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This state-of-the-industry report explores the many factors that influence an infection 
preventionist’s work performance, job satisfaction and thoughts for the future. It presents 
the findings of a survey of ICT readers who share their experiences relating to key 
issues that are shaping the profession, and synthesizes new and recent guidance for 
the management of infection prevention and control programs.
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85%
 of 

surveyed IPs say 

they are confident 

in their competency 

as an infection 

preventionist,  

while 5% 

were not and 

10% 

were unsure. 

By Kelly M. Pyrek

For the purposes of this report, ICT conducted an online survey in which 
several hundred infection preventionists shared their insights on key issues 
such as workload, present and future challenges, as well as program 

needs and areas for improvement. When we asked respondents how they felt 
about the future of their profession overall, 56 percent said they were excited 
and optimistic about what can be accomplished, 28 percent said they were 
feeling neutral and withholding judgment for now, and 16 percent said they 
felt cautious and/or pessimistic in the face of continued change within the 
profession and healthcare in general. Eighty-five percent of surveyed IPs said 
they are confident in their competency as an infection preventionist, while 
5 percent were not and 10 percent were unsure.  And in terms of enjoying their 
work, 91 percent of IPs said they were happy in their jobs, while 4 percent 
said they did not relish their tasks and 6 percent were ambivalent.

Let’s explore the many factors that influence an IP’s work performance, job 
satisfaction and thoughts for the future.

Evolution of the Profession and Healthcare Reform

Infection preventionists certainly have the right to express a wide variety 
of emotions about a field that has witnessed tremendous evolution over the 
past 40 years, when a landmark study first called for the involvement of an 
individual tasked with paying attention to infections in the hospital environment. 
As Dhar, et al. (2016) observe, “Infection prevention programs (IPP), now 
a standard in healthcare, saw their inception in the1970s and 1980s after 
studies (such as the CDC’s Study on the Efficacy of Nosocomial Infection 
Control [SENIC]) showed a 32 percent reduction in HAIs in hospitals with 
established programs compared with the 18 percent increases in infection in 
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hospitals without.” In the ensuing years, the National 
Nosocomial Infection Surveillance System for voluntary 
reporting of surveillance data was created, the Joint 
Commission has introduced accreditation into the 
picture, and, as Dhar, et al. (2016) point out, “Since this 
time, there have been several groups that have had 
direct influence on the development of IPP ranging from 
professional societies, government agencies, nonprofit 
organizations, and payors. This complex landscape 
for infection prevention has led to the development of 
quality initiatives, legislative reforms, shifts in payment 
for HAIs, and an increased demand for transparency 
through public reporting of HAI data.”

ICT’s survey of IPs found that novices, veterans 
and everyone in between currently comprise the IP 
workforce. Sixteen percent of respondents indicated 
they had worked in infection prevention for more than 
20 years or more, while 10 percent had 15 to 20 years 
of experience, 20 percent had 10 to 15 years under 
their belts, and 64 percent had one to 10 years of 
experience.  In that time, most IPs have seen the advent 
of healthcare reform and the ever-shifting political 
landscape that has helped craft the field. Dhar, et al. 
(2016) allude to the significant imprint that healthcare 
reform has made on infection prevention and control 
(IPC) programs: “Healthcare reform in the first decade 
of this century (such as the Deficit Reduction Act of 
2005 and the Affordable Care Act of 2010) and the 
categorizing of HAIs as preventable, have led to a 
paradigm shift in the reporting of and reimbursement 
related to these infections. Beginning Oct. 1, 2007, the 
Department of Health and Human Services/CMS, in 
consultation with the CDC, began to select hospital-
acquired conditions (HACs) to target for reduction. 
These conditions had to meet the following criteria: 
(a) be high cost, high volume or both, (b) require a 
higher paying diagnosis related group when present 
as a secondary diagnosis, and (c) could reasonably 
have been prevented if optimal healthcare practices 
had been followed. If not present on admission, such 
HACs would not be reimbursed to hospitals.”

In an era of value-based purchasing and pay for 
performance, Dhar, et al. (2016) note, “…this is an 
exciting but challenging time for infection prevention 

APIC MegaSurvey  
Provides Foundational Data 
About Infection Prevention 
Profession

 

Results from the APIC MegaSurvey, the largest-

ever survey of the infection prevention workforce, 

describe the core activities and competencies of 

infection preventionists (IPs). The first in a series 

of articles based on the survey findings was 

recently published in the American Journal of 

Infection Control (AJIC).

The Association for Professionals in Infection 
Control and Epidemiology (APIC) undertook the 
MegaSurvey in 2015 to create a baseline of data 
to answer critical questions related to practice and 
competencies, organizational structure and staffing, 
compensation, and the demographics of IPs. 

“Infection preventionists are the backbone of 
efforts to prevent infections in healthcare settings,” 
said Timothy Landers, PhD, RN, CNP, CIC, FAAN, 
chair of the APIC Research Committee and 
associate professor at the Ohio State University 
College of Nursing. “Despite increasing recognition 
of the importance of infection prevention, 
relatively little is known about contemporary IP 
practice. To provide resources to support IPs and 
identify future directions for infection prevention, 
APIC felt it was critical to understand IPs’ 
current practice environments.”

Results from the APIC MegaSurvey will 
allow for a better understanding of IP roles 
and responsibilities by facility type, years of 
experience, professional development, and 
current position, and will provide insight into 
opportunities for professional development.  
Of 13,050 eligible APIC members, 4,078 (31 percent) 
took the online survey in mid- to late- 2015. 
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and control. The past decade has witnessed changes 
in the way that hospital-associated infections are 
viewed—from passive acceptance to the stout 
view of preventability, leading to policy changes, 
transparency, and increased collaboration among 
various agencies at federal and state levels. IPs remain 
in the crossfire of regulatory bodies and payers such 
as JC and CMS, manifested by increasing regulatory 
requirements and hospital efforts to meet the elusive 
goals of ‘zero infections.’ As such, these programs 
have a unique opportunity to impact and reshape the 
way that healthcare is delivered, and to create a safer 
environment for patients and healthcare workers.”

The IPC program may only be as good as the 
individuals running it. In 2012, APIC addressed the 
individual practitioner’s ability to face the demands of 
the future by introducing a model for IP competency. 
The model outlines the skills needed to advance 
the infection prevention field and was created to 
help direct the IP’s professional development at all 
career stages. Represented as a circular diagram 
with patient safety in the center, the model illustrates 
four critical areas of expertise that are needed for 
the expanding IP role – including leadership and 
program management; performance improvement 
and implementation science; infection prevention and 
control; and technical expertise.

