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One important reason for the widespread
attention given to the 1999 US Institute
of Medicine (IOM) report To Err Is
Human1 lie in its estimate that medical
error was to blame for 44 000–98 000
deaths each year in the US hospitals. This
striking claim established patient safety as
a public concern, strengthened the case
for improving the science underlying
safety and motivated providers, policy-
makers, payers and regulators to take
safety seriously. Some did express disquiet
about the validity of the figures cited,2

including one of the principal investiga-
tors of the two studies that provided the
data for these estimates.3

A decade and a half later, Makary and
Daniel4 attribute an even higher toll to
medical error: 251 454 deaths in US hos-
pitals per year, making, they say, medical
error the third-leading cause of death in
the USA. Unsurprisingly, this claim gener-
ated widespread coverage in multiple
media channels. It also ignited scientific
controversy about the basis of the esti-
mate and the role of mortality as a
patient safety indicator (PSI). In this
paper, we address this controversy and
why it matters. We propose that the new
estimate is very likely to be wrong. Not
only is it wrong, it risks undermining
rather than strengthening the cause of
patient safety.

THE NEW PAPER IS NOT A STUDY
Though the paper by Makary and Daniel
was widely cited as ‘a study’, it presented
no new data nor did it use formal
methods to synthesise the data it used
from previous studies. The authors
simply took the arithmetic average of
four estimates since the publication of the
IOM report, including one from
HealthGrades,5 a for-profit company that
markets quality and safety ratings, a
report from the US Office of the

Inspector General (OIG)6 and two peer-
reviewed articles (table 1).7 8 The paper
did not apply any established method-
ology for quantitative synthesis nor did
it include a discussion either of the
intrinsic limitations of the studies used
or of the errors associated with the
extrapolation process. To bolster their
claims, Makary and Daniel did highlight
the agreement between their estimates
and that of a similar analysis published a
few years ago by James.9 The apparent
consensus is not, however, surprising,
since they use mostly the same studies
(listed in table 1, together with a more
recent analysis commissioned by the
Leapfrog group10).

ISSUES WITH THE STUDIES ON
WHICH ESTIMATES OF DEATHS DUE
TO MEDICAL ERROR ARE BASED
Some of the widely quoted estimates of
deaths due to medical error, including
the IOM estimates,1 Makary and Daniel4

and James,9 are based on studies that in
fact did not set out to estimate the rate of
mortality linked to medical error.
Instead, these primary studies sought to
measure the prevalence of harm from
medical care (ie, adverse events).
Consistent with their primary purpose,

these studies included no methodology
for making judgements about the degree
to which adverse events played a role in
any deaths that subsequently ensued. For
instance, a patient admitted to the inten-
sive care unit with multisystem organ
failure from sepsis might develop a drug
rash from an antibiotic to which he has
exhibited a past allergic reaction. This
patient has certainly experienced a pre-
ventable adverse event. But, if the patient
eventually dies of progressive organ dys-
function a week after the antibiotic was
changed, the medical error probably did
not cause the death. An error that has
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Hechos
• Tamaño	del	problema:	IOM,	CS	´90		IBEAS,	AMRO,	
AFRO

• Impacto	del	problema
• Causas	del	problema
• Soluciones	para	el	problema

– Paquetes	(Bundles)
– Listas	de	cotejo.
– Campañas
– Acreditación
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La	situación global

• Esta	claro	que	es	un	problema	importante	en	todos	los	
paises
– Se	cree	que	al	menos	hay	una	tasa	de	eventos	del	10%
– Poco	se	sabe	de	los	paises	en	desarrollo.

• Se	sabe	más	de	la	seguridad	dentro	del	hospital	que	
fuera	de	el.
– Tan	importante	fuera	como	dentro	del	hospital.
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Situación	de	LAC:	Evidencia

• IBEAS:	OR(p)	10.5	(9.91-11.04).	60%	
prevenibles.	58	Hosp	en	5		paises	

Aranaz-Andres	JM,	Aibar-Ramon	C,	Limón-Ramırez	R,	et	al.	BMJ	Qual	Saf	
(2011).	

