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Table 1. Example of Different Proportions of Hand Hygiene Indications
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Indication 1 300 180 60.0 200 130 65.0

Indication 2 100 35 35.0 600 240 40.0

Total 400 215 53.8 800 370 46.3
is small in each indication, the indirect method, based on the fol- References

lowing relationship, is appropriate:
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Here, P is defined as the overall hand hygiene compliance pub-
lished in a reference study, and P; is the reference compliance of each
hand hygiene indication obtained from the same study. Hence, #;P;
is the expected action number of each hand hygiene indication.
In summary, a threat to meaningful hand hygiene compliance
measurement is bias, which includes selection, observation, and con-
founding biases. If hand hygiene compliance is compared between
healthcare settings or over time, homogeneity of measurement and
standardization of results should be considered. Another essential
component of meaningful hand hygiene compliance measurement
is an appropriate sample size, as described in the WHO
recommendations.”

Acknowledgments.
Financial support. No financial support was provided relevant to this article.

Conflicts of interest. All authors report no conflicts of interest relevant to this
article.

1. Lotfinejad N, Peters A, Tartari E, Fankhauser-Rodriguez C, Pires D, Pittet D.
Hand hygiene in health care: 20 years of ongoing advances and perspectives.
Lancet Infect Dis 2021;21:¢209-€221.

2. Lee YF, McLaws ML, Ong LM, et al. Hand hygiene promotion delivered by
change agents—two attitudes, similar outcome. Infect Control Hosp
Epidemiol 2020;41:273-279.

3. Guidelines on hand hygiene in health care. The World Health Organization
website. http://apps.who.int/iris/bitstream/handle/10665/44102/97892415
97906_eng.pdf. Published 2009. Accessed March 13, 2022.

4. Wiemken TL, Hainaut L, Bodenschatz H, Varghese R. Hand hygiene com-
pliance surveillance with time series anomaly detection. Am J Infect Control
2019;47:1449-1452.

5. El-Saed A, Noushad S, Tannous E, et al. Quantifying the Hawthorne effect
using overt and covert observation of hand hygiene at a tertiary-care hospital
in Saudi Arabia. Am J Infect Control 2018; 46:930-935.

6. Teesing GR, Richardus JH, Erasmus V, et al. Hand hygiene and glove use in
nursing homes before and after an intervention. Infect Control Hosp
Epidemiol 2021;42:1511-1513.

7. Sax H, Allegranzi B, Chraiti MN, Boyce J, Larson E, Pittet D. The World
Health Organization hand hygiene observation method. Am ] Infect
Control 2009;37:827-834.

Assessing the methodological quality of studies included in
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To the Editor—Assessing the methodological quality of and, thus,
risk of bias within studies included in systematic reviews is impor-
tant to place the conclusions of systematic reviews in context. The
choice of appropriate tools to assess the risk of bias depends on the
design of the individual study.! The Preferred Reporting Items for
Systematic reviews and Meta-Analyses (PRISMA) statement? rec-
ommends the following: (1) to present quality assessments as
scores for each component domain, (2) to restrict the primary
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analysis to studies judged to be at low risk of bias, (3) to stratify
studies according to risk of bias using subgroup analysis or
meta-regression, or (4) to adjust the result from each study in
an attempt to remove the bias. Despite all available information
and guidance, we feel that a step in this process is missing: the
interpretation of the scores, that is, the classification of a study
as being of low, medium, or high methodological quality. When
only reporting scores without interpretation or threshold, it is
impossible to select or stratify studies during analyses.

Possible approaches to classify the quality of included studies
could be (1) to divide the assessed scores of included studies for
each tool in thirds, (2) to divide the highest possible score for each
tool in thirds, (3) to come up with your own scoring system, (4) to
not interpret scores, or (5) to establish uniform thresholds that
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would be used by all authors. Choosing the first or third option will
result in noncomparability of systematic review on the same or
similar topics, especially if the quality assessment of the included
studies is not publicly accessible. The second option does not take
importance of certain domains into account. The fourth option
does not allow for selection or stratification of studies based on
quality scores. In systematic reviews recently published in the jour-
nal Infection Control and Hospital Epidemiology, assessment of risk
of bias was either not reported,>* an interpretation was not given
and scores were reported for each individual study,” and/or the
threshold was chosen by the authors.%”

We feel that scores alone do not give enough guidance to
properly estimate the quality of a study. Rather than reporting
risk of bias as a separate and independent paragraph of the
systematic review, classification of studies as low, medium, or high
methodological quality is needed to incorporate the risk of bias in
the analyses. We encourage the authors of future systematic reviews
with or without meta-analysis to integrate the quality assessment
throughout the results section, to perform subgroup analyses
excluding studies of low methodological quality, and to see the qual-
ity assessment as an important part of the research and not just a
mandatory paragraph. Additionally, we ask the authors of the
PRISMA statement, Cochrane, and developers of quality assessment
tools to add threshold scores for low, medium, or high quality to the
agenda because, in our opinion, they are urgently needed.
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