Bubb, et al. (2016) acknowledge the complexity of 
the IP role: “The field of IPC has grown over time from a 
primary focus on surveillance and reporting to complex 
program and project management, including the use 
of performance improvement methodologies and 
multidisciplinary collaboration. IPs are also responsible 
for the execution of comprehensive, multisystem 
surveillance plans; reporting to regulatory agencies; 
and providing expert guidance on the maintenance 
of healthcare environments that are safe for patients, 
visitors, and staff. These priorities often compete for 
resources. The use of technology to assist IPs in their 
day-to-day responsibilities may afford a level of data 
analysis that illuminates prevention and patient safety 
opportunities. One example of this is the ability to 
overlay coding, admission and discharge data over 

Among the key findings:

•  The majority of respondents (81 percent) 
 have a primary discipline of nursing

•  Two-thirds of IPs (66.2 percent) currently 
 work in acute care settings; the remaining 
 portion work in long-term care, ambulatory, 
 outpatient, and other care settings

• Surveillance and investigation were 
 reported as the most frequent activities 
 by IPs, accounting for a quarter   
 (25.4 percent) of infection prevention efforts

•  43 percent of respondents are certified 
 in infection prevention and control (CIC®)

• 37.7 percent are not certified, but indicate 
 they plan to sit for certification in the future

•  Individuals with current CIC certification had 
 higher base compensation than those without 
 current certification

“The APIC MegaSurvey data establishes a 
benchmark for practice and compensation data, 
and suggests directions for future growth of the 
IP role,” says Landers. “Forthcoming articles, 
developed by the APIC Research Committee, will 
provide in-depth analyses of the data to frame IP 
practice for the coming years.”

One of the upcoming articles that will be of 
most interest to IPs will address staffing levels, 
organization, and support of infection prevention 
and control programs. Additional articles will 
cover IP compensation, expansion of the IP 
workforce to include professionals with non-clinical 
backgrounds, roles and responsibilities of IPs 
working outside of the acute care (hospital) setting, 
and strategies to support certification.

In 2016 APIC published a Compensation Report 
based on MegaSurvey data. Additional reports on 
practices and competencies, and organizational 
structure were released in March.
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HAI data to reach conclusions about higher-risk populations as well as drive prioritization 
and design of more effective infection prevention efforts.”

The individual is required to “assume responsibility for the development, evaluation, 
and improvement of his/her own practice to maintain the required skills and knowledge,” 
according to Bubb, et al. (2016), who add, “this includes establishing professional 
goals and objectives at least yearly; completing a competency self-assessment with 
a professional development plan at least yearly; seeking constructive feedback from 
superiors, mentors, and colleagues regarding professional practice; maintaining current 
knowledge through the review of best practices, evidence-based research, consensus, 
and guidelines; actively participating in professional organizations, both nationally and 
locally, if possible; and demonstrating professionalism through commitment to patient 
safety and protecting patients and providers by advocating safe practices and policies.”

ICT’s survey showed that 85 percent of respondents indicated they have a nursing 
background, while 6 percent had experience in medical/surgical technology and 7 percent 
had backgrounds that included other experience; one percent of respondents indicated 
they have always been in infection prevention since joining the healthcare workforce.

Ensuring Compliance

The ongoing need to educate healthcare workers about infection 
prevention and control is persistent and all-encompassing, and 
IPs were forthright about how they perceived key issues impacting 
outcomes. ICT survey respondents indicated that lack of time 
was the biggest barrier to healthcare workers’ compliance with 
infection prevention practices, followed by willful non-compliance 
(31 percent), lack of education and training (23 percent) and 
lack of resources (7 percent). When asked if they believed that 
most HAIs are preventable, 90 percent of respondents said yes, 
1 percent said no, and 9 percent were uncertain. Eighty-nine 
percent of respondents said they believe that they have the 
ability to improve infection prevention and control compliance at 
their healthcare institutions, while 4 percent said they didn’t and 
7 percent were uncertain.

WHO (2017) states that the availability of technical guidelines consistent with the available 
evidence is essential to provide a robust framework to support the performance of good 
practices. As Storr, et al. (2017) note, “Importantly, the existence of guidelines alone is 
not sufficient to ensure their adoption and implementation science principles and findings 
clearly indicate that local adaptation is a prerequisite for successful guideline adoption. 
The WHO inventory identified that on average, 74 percent of national IPC documents 
addressed the development, dissemination and implementation of technical guidelines and 
43 percent emphasized the importance of local adaptation. Over 80 percent of national 
documents addressed the need for the training of all staff in IPC measures.” The WHO 
guideline (2017) recommends that evidence-based guidelines should be developed and 
implemented for the purpose of reducing HAIs and that the education and training of 
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5
relevant healthcare workers on the guideline recommendations 
and the monitoring of adherence with guideline recommendations 
should be undertaken to achieve successful implementation.

Multi-modal strategies are becoming a significant weapon 
in the IP’s arsenal, and over the past decade, studies in IPC 
and implementation research have demonstrated that best 
practice interventions are most effective when applying several 
interventions/approaches integrated in a multi-modal strategy. 
At its core, a multimodal implementation strategy supports the 
translation of evidence and guideline recommendations into 
practice within health care with a view to changing healthcare 
worker behavior. As Storr, et al. (2017) explains, “A multi-modal 
strategy consists of several elements or components (three or 
more, and usually five) implemented in an integrated manner. It 
includes tools, such as bundles and checklists, developed by 
multidisciplinary teams that take into account local conditions. 
The five most common components include: system change 
(improving equipment availability and infrastructure at the point 
of care) to facilitate best practice; education and training of 
healthcare workers and key stakeholders (e.g., managers and 
hospital administrators); monitoring of practices, processes, 
and outcomes and providing timely feedback; improved 
communication (e.g., reminders in the workplace or videos); 
and culture change by fostering a safety climate.”

The WHO guideline emphasizes that highly functioning 
IPC programs should encompass monitoring/auditing of IPC 
practices and feedback: “IPC interventions require the consistent 

practice of preventive procedures, such as hand hygiene, respiratory hygiene, use of 
surgical antimicrobial prophylaxis, the aseptic manipulation of invasive devices, and 
many others. The appropriateness with which these procedures are performed depends 
on the individual healthcare worker’s behavior and the availability of the appropriate 
resources and infrastructures. To identify deviations from requirements and to improve 
performance and compliance, the frequent assessment of working practices is necessary 
by using standardized auditing, indicator monitoring, and feedback. The monitoring and 
evaluation of national programs is important to track the effectiveness of national policies 
and strategies, including providing critical information to support implementation and 
future development and improvement.”