• AMBEAS:	Prev	5.2%	(4.2-6.1%)	52.4%	
prevenibles.	2080	en	4	pacientes	

Dolors	Montserrat-Capella,	Manuel	Suárez,	Lidia	Ortiz,	José	Joaquín	Mira,	
Hernando	Gaitán	Duarte,	Ludovic	Reveiz	on	behalf	of	the	AMBEAS	Group.	
Int	J	Qual	Health	Care.	2015	Feb;27(1):52-9.
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Desafíos en	investigación de	SP
• Eventos	relativamente	raros
• Pueden	ser	difíciles	de	detectar

– Registros	limitados

• No	hay	métodos	adecuados	para	detectarlos	cuando	están	
ocurriendo	(Forster)

• Los	sistemas	estan resistentes	
• Es	difícil	obtener	financiamiento.

– Focos	financiadores	en	general	para	proyectos	locales.
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¿Por qué medir?	Epidemiología
• Para	obtener	datos	locales.

– Puede	haber	variación	x	país	o	región.
• Permite	establecer	el	ahorro.
• Pueden	permitir	la	priozacion.

– Hay	más	soluciones	de	las	que	pueden	
financiarse.
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¿Por que medir?	Soluciones.

• Muchas soluciones no	pueden aplicarse
ciertos ámbitos debido
– Temas culturales.

• Muchas soluciones pueden no	funcionar como
se	prevee.
– Temas culturales.

• De	nuevo los	fondos son	escasos y	puede
haber distracciones.
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Brechas	en	el	conocimiento
• Seguridad	fuera	del	hospital

– Atencion	primaria,	cuidados	domiciliarios	y	de	largo	
plazo.

• Evaluación	de	soluciones.

– En	todos	los	ámbitos	y	aplicaciones	pero	en	especial	
LMIC

– Costo	beneficio.
• Uso	de	tecnología.	En	especial	móvil
• Como	diseminar	soluciones	efectivas.
• Estrategias	de	medición	que	puedan	ser	utilizadas	efectivamente.
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Results	from	Niger:
Managing	Labor

David	Nicholas,	MD,	MPH	and
Kathleen	Hill,	MD

AMTSL=Active	Management	
Of	the	Third	Stage	of	Labor
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¿Porqué investigar si el	problema es la	
brecha en	la	calidad de	atención y	
deberiamos dedicarnos a	cerrarla?

• Para	tener	datos	válidos	de	nuestra	realidad
• Para	confirmar	o	adaptar	estimaciones	de	causalidad	descriptas	en	otros	

ámbitos
• Para	encontrar	métodos	válidos	y	confiables	a	la	hora	de	elegir	

intervenciones
• Para	adaptar	efectivamente	hallazgos	de	otros	y	poder	utilizarlos	con	

confianza	en	su	efectividad.

• INVESTIGACION:	GENERAR	NUEVO	CONOCIMIENTO
• IMPLEMENTACION:	LLEVARLO	A	LA	PRACTICA
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Una pregunta
¿Debemos excluir de	los	pisos de	internación las soluciones
concentradas de	potasio para dismiminuir las administraciones
accidentales?

A	favor?
¡Es puro sentido comun!

En	contra
¿Donde esta la	evidencia?

Ten	incidents	were	reviewed	in	detail,	where	patient	death	occurred	as	a	direct	result	of	
misadministration	of	potassium	chloride	concentrate.	

In	Canada,	23	incidents	were	examined	which	took	place	between	1993	and	1996,	and	there	were	
similar	findings	to	those	described	by	JCAHO.	
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For NHS action by 
June 2003
5. Training
5.1 Risks associated with the storage,

prescribing, preparation and
administration of potassium chloride
concentrate should be highlighted in
patient safety induction training for
all staff involved in the medication
process and should also feature in
specific training in intravenous drug 
preparation and administration.
This includes induction schemes for
locum staff.

