infect Control
Hosp Epidemiol 2008; 29:8–15.
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