A 2013 AJIC study found that IPs are confident about which practices have weak or 
strong evidence supporting their use to prevent HAIs. A research team led by Sanjay 
Saint, MD, MPH, of the VA Ann Arbor & University of Michigan Medical School collected 
survey responses from infection prevention personnel at 478 U.S. hospitals to determine 
the perceived strength of evidence behind 28 of the most common hospital infection 
prevention practices. The following practices were perceived by 90 percent or more of 
the respondents as having strong evidence to support their use: alcohol-based hand 

THE FIVE MOST COMMON 
COMPONENTS INCLUDE: 

1 System change (improving  
 equipment availability and 

infrastructure at the point of 
care) to facilitate best practice

2 Education and training of  
 healthcare workers and key 

stakeholders (e.g. managers 
and hospital administrators)

3  Monitoring of practices,  
 processes, and outcomes 

and providing timely feedback

4 Improved communication 
(e.g. reminders in the 

workplace or videos)

5 Culture change by fostering  
 a safety climate.
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rub, aseptic urinary catheter insertion, chlorhexidine 
for antisepsis prior to central venous catheter insertion, 
maximum sterile barriers during central venous catheter 
insertion, avoiding the femoral site for central venous 
catheter insertion, and semi-recumbent positioning of 
patients on ventilators. Conversely, practices with the 
weakest perceived evidence were routine central catheter 
changes, using silver-coated endotracheal tubes for 
ventilator-associated pneumonia (VAP), nitrofurazone-
releasing urinary catheters, and the use antimicrobials in 
the urinary catheter drainage bag. According to Saint, “the 
perceived strength of evidence among infection prevention 
personnel across the country generally tracked with the 
actual strength of the evidence for various practices that 
have been reported in evidence-based guidelines.”

Regarding implementation science, Bubb, et al. (2016) 
remind us, “IPs use scientific studies to promote and 
integrate evidence-based practices into routine practices 
to improve the quality, reliability, and safety of healthcare. 
In particular, IPs shall: translate evidence-based practices 
and research findings into routine practice; involve the 
multidisciplinary team to ensure changes are vetted by 
all stakeholder groups; appropriately implement initiatives 
that maximize benefits and minimize barriers; develop 
strategies to remove implementation barriers such as 
workflow, space, or access to supplies.; and design process and outcome measures to 
promote consistency of interventions over the long-term.”

Education and training is the cornerstone of HAI prevention, and the WHO guideline 
recommends that IPC education should be in place for all healthcare workers by utilizing 
team- and task-based strategies that are participatory and include bedside and simulation 
training to reduce the risk of HAI and antimicrobial resistance. As Bubb, et al. (2016) note, 
“IPs shall act as educators and be a resource and catalyst for change for healthcare 
providers, ancillary staff, patients, families, and the general public. IPs shall also be 
knowledgeable and well versed in the foundations of IPC, including identification of the 
infectious disease process and how to prevent and control the transmission of infectious 
agents. In particular, IPs shall: assess the needs of customers and develop educational 
objectives and strategies to meet those needs; use learning principles appropriate to 
the target audience; use appropriate information technology in educational design and 
delivery; collaborate in the development and delivery of educational programs and/or tools 
that relate to infection prevention, control, and epidemiology; evaluate the effectiveness 
of educational programs and learner outcomes; and enhance the visibility of healthcare 
providers and their knowledge of specific infection prevention and control practices, 
targets, and organizational goals.”
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Resourcing and Program Management

Promoting the value of infection prevention programs and securing 
the resources necessary to ensure the continued viability of such 
programs has become an imperative for the IP in the era of healthcare 
reform and increased demands on IPs’ time. A recent guidance 
document aims to provide an updated assessment of the resources 
and requirements for an effective infection prevention and control/
healthcare epidemiology (IPC/HE) program.

Kristina A. Bryant, MD, a pediatric infectious disease physician at 
the University of Louisville School of Medicine in Louisville, Ky., and 
her colleagues have updated the Society for Healthcare Epidemiology 
of America (SHEA)’s 18-year-old document, “Requirements for 
infrastructure and essential activities of infection control and 
epidemiology in hospitals: a consensus panel report” (Scheckler, 
et al. (1998). As Bryant, et al. (2016) explain, “Nearly two decades 
later, transformative changes have taken place in healthcare and these changes have 
substantially increased the responsibilities and workload of infection prevention and 
control (IPC) programs. This evolution has included new challenges for IPC/HE programs 
unheard of at the time of the original publication, including legislative mandates, public 
reporting, pay-for-performance, payment penalties, healthcare-associated infection (HAI) 
prevention collaboratives, bioterrorism, new and emerging pathogens, Occupational 
Health and Safety Administration mandates, and the first National Action Plan to reduce 
HAIs. Concurrently, the rising frequencies of multidrug-resistant organisms (MDROs), 
unprecedented antimicrobial shortages, and a relative lack of new antimicrobials have 
further tested IPC strategies. Many of these challenges have necessitated increased 
education and training. In fact, there is ample evidence that a comprehensive IPC/HE 
program can reduce HAI, minimize the spread of MDROs, and address emerging infections 
and pathogens, ultimately keeping patients safer.”

At the heart of the document is the concept that the scope of a healthcare institution’s 
IPC/HE program should be driven by the size and complexity of the patient population 
served, that population’s risk for healthcare-associated infection (HAI), as well as local, 
state, and national regulatory and accreditation requirements. Bryant says that a truly 
effective IPC/HE program must be multidisciplinary and that program personnel “must 
have authority delegated from institutional leadership to perform essential activities and 
implement change to reduce HAIs. The number of personnel is determined not solely by 
the number of patients served by a given facility, but rather by the scope and complexity of 
program activities. The budget allocated for the program must support adequate numbers 
of personnel to execute program activities. At present, many healthcare institutions are 
under-resourced, with insufficient reimbursement for hospital epidemiology services and 
too few infection preventionists.”

ICT’s survey found that 55 percent of respondents work as solo practitioners in their 
institution’s infection prevention and control department, with 28 percent saying they 
had fewer than five total employees, 15 percent had more than five employees, and a 
lucky 3 percent had more than 10 employees servicing the IPC program. To put this in 
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perspective, only 16 percent of respondents worked in very large 
facilities or healthcare systems with 500-plus beds; on the flip side, 
24 percent reported working in very small facilities with fewer than 
50 beds. The remaining 61 percent worked in institutions with 51 
to 500 beds. 

There’s no denying that IPs have significant workloads. Fifteen 
percent of ICT’s survey respondents reported handling infection 
prevention and employee health duties combined with other 
responsibilities; 17 percent handled infection and employee 
health; and 67 percent handled infection prevention-related duties 
only. Forty-one percent of respondents say their department has 
experienced staffing and/or resource/budget cuts in the last year 
or so, while 53 percent their programs remained intact and 6 
percent were uncertain. Of the IPs whose program budgets were 
cut, 29 percent indicated that these cuts diminished their capacity 
to perform their work.  