For further action by
National Patient Safety
Agency (NPSA) by 
April 2003
6.1 The NPSA will commission an audit

to determine the use of potassium
chloride concentrate and ready to
use diluted solutions containing
potassium within the NHS. This
audit will identify the range of ready
to use dilutions necessary to meet
the full range of clinical needs.

6.2 NPSA will work with NHS Purchasing
and Supply Agency, the Medicines
Control Agency and the
pharmaceutical industry to facilitate
the manufacture and supply of an
appropriate range of ready to use
solutions to minimise the need for
potassium chloride concentrate
ampoules and vials in clinical areas.

6.3 NPSA will work with practitioners,
the Medicines Control Agency and
the pharmaceutical industry to
determine the best method to
ensure easy identification of
potassium chloride concentrate and
other strong potassium solutions
and to implement distinctive
standardised labelling and
packaging of these products.

National Patient Safety Agency



Impacto de	las campañas
• La	campaña	100K	dijo	evitar	123.000	muertes	en	18	meses	

en	hospitales	de	Estado	Unidos.	
• Se	estima	que	medio	millón	de	muertes	anuales	podrían	

evitarse	si	se	aplicase	el	checklist quirurgico en	forma	
global
– http://www.who.int/patientsafety/safesurgery/checklist_saves_

lives/en/index.html
• Aumento	del	39,6%	al	59,6%	en	un	estudio	de	

demostración	multicéntrica para	higiene	de	manos	

http://www.who.int/gpsc/country_work/pilot_sites/intr
oduction/en/index.html
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IHI Breakthrough Series 
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Evidencia en Colaborativas
“Menos de	un	tercio de	los estudios QIC	publicados
cumplían criterios mínimos calidad metodológica.	De	los
incluidos,	identificamos grandes oportunidades de	
mejoras en presentación de	informes.	Aunque el	sesgo de	
publicación es probable,	el	conjunto de	pruebas existentes
sugiere que	esta amplia el	método de	mejora
multifacética es eficaz en la	mejora de	los procesos
clínicos y	los resultados de	los pacientes”

Estudio por publicarse
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¿Qué es evidencia en	SP?
• Dos	grandes	mundos:

– Control	de	infecciones	intrahospitalarias	(>	30	años)
– Resto	de	los	problemas	(menos	de	12-15	años)

• Error	de	Medicación
• Daño	relacionado	con	procedimientos	quirúrgicos
• Caídas/ñulceras por	presión/cultura/
• Futuro	-Presente

– Transiciones	de	cuidado
– Reinternaciones
– Atención	ambulatoria
– Errores	en	el	proceso	diagnostico

Evidencia	en	Calidad	y	Seg	2017	ISALUD16



Evidencia en	SP:	prácticas y	recomendación
Prácticas fuertemente recomendadas

• Lista de verificación quirúrgica.

• Paquetes de medidas que incluyen la lista de verificación, para la prevención de

bacteriemias asociadas a catéteres venosos centrales.

• Intervenciones para reducir el uso de catéteres urinarios.

• Paquetes de medidas para reducir las neumonías asociadas a ventilador.

• Higiene de manos.

• La lista para no utilizar abreviaturas peligrosas.

• Intervenciones para reducir las úlceras por presión.

• Las precauciones de barrera para disminuir infecciones

• El uso de Doppler para la colocación de vías venosas centrales.

• Intervenciones para prevenir la enfermedad tromboembólica.

Ann	Intern	Med.	2013;158:365-368.
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For the question of implementation difficulty, we used three categories: difficult, for PSPs 
that require large scale organizational change; not difficult, for PSPs that require protocols for 
drugs or devices, such as those needed to reduce radiation exposure or to help prevent stress-
related gastrointestinal bleeding; and moderate, for PSPs falling between the extremes. 

Critical Review and Interpretation of Evidence 
The TEP reviewed the results of the evidence review performed by the project team both in a 

written draft document and at a face-to-face meeting in January 2012. One outcome of this 
review was a set of recommendations about priorities for PSP adoption. 

