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1. IPC is one part of the 

solution to address the global 

threat of AMR – what are the 

critical elements (core 

components) that every 

country should have in place 

to achieve effective IPC? 

 

Rationale for the Guidelines 



2. Focus on the global health security 

agenda and International Health 

Regulations (IHR) which position IPC as a 

key strategy for dealing with public health 

threats of international concern. 

-  Remember – IHR is the only 

international “law” that addresses IPC 

-  IPC is an IHR Core Capacity! 

 

 

Rationale for the Guidelines 



Infection Prevention & Control – the foundation of quality 
essential health services & critical to effective WASH 

3.8. Achieve universal health coverage, including financial risk protection, access to 
quality essential health-care services and access to safe, effective, quality and 

affordable essential medicines and vaccines for all  

3. SDGs & IPC Rationale for the Guidelines 



Need for evidence-based recommendations 
- Building upon:  



 

WHO Core Components of IPC Programmes  
at the National and Acute Health Care Facility Level 
 

•  http://www.who.int/infection-prevention/publications/core-components/en/  
•  Storr J et al. ARIC 2017 
•  Price L et al. Lancet Infect Dis, in press 

  



New WHO Guidelines on  
Core Components of IPC Programmes  

at the National and Acute Health Care Facility Level 
 

http://www.who.int/infection-prevention/publications/core-
components/en/             Launched on 15 November 2016 

Focus on  
preventing HAIs and  
combating AMR 



The guideline recommendations 

l 8 Core components 
–  8 Facility level 
–  6 National level 

l 11 evidence-based 
recommendations 

l 3 good practice 
statements 

New WHO core components for IPC programmes 

R= recommendation; GPS: good practice statement 



Leadership, a key factor for success of 
comprehensive IPC programmes 



 
 



l Clearly defined objectives, functions and objectives  
l Dedicated, trained IPC professionals & multidisciplinary team 
l Support from the facility leadership  
l Good quality microbiological laboratory 

Core component 1: IPC programmes  

Evidence from 2 studies shows that IPC programmes including 
dedicated, trained professionals are effective in reducing HAIs in 
acute care facilities 



Core component 2: IPC guidelines 

Evidence from 6 studies shows that guidelines on the most 
important IPC good practices and procedures implemented in 
combination with health care workers’ education and training 
are effective to reduce HAI 

l  Expertise required 
l  Local prioritization 
l  Providing resources for implementation  
l  HCWs education on recommended practices  
l  Monitoring implementation 



Core component 3: IPC education & training 

Evidence (15 studies at facility level) shows that IPC education that 
involves frontline health care workers in a practical, hands-on 
approach and incorporates individual experiences is associated 
with decreased HAI and increased hand hygiene compliance 

l  Pre-graduate, post-graduate, in-service training 
l  Evaluations of training impact 
l  Collaboration with local academic institutions 



Core component 4: HAI surveillance  

Evidence (13 studies at facility level, 1 at national level) shows that HAI 
surveillance leads to a decrease in HAI (including central line-
associated bloodstream infections, ventilator-associated pneumonia, SSI, 
catheter-related urinary tract infections and catheter-related bloodstream 
infections), and that timely feedback of results is influential in the 
implementation of effective IPC actions 

l  Standardized definitions, appropriate methods, good 
quality laboratory support, quality control needed 

l  Training and expertise needed 



Core component 5: Multimodal strategies 

Evidence (44 studies at national, 14 at facility level) shows that 
implementing IPC activities at facility level using multimodal 
strategies is effective to improve IPC practices and reduce HAI 
(particularly hand hygiene compliance, central line-associated bloodstream 
infections, ventilator-associated pneumonia, infections caused by MRSA and C. 
difficile) 

A multimodal strategy comprises several elements or components (3 or more; usually 5) 
implemented in an integrated way with the aim of improving an outcome and changing 
behaviour. It includes tools, such as bundles and checklists, developed by multidisciplinary 
teams that take into account local conditions.  



Core Component 5: Multimodal Strategies 



Multimodal approaches for implementation 



Implementation success depends on a 
multimodal approach 

System change  
Build it 

Reminders &  
Communications 

Sell it  

Safety & Climate Change 
Live it  

Education 
Teach it 

Monitoring & Feedback 
Check it 



Core component 6: Monitoring/audit of IPC 
practices & feedback 

Evidence (6 studies at facility level, 1 at national level) showed that 
regular monitoring/auditing of IPC practices paired with regular 
feedback (individually and/or team/unit) is effective to increase 
adherence to care practices and to decrease overall HAI 

l  To achieve behaviour change or other process 
modification  

l  To document progress and impact 



Core Component 7: Workload, staffing & bed 
occupancy (facility level) 

Evidence from 19 studies shows that bed occupancy exceeding 
the standard capacity of the facility is associated with  increased 
risk of HAI in acute care facilities, in addition to inadequate health 
care worker staffing levels 

l  Standards for bed occupancy should be one patient per bed with adequate 
spacing between beds 

l  HCWs staffing levels should be adequately assigned according to patient 
workload 

l  Overcrowding recognized as being a public health issue that can lead to 
disease transmission 



Core Component 8: Built environment, 
materials & equipment for IPC (facility level) 

Evidence from 11 studies shows that availability of equipment and products at 
the point of care leads to increased compliance with good practices and 
reduction of HAI.  
In 6/11 studies, the intervention consisted of the ready availability and optimal 
placement of hand hygiene materials and equipment in areas designated for 
patient care or where other health care procedures are performed and led to a 
significant increase of hand hygiene compliance. 

l  Appropriate clean and hygienic environment, WASH services 
and materials and equipment for IPC, in particular for HH 



l  Limited access to qualified and trained IPC professionals  
l  Limited human resources  
l  Inadequate budgets 
l  Implementation challenges 
l  Need for adaptation or tailoring to the cultural setting and 

local context, and according to available resources 
l  Availability of human resources and training, quality 

microbiological/laboratory support, information technology, 
and data management systems are requirements for 
surveillance and auditing; in their absence, surveillance 
based on clinical data could be considered. 

New IPC core components: implications for  
low and middle income countries (1) 



However: 
l  Resources invested are worth the net gain, irrespective of 

the context and  despite the costs incurred 
l  Not all solutions require additional resources 
l  Some solutions can likely be low cost and local production 

(e.g. alcohol-based hand rubs) should be encouraged 
l  Partnerships or partners’ collaborations could assist in the 

achievement of the core components delivery and funding 

New IPC core components: implications for  
low and middle income countries (2) 
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Case study examples 

Example: core component 1 

34/41 



Implementation resources for the  
WHO IPC Core Components Guidelines 

http://www.who.int/infection-prevention/tools/
core-components/en/  



l  The WHO CC are a road map to indicate how IPC can 
effectively prevent harm due to HAI and AMR 

–  Need for better quality evidence, incl. on cost-effectiveness; evidence 
from LMICs urgently needed   

l  Feasibility and results firstly depend on political engagement 
 

l  Implementation is key to translate policies into practices  
–  not always easy and taking time  
–  prioritization/stepwise 
–  multimodal/multidisciplinary strategies  
–  people-centered  
–  integrated within clinical procedures 
–  innovative and locally adapted (to specific cultures and resource level) 

Conclusions & perspectives 



THANK YOU!!! And please join us: 
World Antibiotic Awareness Week, 13-19 November 

2017 & Global Hand Hygiene Campaign, 5 May 2018 

http://www.who.int/campaigns/world-antibiotic-awareness-week/en 