The work itself is becoming more multi-faceted, with 45 percent 
of respondents reporting that surveillance-related tasks take up the 
majority of their time.  Paperwork was the bane of 23 percent of IPs’ 
existence, while meetings were cited by 15 percent of respondents 
as consuming their time. Observation and rounding represented the 
majority of time taken, as reported by 11 percent of respondents, 
followed by other administrative tasks (4 percent) and teaching (2 percent).  

Infection preventionists still focus on a primary goal — the protection of the healthcare 
personnel and patients; except now, the aforementioned healthcare landscape is 
foisting upon IPs additional domains of responsibilities that compete with observational 
rounding and teaching. To seemingly address this tension among tasks, this year the 
World Health Organization (WHO) provided new guidance to prioritize the development 
of global recommendations on the core components of effective IPC programs both 
at the national and acute-care level, based on systematic literature reviews and expert 
consensus.  WHO issued 11 recommendations and three good-practice statements in 
a guidance crafted by Storr, et al. (2017), who observe, “With the exception of a set of 
IPC core components previously identified by experts during a WHO meeting, there is a 
major gap in international evidence-based recommendations as to what should constitute 
the key elements of effective IPC programs at the national and facility level.”

The authors of the new WHO guidance say it builds on the initial momentum of the WHO 
IPC core components interim document published in 2009 and that the recommendations 
were based on the best available scientific evidence and expert consensus “with the 
ultimate aim to ensure a high quality of health service delivery for every person accessing 
healthcare, as well as to protect the health workforce delivering those services.”

Bubb, et al. (2016) say that “IPs shall systematically evaluate the effectiveness of the 
program and its appropriateness to the practice setting. In particular, IPs shall: develop 
and review the effectiveness of the program’s goals and objectives; ensure that customer 
needs and expectations are considered in the development of and continuous improvement 
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of processes, products, and services; and determine resource 
needs to accomplish the proposed goals and objectives.”

The WHO guideline says that IPC programs are one 
component of safe, high-quality health service delivery, yet 
Storr, et al. (2017) point out that a WHO global survey published 
in 2015 revealed major weaknesses in national IPC capacity; 
among the 133 respondent countries, only 54 had a national 
IPC program (41 percent) in place and even fewer reported a 
program in all tertiary hospitals (39/133; 29 percent). The WHO 
guideline recommends that an IPC program with a dedicated, 
trained team should be in place in each acute-care facility for 
the purpose of preventing HAI and combating antimicrobial 
resistance through IPC good practices. The WHO guideline 
supports the establishment of stand-alone, active national 
IPC programs with clearly defined objectives, functions and 
activities for HAI prevention.

No one has to tell an IP that his or her day has become busier than ever before; let’s 
take a look at a few of these core tasks: 

✦ Surveillance, and all that it encompasses, including case finding, data collection 
and analysis, and reporting these findings — is one of the cornerstones of the IP’s 
responsibilities, and this outcome date is often coupled with risk assessment activities 
in order to identify the most important populations and infections to monitor so that 
resources can be focused on the most worthwhile prevention activities. As Bryant, et al. 
(2016) observe, “‘Important’ typically translates into those populations most vulnerable to 
HAIs; infections that cause the highest morbidity, mortality and expenditure of healthcare 
resources; the organisms that are most concerning for populations the facility serves, 
including MDROs; and organisms most likely to put healthcare personnel (HCP) at risk for 
disease. By necessity, the risk assessment must also consider requirements of external 
agencies, payers such as Centers for Medicare & Medicaid Services (CMS), and state-
based legislative mandates.”

✦ Public reporting requirements are also demanding more of IPs’ time and attention. 
As of March 2014, 31 states had enacted laws that require hospitals to report HAI data 
to the National Healthcare Safety Network. Pay for performance has become an integral 
part of healthcare quality improvement, with Centers for Medicare and Medicaid Services 
(CMS) Conditions of Participation for Hospitals and its Conditions for Coverage for 
Ambulatory Surgery Centers requiring that healthcare organizations must meet these 
conditions in order to be Medicare- and Medicaid-certified and receive reimbursement.  
In addition, under its inpatient quality reporting mandates, CMS is currently requiring 
acute-care facilities to report CLABSI, catheter-associated urinary tract infections, and 
select surgical site infections, as well as hospital-onset Clostridium difficile infection 
and hospital onset methicillin-resistant Staphylococcus aureus bloodstream infection, 
while long-term care hospitals, skilled nursing facilities, acute care cancer hospitals, and 
inpatient rehabilitation facilities are also required to report specific HAIs. The Affordable 
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Care Act provisions include a mandate that facilities within the highest quartile for certain 
infections be penalized 1 percent of their Medicare reimbursement.  As a result, the quest 
for quality improvement has reached the IPC/HE programs. As Bryant, et al. (2016) note, 
“The power and efficacy of HAI surveillance lies in sharing findings with direct care providers 
who can use such findings to improve the safety and quality of care. Performance or 
process improvement initiatives can help busy healthcare teams to integrate prevention 
measures into their daily practice and ultimately reduce HAIs. Understanding, leading, 
and facilitating process improvement using methods such as ‘plan, do, study, act,’ ‘plan, 
do, check, act,’ or more recently the 4-Es model (engage, educate, execute, evaluate) 
are key functions of contemporary IPC/HE programs. Process mapping and other tools 
are used to identify and remove barriers to effective systems and processes that impact 
outcomes of care. Tools to eliminate waste and reduce process variation, such as Lean 
and Six Sigma, have been adopted from other industries to create more efficient work 
flows and improve adoption of practices that reduce HAIs. Process improvement initiatives 
may be driven by suboptimal results identified by surveillance or process data or during 
annual risk assessment and plan evaluation, an organization’s strategic priorities, as well 
as regulatory and accreditation requirements.”

✦ Outbreak investigation and response is another key responsibility of IPC/HE programs 
and may require a significant proportion of a pro-gram’s resources. Additionally, emergency 
preparedness and response is a related but distinct function of most programs and may 
be associated with novel or emerging pathogens, agents of bioterrorism, or infectious 
disease outbreaks following natural disasters.