Results 
We completed 18 in-depth reviews and 23 brief reviews. Table B summarizes the findings 

according to the five main issues previously described (scope, strength of evidence, harms, costs, 
and implementation). The table is organized into two main sections: PSPs aimed at a specific 
(single) patient safety target, such as adverse drug events, or general clinical topics, such as 
preventing pressure ulcers; and PSPs designed to improve the overall system or to address 
multiple patient safety targets, such as nurse-staffing ratios or computerized provider order entry. 
In some cases, the text in the PSP column differs slightly from the chapter heading for that PSP. 
This is due to the desire by our TEP to include the target safety problem in the table (if targeted 
at a specific safety problem), more specification, or an example of the PSP (e.g., adding “such as 
a centralized display of consolidated data” to the PSP designated as “operating room integration 
and display systems”). 

Table B. Summary table* 
Patient Safety Practice Scope of the 

Problem Targeted 
by the PSP 
(Frequency/ 

Severity) 

Strength of 
Evidence for 
Effectiveness 
of the PSPs 

Evidence or 
Potential for 

Harmful 
Unintended 

Consequences 

Estimate of 
Cost 

Implementation 
Issues: 

How Much Do We 
Know?/How Hard Is 

it? 
Practices Designed for a Specific Patient Safety Target 
Adverse Drug Events 
High-alert drugs: patient safety 
practices for intravenous 
anticoagulants; 
in-depth review 

Common/Moderate Low Low-to-moderate Low Little/Moderate 

Use of clinical pharmacists to 
prevent adverse drug events; 
brief review  

Common/Low Moderate-to-
high 

Low High Little/Moderate 

The Joint Commission’s “Do Not 
Use” list; brief review 

Common/Low Low Negligible Low Little/Probably not 
difficult 

Smart infusion pumps; brief 
review 

Common/Low Low Low Moderate Moderate/Moderate 

Infection Control 
Barrier precautions, patient 
isolation, and routine surveillance 
for the prevention of healthcare-
associated infections; brief 
review 

Common/Moderate Moderate Moderate 
(isolation of 
patients) 

Moderate-to-
high 

Moderate/Moderate 

Interventions to improve hand 
hygiene compliance; brief review  

Common/Moderate Low Low Low Moderate/Moderate 

  



Sobre la	evidencia en	calidad y	
seguridad

Patient	safety	research:	an	overview	of	the	
global	evidence	A	K	Jha, N	Prasopa-Plaizier, I	
Larizgoitia, D	W Bates Qual Saf Health	
Care 2010;19:42-47
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Resultados
Eventos	relacionados	con	tratamiento	con	drogas
Eventos	relacionados	con	dispositivos	médicos
Daño	relacionado	con	Cirugia	y	Anestesia
Infecciones	asociadas	al	cuidado	médico
Practicas	inseguras	de	injection
Hemoderivados	inseguros
Salud	de	embarazada	y	recien	nacido
Seguridad	del	anciano
Daño	relacionado	con	caidas	en	hospitales
Ulceras	por	presion

Estructura
Determinanres	organizacionales	y	fallas	latentes
Uso	de	acreditacion	y	regulacion	para	prevenir	daño
Cultura	de	seguridad
Educacion	y	entrenamiento	de	recursos	humanos
Fatiga	y	Stress
Presion	por	la	produccion
Dispositivos	y	procedimientos	sin	factor	humano

Procesos
Errores	en	Diagnostico
Error	en	seguimiento
Falsificacion	de	drogas
Medida	inadecuadas	de	seguridad	de	pacientes
Falta	de	involcramiento	de	pacientes
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¿Y	por casa	cómo andamos?
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What gets published: the
characteristics of quality improvement
research articles from low- and
middle-income countries