✦ Providing those teachable moments on the floor, as well as offering more structured 
education and training programs such as in-services are what Bryant, et al. (2016) describe 
as “critical functions to prevent HAIs and core functions of IPC/HE programs.” They add 
further, “Regulatory and accreditation agencies such as CMS, the Occupational Health 
and Safety Administration, and the Joint Commission require routine training in infection 
prevention, and focused training for various disciplines has been effective in achieving 
sustained reductions in HAIs. Nevertheless, there is increasing recognition of the need for 
improved education and oversight among HCP in a variety of settings. Ongoing lapses 
and major errors in infection prevention efforts … demonstrate a lack of basic infection 
prevention practice and processes in many cases. Continued transmission of MDROs 
and influenza in healthcare settings resulting from poor adherence to hand hygiene and 
other infection control measures also demonstrates a need to reevaluate the educational 
approach. Experts in IPC/HE should lead curriculum development for HCP infection 
prevention education. Routine in-service training should be directed toward HCP of all 
disciplines, including physicians, nurses (registered nurses, licensed practical nurses), 
and other HCP with direct or indirect contact with patients or equipment (environmental 
services work-ers, instrument reprocessing staff, dietary personnel) and should be tailored 
to the appropriate educational level, learning styles, and work duties. This training should 
incorporate evidence-based practices to reduce HAIs, including hand hygiene and all 
tasks for which personnel are responsible, and incorporate assessment of well-defined 
competencies for each task.”
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 ✦ Adjunct activities are also numerous and can include occupational health services, 
antibiotic/antimicrobial stewardship initiatives, and participation in regional and national 
collaboratives to improve patient outcomes.

Bryant, lead author of the updated SHEA guidance, says, “I think most of us realize 
there is this tension that exists between competing demands for the IP. Historically, a huge 
part of the infection preventionist’s work has revolved around surveillance and collecting 
the data, and so that remains very important, but I think everyone recognizes that the 
IP doesn’t need to be sitting at a desk, poring over charts and print-outs most of the 
day. They are most valuable when they are out there, working with frontline personnel, 
observing and teaching. Although surveillance is important, going forward, we need to 
look at how technology can help us by streamlining the work of the IP to free them up to 
go out on the floors, do quality improvement work and thereby effect change.” Bryant 
continues, “There are some valuable resources in this guidance document, including a 
section on information systems and links to other papers about how electronic resources 
can facilitate the work of the IP, so that they don’t have to spend a huge chunk of their 
day tied to the computer.”

The utilization of infection prevention must be balanced with corresponding resources. 
The updated guidance document from Bryant, et al. (2016) outlines the personnel, physical, 
and financial resources required for an effective IPC/HE program and emphasizes that 
“The individual(s) responsible for leadership of the program must be clearly identified 
and have significant access to key organizational leaders and clinical decision makers.”

The basic personnel requirements of the IPC/HE program include the infection 
preventionist, the healthcare epidemiologist, the infection prevention liaison and additional 
support personnel as warranted. 

✦ The IP: It has been several decades since the Study on the Efficacy of Nosocomial 
Infection Control (SENIC) first identified the principle that IPs were key drivers of an effective 
program (Haley, et al. 1985). In the years since, APIC has developed core competencies 
for the novice, proficient, and expert IP (Murphy, et al. 2012; APIC, 2012), which outline the 
skills needed to advance the infection prevention field and was created to help direct the 
IP’s professional development at all career stages. As Bryant, et al. (2016) acknowledge, 
“Over the past several decades, the amount and complexity of the IP’s work has increased 
dramatically and many IPs now provide oversight to an expanding network of affiliated 
ambulatory-care facilities in addition to the core inpatient facility. The complexity and 
intensity of patient care delivery, increasing severity of illness of the patient population at 
risk and use of invasive devices, increasing activity related to the delivery of healthcare 
beyond the traditional hospital walls, and mandatory reporting of HAIs are only a few of 
the reasons for the expansion of the IP’s responsibilities.”

✦ The HE: As Bryant, et al. (2016) point out, “The importance of physician leadership 
in IPC/HE program was recognized as early as the 1960s when published conceptual 
models called for a physician infection control officer to perform most surveillance and 
control activities. The Study on the Efficacy of Nosocomial Infection Control project 
identified that a physician with training in HE is an essential component of a hospital 
infection prevention program and programs led by a physician with expertise in HE had 
lower rates of HAIs. Today, physicians who fill the role of healthcare epidemiologist/medical 
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director of infection prevention may share oversight of a facility’s infection prevention 
program with an IP manager/leader. Duties of hospital epidemiologist/IP teams often 
include strategic planning, leadership of quality/performance improvement initiatives, 
and communication with facility administrators.”

✦ The IPC Liaison: IPC/HE programs need additional personnel to support administrative 
tasks and help manage priorities so that IPs and HEs can focus on responsibilities that 
drive improvement that lead to better patient outcomes.  As Bryant, et al. (2016) explain, 
“Designating health professionals involved in direct patient care as IPC liaisons has been 
reported to be an effective adjunct to enhance IPC at the unit level. Such individuals 
receive training in essential elements of IPC and have frequent communication with 
the IPC/HE program but maintain their primary role as direct caregivers in the areas 
they work. Liaisons can facilitate awareness of IPC at the point of care and assist with 
implementation of new policy, intervention, or practice changes; provide point of care 
education; and share surveillance findings. Liaisons can serve as an adjunct to, but not 
a replacement for, fully trained IPs, and liaison nurses should not be considered when 
assessing IP staffing.”

Without the proper personnel in place, the demands of the 
job can feel overwhelming. “There is a tremendous amount 
of work to be done each day,” acknowledges Bryant. “One 
thing that has become apparent is that the skills of the IP and 
HE are critical to any facility’s overall patient safety and risk 
management program. So I think that is part of why the scope 
of the IP and the HE has expanded. Because IPs and HEs 
bring valuable skills to the table consistently, the organization 
may be tempted to say, ‘Hey, you are really good at this, so 
here’s another project that meets your skill set.’ So perhaps 
the answer is to say, ‘Maybe there needs to be more of us — 
both IPs and HEs — in order to cope with increasing demands on this department.   And 
what have we learned from the recent past? You never know what’s around the corner, 
so we need to be nimble and have enough resources to get our day-to-day work done 
but also respond to new re-emerging organisms. We need to have enough ‘give’ in our 
system to be able to respond adequately and appropriately.”