Zoë K Sifrim,1 Pierre M Barker,1,2 Kedar S Mate1,3

ABSTRACT
Objectives: Reports of quality improvement (QI)
research from low- and middle-income countries
(LMICs) remain sparse in the scientific literature. The
authors reviewed the published literature to describe
the characteristics of such reports.
Methods: The authors conducted a systematic search
for QI research articles from LMICs catalogued in the
PubMed databases prior to December 2011,
complemented by recommendations from experts in
the field. Articles were categorised based on
bibliometric and research characteristics. Twenty
papers were randomly selected for narrative analysis
regarding strategies used to present the methods and
results of interventions.
Results: Seventy-six articles met the inclusion criteria.
Publication rate accelerated over time, particularly
among observational studies. Most studies did not use
a concurrent control group; pre-/post-study designs
were most common overall. Four papers were
published in top-tier journals, 17 in journals at the top
of their specialty and 20 in quality-specific journals.
Among the papers selected for narrative analysis, four
distinct components were observed in most:
a description of the problem state, a description of the
improvement processes and tools, a separate
description of the interventions tested and
a description of the evaluation methods.
Discussion: The small number of articles identified by
this review suggests that publication of QI research from
LMICs remains challenging. However, recent increases
in publication rates, especially among observational
studies, may attest to greater interest in the topic among
scientific audiences. Though the authors are not able to
compare this sample with unpublished papers, the four
components observed by them in the narrative analysis
seem to strengthen QI research reports.

INTRODUCTION

Health system strengthening has been widely
cited in recent years by the WHO, and other

leading global health agencies, as an essential
strategy for improving population-level
health outcomes in resource-constrained
settings.1 2 Effective interventions for the
prevention and treatment of major causes of
morbidity and mortality exist worldwide,3 4

yet major gaps persist between healthcare
needs and health system performance.1

These gaps threaten the ability of low- and
middle-income countries (LMICs) to achieve
important national and international goals,
including the Millennium Development
Goals (MDGs).5 These frustrating realities
have forced many public health advocates to
issue calls for a new direction in science
towards the discovery of approaches that
will compel health systems to ‘deliver’ or
‘implement’ what we already know.2 6

Quality improvement (QI) is an established
strategy for strengthening health systems in
a variety of contexts,6 and it has increasingly
been applied to improve health system
performance in LMICs.7e9 Since 1990, the
US Agency for International Development
(USAID) has used QI methods to improve
health system performance in multiple
countries,10 and numerous organisations
now use this method globally.11e14 Despite
the application of QI methods in LMICs,
reports describing this work remain sparse in
the scientific literature and may impede
further diffusion of QI interventions.
The SQUIRE guidelines,15 developed to

guide authors writing about QI research,
recognised that iterative, context-specific QI
research may not lend itself to the traditional
reporting format geared towards experi-
mental protocols in tightly controlled
research settings.16 The challenges of
describing QI results in a way that is easily

< Additional appendices are
published online only. To
view these files please visit
the journal online (http://
qualitysafety.bmj.com/
content/early/recent).
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major-specific journals, 20 (26.3%) in quality-specific
journals and 35 (46.1%) in all other journals. These
minor, non-quality journals contributed the most of any
category to the spike in publications seen in 2010: 13 of
the 16 articles published that year came from this cate-
gory (figure 1). Major-specific journals and quality jour-
nals have each published at a consistent rate (roughly
zero to two articles each year) throughout the time
period of observed publications, whereas articles have
only begun appearing in major-general journals since
2004.
The most frequently observed journals were The Inter-

national Journal for Quality in Health Care (11 articles), The
Joint Commission Journal on Quality and Patient Safety
(formerly The Joint Commission Journal on Quality
Improvement, five articles) and Health Policy and Planning
(five articles). These journals did not experience the
same 2010 spike in publication seen across all journals
(only 1 of the 16 articles published in 2010 was found in
these three journals). The majority of the papers
published since 2010 were in a new journal that had
never before published a qualifying paper (n¼22 of 27).
The single most common study design among the

articles was a pre-/post-design. Twenty-nine articles
(38.2%) used a pre-/post-analysis to evaluate the impact
of a specific QI intervention. Sixteen articles (21.1%)
were purely observational with no comparison to
a previous state or control group, and 15 (19.7%) used
a time-series design. Thus, 60 studies out of the 76
(78.9%) did not use a concurrent comparison or control
group. Eight articles (10.5%) used a non-randomised,
quasi-experimental design; four (5.3%) used a rando-
mised controlled design; two (2.6%) were meta-analyses;
and two studies (2.6%) did not describe their methods
in sufficient detail to determine the design. The meta-

analyses did not include any previously published studies
that overlapped with our inclusion criteria.
The distribution of study designs stayed roughly

constant across each type of journal. However, two of the
four randomised studies were published in the major-
general journals. The study designs demonstrated
significant change over time, with increasing numbers of
observational studies in recent years (8.2%, n¼4, of all
papers prior to 2010 vs 44.4%, n¼12, since then,
p¼0.0002) and decreasing numbers of pre-/post-studies
(46.9%, n¼23 vs 22.2%, n¼6, p¼0.03) and quasi-exper-
imental studies (16.3%, n¼8 vs 0%, n¼0, p¼0.03)
(figure 2).
A wide range of institutions has participated in QI

research in LMICs. Forty-three different organisations
were involved in the 76 studies. The institutions most
frequently observed were the Clinton Foundation (six
articles), University Research Co., LLC (five), USAID
(five), the WHO (four) and FHI (three). The Clinton
Foundation is a recent entrant into this field; all of its
articles have been published since 2008, including three
in 2010.
The majority of the 76 reports of QI activities were

from work in sub-Saharan Africa (n¼42 or 55.3%),
followed by Latin America and the Caribbean (n¼15 or
19.7%). South Africa hosted the most interventions of
any single country (n¼7 or 9.2%). Among the 42 studies
in sub-Saharan Africa, more than half (n¼23) took place
in Eastern Africa, 28.6% (n¼12) in Western Africa and
16.7% (n¼7) in Southern Africa. Only one (2.3%) was
set in a Central African country, the Democratic
Republic of Congo.21

East and South Asian interventions have appeared
significantly more frequently in the literature in recent
years; 12 papers from those regions have been published

Figure 1 Number of articles
published in each journal category
over time, 1991eNovember 2011.

Sifrim ZK, Barker PM, Mate KS. BMJ Qual Saf (2012). doi:10.1136/bmjqs-2011-000445 3e9
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¿En	que tópicos investigar?
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Global Priorities for Patient Safety Research

Better knowledge for safer care

Países	en	Desarrollo
Países	
transicionales

Países	
desarrollados

Adulteracion	de	drogas
Mejora	de	competencias	y	
habilidades

Ausencia	de	comunicación	
y	coordinacion	profesional

Mejora	de	competencias	y	
habilidades

Ausencia	de	conocimiento	
y	diseminacion

Fallas	latentes	en	la	
organización

Salud	Materno	Infantil
Ausencia	de	comunicación	
y	coordinacion	profesional Cultura	de	seguridad

Infecciones asociadas	al	Cuidado	de	
la	Salud

Infecciones asociadas	al	
Cuidado	de	la	Salud Indicadores	de	calidad

Practicas	inseguras	de	inyeccion Salud	Materno	Infantil Seguridad	de	Medicacion

Hemoderivados	Inseguros Seguridad	de	Medicacion
Cuidado	del	pac fragil o	
anciano
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¿En	que tópicos investigar?

Expomedica	2014

Reporte de	eventos
Seguridad de	la	medicacion

Tecnologia
Comunicacion y	apoyo al	paciente
Cambio de	conducta profesional
Fatiga y	seguridad del	pacient

Cambio de	conducta profesional
Seguridad en	terapias intensivas

Educacion y	entranmiento.