Direct collaboration between the IP and HE can also help to blunt the impact of the 
increased demands on the IPC/HE program. “I think it is critical to develop and maintain 
a partnership between the IP and HE,” Bryant confirms. “We already knew back in the 
60s that physicians leadership — and as a co-leader with an IP — was important. Since 
then, there has also been the realization that an HE is not just an infectious disease (ID) 
physician who agrees to do this for the hospital; in the past, it was assumed that the 
task of healthcare epidemiology could be assigned to any ID physician who may or may 
not have had training in healthcare epidemiology. There is now the realization that this 
is truly a very specialized area of infectious diseases and the HE brings unique skills to 
the task. In my own hospital, an infection occurs, we do an investigation and we spend 
a lot of time on nursing processes; well, the problem with that is not all infections in the 
hospital are related to nursing practice — physicians also contribute to the care of patients 

One thing that has become 

apparent is that the skills of the 

IP and HE are critical to any 

facility’s overall patient safety 

and risk management program.

http://www.infectioncontroltoday.com


PAGE

14  Infection Prevention and Control State of the Industry Report  ❘  infectioncontroltoday.com

and whether or not they get an infection. Having a physician leader 
is helpful in engaging the medical staff in infection prevention efforts; 
healthcare workers are a diverse community and I think having a 
physician-nurse dyad to lead the program speaks to our constituency.”

Adequate personnel must be accompanied by adequate budgets 
and resources. One big area is information technology and health 
informatics, and as Bryant, et al. (2016) observe, “IPC/HE programs 
are now tasked with significant escalation in the collation, analysis, and 
timely reporting of surveillance data. Informatics systems and networks 
are an increasingly critical element of the program infrastructure. 
IPC/HE pro-grams are meeting these increasing informatics needs 
with homegrown systems that require resources for construction 
and maintenance. In addition, many sites have purchased third 
party infection control vendors that enhance existing electronic 
medical records and homegrown systems. Applications that can tie a 
laboratory information system, admission/discharge/transfer, imaging 
results systems, pharmacy, microbiology, and so on into a single 
data network are needed by IPC/HE programs. Well-run systems 
increase the efficiency of the HAI surveillance system. Eliminating 
manual review of microbiology reports or other paper records frees 
up the IP for more collaboration with clinicians and al-lows them to 
embark on other endeavors that may have the greatest impact on patient outcomes.”

The researchers continue, “Without appropriate funding, IPC/HE programs will be 
unable to perform effectively. Finance and accounting departments can assist in the 
preparation of the business case for IPC/HE program resources as they will have access 
to data about dollars lost due to HAI through pay-for-performance and penalty programs. 
They can promote understanding of the return on investment of the IPC/HE program.”

Bryant says she frequently hears that many IPC/HE programs are under-resourced, 
and hopes that healthcare professionals will consult Table 3 in the guidance document 
in order to take stock of their program needs and current resources.  “I am hoping that 
Table 3 in the paper will really cause some eyes to open,” she says. “Some people in 
the healthcare setting still don’t know what the IP does; they think they merely collect 
line days and report infections and take care of outbreaks — that is just a tiny part of 
what the IP does, so Table 3 speaks to the scope and value of the IP, and we’re hoping 
that ultimately, that could lead to increased attention to what resources the program 
really needs.”

Bryant says she hopes the guidance document will be beneficial to a wide range of 
healthcare stakeholders. “I think that there are different audiences for this document. 
We hope that it will be read by hospital administrators who will say, ‘Wow, the scope of 
infection prevention and healthcare epidemiology is huge and this is what a program 
should look like, here are the needs, and here are the resources.’ We hope this will be 
a valuable tool for people on the frontline to be able to have an honest discussion with 
their administrators; it’s important for them to be able to say, ‘Here are the resources 
that we need, here are examples of why we need them, this is the important work that 
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we do.’ We felt that the 1998 paper was trying to prove why 
infection prevention and healthcare epidemiology is important; 
for the update, we didn’t feel like we needed to do that again 
— everybody knows the value of the program. We did believe, 
however, that it was time to renew the discussion about necessary 
resources.”

Making the business case for IPC/HE programs is essential, 
Bryant adds. “All of us need to be upfront with our administrators 
about what we do and why it is of value to the organization. 
Administrators have a lot on their plates and they must respond 
to diverse needs and this is probably true in any business or 
industry, not just healthcare. So we must make sure that those 
at the top understand what value we bring to the organization. 
Potentially, we don’t get a lot of training in how to do that, but 
I do think it’s critical.”

Bryant continues, “Pay-for-performance has highlighted the 
importance of infection prevention and healthcare epidemiology; 
there is a lot of understanding about the human and the financial 
costs associated with healthcare-acquired infections — I think 
that has definitely bubbled to the surface and is on everyone’s 
radar. But I think the flip side is that our duties continue to expand. 

There was a paper in ICHE in 2015 that addressed the Ebola 
epidemic and how it created a whole new arena for infection 
prevention and healthcare epidemiology to work in and new 

responsibilities and often without a lot of resources — we had to figure out how to make 
that happen. Pay-for-performance has helped us to take the initial steps to make a solid 
business case, and this guidance document further underscores the key message of the 
scope of the IPC/HE program and that the resources need to be proportional to what 
you are really asking people to do and the complexities of the populations they serve.”

HAI surveillance allows the evaluation of the local burden of HAI and AMR and contribute 
to the early detection of HAI and new patterns of AMR, including the identification of clusters 
and outbreaks. As Storr, et al. (2017) observe, “IPC activities should respond to the actual 
needs of the healthcare facility, based on the local HAI situation and compliance with IPC 
practices. For these reasons, surveillance systems for HAI, including AMR patterns, are an 
essential component of both national and facility IPC programs. National IPC surveillance 
systems also feed in to general public health capacity building and the strengthening 
of essential public health functions.” At the acute-care facility level, the WHO guideline 
recommends that institution-based HAI surveillance should be performed to guide IPC 
interventions and detect outbreaks, including AMR surveillance, with timely feedback of 
results to healthcare workers and stakeholders and through national networks.”

The SENIC project found that four components of “highly effective” infection prevention 
surveillance programs were: (1) surveillance with feedback to healthcare workers, an 
intense infection control program including best practices with sterilization, disinfection, 
asepsis and handling of medical devices, an infection prevention nurse to supervise the 
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program, and a physician epidemiologist or microbiologist with 
special skill in infection prevention. The challenge with surveillance 
is the time investment required of infection preventionists. A 2015 
study presented at the 42nd Annual Conference of the Association 
for Professionals in Infection Control and Epidemiology (APIC) 
revealed that collecting and reporting hospital infection data to 
federal health agencies takes more than five hours each day, at the 
expense of time needed to ensure that frontline healthcare personnel 
are adhering to basic infection prevention practices such as hand 
hygiene. Many IPs, especially those in community hospitals, feel 
burdened by the time necessary to comply with the Centers for 
Medicare & Medicaid Services (CMS) reporting requirements—so 
much so that one IP decided to find out just how much time it 
takes. The answer: five hours and eight minutes a day of IP time, 
based on a five-day work week. That leaves little time to observe 
practices, go on rounds, lead safety drills, or answer questions about 
how to keep patients safe. IPs at Robert Wood Johnson University 
Hospital Somerset tabulated the amount of time necessary to 
review lab data and complete reports for bloodstream infections, 
urinary tract infections, surgical site infections, MRSA infections, 
and Clostridium difficile infections to the Centers for Disease Control 
and Prevention’s National Healthcare Safety Network (NHSN). IPs 
at hospitals across the country are responsible for analyzing lab 
reports and reporting infection data to the NHSN database, which 
is used for Medicare payment determination by CMS.

“HAI reporting exposes problems, drives improvements, and allows for benchmarking 
against national targets. But without adequate staffing, the burden of reporting takes 
time away from infection prevention activities that protect patients at the bedside,” says 
Sharon L. Parrillo, BSN, RN, CIC, assistant director of infection prevention at Robert Wood 
Johnson University Hospital Somerset. “We are fortunate that we have two IPs on staff 
at our hospital, but many community hospitals have only one staff person dedicated to 
infection control. This analysis didn’t even take into account the time necessary to perform 
state and local HAI reporting, which many facilities are also required to do.” 

Parrillo calculated the number of laboratory test reports—urine, blood, wound, and 
sputum—received and reviewed in July, August, and December 2013, and January 2014 
at her 355-bed acute care community hospital. Using NHSN time estimates for each 
infection event report, she calculated the total amount of time needed to review the lab 
reports and complete reporting using the NHSN criteria and definitions. This totaled 118.29 
hours each month—or five hours and eight minutes per day, based on a five-day work 
week. It is also worth noting that during the time period assessed, the hospital was only 
at 60 percent capacity. “I hope this study encourages lawmakers to consider the burden 
of IP time when new HAI reporting legislation is being considered, and helps IPs at other 
facilities start a conversation with their leadership about staffing and resources needed 
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to ensure a safe environment for patients and staff,” notes Parrillo. 
“Much of what I do involves sitting at a desk. It’s frustrating, because 
that’s not how I can prevent infections. We need to be able to do 
more rounding, more hand hygiene observance, more preparedness, 
and more staff education.”

Workload, staffing and bed occupancy was also addressed in the 
2017 WHO guideline, which notes that, “A combination of factors 
should be considered when determining the patient-to-bed ratio 
and the healthcare worker-to-patient ratio, including patient acuity, 
healthcare demand, and the availability of a trained workforce. These 
factors may interfere with providing optimal staff-to-patient ratio, which 
could potentially lead to increased rates of HAI and the spread of 
AMR.” The guideline recommends that the following elements should 
be adhered to in order to reduce the risk of HAI and the spread of 
AMR: bed occupancy should not exceed the standard capacity of 
the facility; healthcare worker staffing levels should be adequately 
assigned according to patient workload.

Dhar, et al. (2016) remind us that “In the early 1970s, the CDC’s 
SENIC recommended that hospitals have at least one fulltime 
equivalent infection control professional for every 250 occupied beds. 
Later in the 1990s, participation in the National Nosocomial Infection 
Surveillance System required one infection control professional full-time equivalent 
for the first 100 beds and then one full-time equivalent for each additional 250 beds. 
In 2002, APIC initiated the DELPHI project on staffing. This project noted that staffing 
recommendations should consider not only the number of occupied beds, but also the 
scope of the program, complexity of the healthcare organization, patient characteristics, 
and the unique needs of the facility, and recommended a ratio of 0.8 to 1.0 IPs per 100 
occupied beds …  As the roles of IPs have increased in scope and complexity, the 
traditional ratios may not be sufficient to provide the necessary staffing needs of an 
institution. Alternative staffing ratios have been proposed. For example, one proposal 
counts one bed in the intensive care unit as the equivalent of two acute care beds, and a 
long-term care bed as one-half of an acute-care bed; and counts a hemodialysis facility 
as the equivalent of 50 acute care beds and an ambulatory clinic the equivalent of 10 
acute-care beds. These adjusted calculations may capture workload more accurately 
and should be factored into business models when developing or expanding programs. 
Although not substitutes for trained preventionists, adjuncts to the infection preventionist 
such as electronic surveillance systems, unit-based nurse liaisons, and nurse advisors 
can help to facilitate the work of preventionists and should also be factored into staffing 
calculations and needs. Despite the obvious benefits of automated surveillance systems, 
in one study, only one-third of programs reported having electronic systems in place. 
Unfortunately, the increases in demands on infection prevention and control has not led 
to a proportional increase in infection control staffing, with reports indicating that only 
18% of programs have received increased support after the implementation of the CMS 
Inpatient Prospective Payment System.”
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ICT survey respondents indicated several areas of significant need 
to help boost the performance of their IPC programs. Better buy-in 
from healthcare stakeholders was indicated by 20 percent of IPs, while 
more respect for/understanding of the profession and its role was 
desired by 15 percent of respondents. Eight percent of respondents 
said they wanted additional staff, 2 percent wanted a bigger budget/
more resources, and 1 percent said they needed improved access 
to institutional leadership. Fifty-four percent said they desired all 
these things. 

What is lacking from the 2017 WHO guideline is a conversation 
about resourcing and making the business case for IPC. As Dhar, 
et al. (2016) emphasize, “Society as a whole would clearly benefit 
from a reduced incidence of HAIs and transmission of MDROs within 
health care institutions. Unfortunately, there are currently no direct 
reimbursement programs related to hospital-based infection prevention 
and control. Hospitals are required by regulatory bodies to have an IP, but the funding is 
often based on their administrators’ subjective discretions. Therefore, for IPs to achieve 
desirable goals, one critical role of hospital epidemiologists and infection preventionists 
is to convince administrators of the beneficial impact of investing in infection control 
activities, and demonstrate that these activities will ultimately lead to improved patient 
care and reduced hospital costs.”

Dhar, et al. (2016) add, “Unfortunately, hospital administrators are faced routinely with 
demands to reduce costs and are subjected to continuous inspection and monitoring 
of their financial expenses and balances. Because IPs are typically categorized as cost 
centers and not as revenue generators, they are often identified as potential areas for 
budget cuts. In fact, many infection control programs have faced downsizing in recent 
years. This downsizing has occurred during a period where the roles and responsibilities 
of hospital epidemiologists have continuously and rapidly increased. Apart from 
traditional infection control activities, programs and infection preventionists often have 
responsibilities related to antimicrobial stewardship programs, patient safety, employee 
health, and emergency preparedness. The best way for infection control programs to 
obtain adequate funding from hospital leadership is to construct a business case and to 
assess and demonstrate the cost effectiveness of an IPP or intervention. The business 
case for infection control should incorporate all the various components of the institutional 
infection control program.”