.
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Diseños

• No	solo	ensayos	clínicos	(limitaciones	de	
generalizabilidad)	informe	Shojania	2001- AHRQ-

• Otros	diseños (de	efectividad)
– Antes	después	/controlados
– Series	de	tiempo	interrumpidas/controladas
– Ensayo	clinicos	en	Cluster	y	Stepped	Wedge
– Estudios	de	corte	transversal
– Trials	pragmáticos.
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Diseños II

• Herramientas	derivadas	de	calidad	
industrial/otros
– Análisis	de	causa	raíz
– Análisis	de	modo	de	fallos	y	sus	efectos
– Global	Trigger Tool de	IHI

• Otros	diseños	derivados	de	las	ciencias	sociales.
– Investigación	cualitativa.	Entrevistas,	grupos	focales

Promoción	de	estudios	de	efectividad
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Estudios clave	en	seguridad en	
pacientes

• Frecuencia	de	errores	durante	la	internación	(Estudios	de	Corte	Transversal/cohorte	
retrospectiva)	New	Engl	J.	Med,	1991,	324:370-376

• La	campaña	de	las	100K	demostró	reducción	de	muertes	con	controles	históricos.	BMJ	
2006	2;332:1328-1330

• Uso	de	bundles	para	disminuir	la	incidencia	de	infecciones	de	vias	centrales	(Estudio	
antes/después	no	contralado)	N	Engl	J	Med	2006;355:2725-32.	

• Uso	de	lista	de	cotejo	para	disminuir	la	incidencia	de	errores	durante	el	acto	quirúrgico	
(estudio	antes	después	no	controlado)	N	Engl	J	Med	2009;360:491-9.	

• Incorporación	de	un	farmaceutico	en	las	recorridas	(Estudio	antes	después)	JAMA.	
1999;282(3):267-270.

• Prescripcion	electronica	para	disminuir	eventos	adversos	relacionados	con	la	
medicacion.(estudio	antes	despues	no	controlado)	JAMA,	1998,	280:1311-1313.

Factor	común	en	ellos:	bajos/moderado	niveles	de	evidencia	de	acuerdo	a	los	diseños	
utilizados.

Evidencia	en	Calidad	y	Seg	2017	ISALUD
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El	debate	en	el	mundo sobre
investigación e	implementación

• The	Tension	between	Needing	to	Improve	Care	
and	Knowing	How	to	Do	It	Andrew	D.	Auerbach,	
M.D.,	M.P.H.,	C.	Seth	Landefeld,	M.D.,	and	Kaveh
G.	Shojania,	M.D.	N	Engl J Med	357;6	august	9,	
2007	

• The	Science	of	Improvement	Donald	M.	Berwick
JAMA,	March	12,	2008—Vol 299,	No.	10	
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Diferencias	con	la	investigación	clínica

Mejora	de	calidad
Objetivo:	Mejorar	los	cuidados	de	la	

salud	a	través	de	la	evaluación	
continua

• Compara	la	practica	observada	
contra	estándares.

• No	controlada
• No	sesgos	no	se	controlan
• Los	datos	justos
• Hipótesis	dinámica.
• Test	secuenciales.

Invest.	Clínica
Objetivo:	Nuevo	conocimiento	en	

oportunidades	limitadas
• Determina	lo	que	es	buena	

practica	de	atención.
• Controlado	y	ciego.
• Control	de	sesgos.
• Datos	en	cantidad	por	las	

dudas.
• Hipótesis	fija.
• Una	sola	etapa	de	análisis.
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Quality in Practice

A multimodal intervention to improve hand
hygiene in ICUs in Buenos Aires, Argentina:
a stepped wedge trial
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Abstract

Issue: Hand hygiene is a cost-effective measure to reduce microbial transmission (Teare EL,
Cookson B, French GL, et al. UK handwashing initiative. J Hosp Infect. 1999;43:1–3.) and is consid-
ered to be the most important measure to prevent healthcare-associated infections (Pittet D,
Allegranzi B, Sax H, Evidence-based model for hand transmission during patient care and the role
of improved practices. Lancet Infect Dis 2006;6:641–52). Unfortunately, the compliance rate of health-
care workers (HCWs) with recommended hand hygiene procedures is less than expected.
Initial assessment: In order to estimate the effect of a multimodal intervention on improving health-
care workers’ compliance with hand hygiene in eleven intensive care units (ICUs) from 11 hospitals
of Buenos Aires, a randomized cluster-stepped wedge trial was designed.
Choice of solution and implementation: A multimodal intervention was designed based on prac-
tices characterized by being evidence-based, low cost and suggested by qualitative research: (i) lead-
ership commitment, (ii) surveillance of materials needed to comply with hand hygiene and alcohol
consumption, (iii) utilization of reminders, (iv) a storyboard of the project and (v) feedback (hand
hygiene compliance rate).
Evaluation: The study enrolled 705 participants, comprising nurses (66.4%), physicians (25.8%) and
other HCW (7.8%) along 9 months of observation. Compliance with hand hygiene in the control
group was 66.0% (2354/3565) vs. 75.6% (5190/6864) in the intervention group. Univariate analysis
showed an association between the intervention and hand hygiene compliance (odds ratio, OR
1.17; 95% confidence interval (CI), 1.13–1.22). The effect was still present after adjustment by calen-
dar’s time and providers’ characteristics-age, gender and profession (OR 1.08; 95% CI, 1.03–1.14).
Lessons learned: His study supports that a multimodal intervention was effective to improve com-
pliance with hand hygiene in ICUs.

Key words: hand hygiene, multimodal intervention, Argentina, infection control, WHO, intensive care unit
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Clinic
Month

1 2 3 4 5 6 7 8 9
Clinic	1 60.2 73.5 82.5 79.0 85.7 88.9 65.7 72.3 60.0
Clinic	9 53.3 55.9 50.4 59.6 54.2 58.3 66.7
Clinic	2 70.9 61.4 73.9 80.3 83.9 88.9 77.7 83.0 82.1
Clinic	4 56.9 58.0 59.0 54.6 65.1 64.0 53.6 50.0 67.6
Clinic	5 71.1 74.4 75.3 72.0 81.0 86.3 91.0 91.0 93.0
Clinic	10 54.9 64.2 64.5 85.0 86.5 82.8 81.5 81.5
Clinic	11	 60.8 55.0 55.2 56.8 68.2 76.3 74.3 87.2 86.6
Clinic	6 82.0 84.4 71.4 77.6 89.1 84.5 76.7 84.4 93.4
Clinic	7 41.1 40.2 57.1 55.6 67.0 70.8 68.6 48.5 62.4
Clinic	8 66.7 68.9 65.0 61.1 64.4 68.4 67.9 72.4 75.5
Clinic	3 73.7 73.3 87.5 80.7 84.5 92.7 92.5 94.9 94.2

HH:	Resultados crudos y	ajustados

Efecto	de	la	Intervención
OR	(95%	CI) P	value

Efecto	de	la	intervención 1.18	(1.14	- 1.22) <0.0001

Primeros	dos	meses	de		Intervención	vs.	control 1.07	(1.01	- 1.14) 0,0463
Tercer	y	cuarto	mes	de	Intervención	vs.	control 1.16	(1.11	- 1.22) <0.0001
Quinto	y	más	meses	de	Intervención	vs.	Control 1.21	(1.16	- 1.25) <0.0001
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Desafío:	comunicar resultados
• Revistas	genéricas	locales	e	internacionales
• Revistas	internacionales

– ISQUA	Journal
– Quality and	Safety	BMJ
– Implementation Science
– BMC	Health Services Research

• Algunas	claves
– Identificar	y	escribir	a	su	audiencia
– Referir	a	publicaciones	relevantes	y	recientes
– Escribir	en	orden	reverso	(antecedentes,	resultados,	

titulo	y	resumen
– Hacer	lo	básico	bien.

• Respetar	las	pautas	de	la	revista
• Respetar	la	cantidad	de	palabras
• Evitar	las	abreviaturas	y	palabras	muy	técnicas
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Conclusiones
• Los	hallazgos	de	la	investigación	dan	un	marco	
de	atención.

• La	evidencia	ayudará	en	al	priorización.
• La	evidencia	guiará	las	interveciones.
• Estudios	epidemiológicos	nos	hacen	saber	
sobre	la	importancia	del	nivel	del	daño	a	nivel	
global.
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” El conocimiento no es suficiente
debemos usarlo. Querer no es

suficiente, debemos hacer”

Goethe
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¡Muchas gracias!
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