The Society for Healthcare Epidemiology of America (SHEA) provides guidance 
regarding constructing a business case for infection control that can assist IPs and 
hospital epidemiologists in justifying and expanding their programs. The SHEA guidelines 
outline a nine-step approach for completing a business case analysis, so that all crucial 
components can be assessed and included. Some key components include identifying 
the right audience and key stakeholders to support and approve a business proposal and 
to meet with key leaders and administrators early in the process, and to get feedback and 
input to help effectively frame the business case before a formal presentation. Whenever 
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possible, the infection control team should seek input and support 
from business and financial leaders in the organization.

As Dhar, et al. (2016) point out, “It is important to make an honest 
assessment of the infection control situation at your institution. Most 
hospital epidemiologists and infection preventionists want to increase 
the resources available for infection control activities, but it is important 
to avoid overestimating potential benefits and the rapidity with which 
benefits might be achieved or underestimating staff costs and efforts 
required for success.  Overestimation of efficacy in an initial analysis 
may provide resources in the short term, but will undermine efforts and 
necessary trust for success in the long term.” They add, “In the era of 
limited resources, IPs and initiatives are subject to continuous threats 
and budget reductions. Hospital epidemiologists should be familiar 
with the basics involved with preparing a business case and try to 
establish relationships with financial experts and administrators who 
can provide advice and assist in business case preparation. Although 
most infection control professionals do not have formal economic or business training, 
fiscal analysis and responsibility has become a critical part of hospital epidemiology. The 
role of effective business plans and cost justifications will continue to grow in importance 
for infection control programs. Despite limitations, the medical literature provides economic 
data that can assist the hospital epidemiologist and infection preventionists in constructing 
a business plan for establishing and maintaining an infection control program.”   
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2017 Infection Prevention and Control State  
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30+24+20+16+10
85+10+5
48+36+16

47+30+23
85+7+6+2

48+28+16+8

30% 

85% 7% 

23% 

6% 

48% 

85% 

30% 

47% 48% 

28% 

16% 

10% 

36% 

16% 

24% 20% 

16% 

10% 

How long have you worked 
in infection prevention? 

Do you hold a CIC credential?  

What is your background? 

Will you be retiring/changing 
jobs in the next 1-5 years?  

Are you confident in your competency 
as an infection preventionist?  

If you are retiring/changing jobs, do 
you feel confident that a suitable 
replacement will be found?

5-10 years

1-5 years10-15 
years

Other 

20-plus 
years

Medical/surgical 
technology

15-20 years

Yes

Yes

Yes

No

No

In the process of pursuing the 
credential currently

Nursing

Have always worked  
in infection prevention   2% 

Occupational 
health
0% 

No  5%

No  8%

Uncertain

Uncertain

Uncertain

Yes I am not 
retiring 
anytime soon

http://www.infectioncontroltoday.com


PAGE

22  Infection Prevention and Control State of the Industry Report  ❘  infectioncontroltoday.com

58+25+17

30+24+24+16+6

91+6+3

67+17+16

55+28+15+2

53+41+6

17% 

41% 

41% 58% 

53% 

55% 

67% 17% 

16% 

30% 

24% 
24% 

16% 

28% 

15% 

25% 

Yes

Yes

Yes
No

No

Uncertain

Uncertain  6% 

Uncertain  6% No  3% 

Do you feel confident that 
there will be enough infection 
preventionists in the future?

How many employees work in 
your infection prevention and 
control department?  

Are you responsible for: 

Do you enjoy your work as an 
infection preventionist?  

How many licensed beds are in 
your facility? 

Has your department experienced 
staffing and/or resource/budget 
cuts in the last year or so? 

Me, 
myself 
and I!

More than 10  2%

Fewer  
than five

More than five

51-99  6%

100-250

1-50
250-500

500-plus

Infection 
prevention and 
control only

Infection 
prevention 
and 
employee 
health

All of the above

http://www.infectioncontroltoday.com


PAGE

23  Infection Prevention and Control State of the Industry Report  ❘  infectioncontroltoday.com

50+29+12+9
55+45
45+23+15+11+4+2

95+5
65+35

88+12
82+18

50% 

65% 35% 

45% 

23% 

15% 

11% 

29% 

55% 

88% 

82% 

12% 
9% 

Have these cuts diminished your 
capacity to do your work?  

How often do you participate in 
educational events? 

Does your facility use automated 
monitoring of hand hygiene? 

What takes up the majority of 
your time?

Do you use surveillance 
software? 

Are you involved in infection 
prevention-related product 
evaluation and/or purchasing?  

Do you meet regularly with 
managers from other key 
departments?  

We have 
not 
experienced 
program 
cuts

Yes

Yes

Yes

Yes

No

Uncertain Other  4% Teaching  2% 

Yes  5% 

Never  0% 

Surveillance

Paperwork

Meetings

Observation 
and rounding

FrequentlyInfrequently
45% 

12% 

18% 

No

No

No

95% 
No
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89+7+4
38+31+23+8 90+9+1

56
+28+1624

+14+6+1+1+54 54+20+15+8+2+1

38% 

31% 

23% 

Uncertain  9% 

Uncertain  7% 

No  1% 

No  4% 

Lack of resources   8% 

What do you consider to be the 
biggest barriers to healthcare 
workers’ compliance with 
infection prevention practices?

Do you believe that you have the 
ability to improve infection prevention 
and control compliance at your 
healthcare institution? 

What do you consider to be the most 
important issues facing infection 
preventionists?

How do you feel about the future of 
your profession overall? 

What do you need to improve your 
program’s performance? 

Do you believe that most HAIs are 
preventable?

Lack of 
time

Willful non-
compliance

Lack of 
education 
and training

90% 

89% 

24% 

54% 

14% 

56% 

28% 

16% 6% 

54% 

20% 

15% 

8% 

Yes

Yes

All of the 
above

Better buy-in 
from healthcare 
stakeholders

More respect for/
understanding 
of the profession 
and its role

More staff

Bigger budget/more 
resources  2% Better access 

to institutional 
leadership   1% 

Healthcare 
worker  
compliance 
with infection 
prevention  
and control 
principles and 
practices

Workload/balancing competing 
priorities

Budgeting/resourcing 
your program/making the 
business case

All of the above

Mentoring new infection 
preventionists  1% 

Keeping up  
with evolving mandates  1% 

Advocacy issues    0%

Excited and 
optimistic 
about what 
can be 
accomplished

Neutral and withholding  
judgment for now

Cautious and/or 
pessimistic in the 
face of continued 
change

http://www.infectioncontroltoday.com

	_GoBack
	Infection Prevention  and Control State of the Industry Report
	Evolution of the Profession and Healthcare Reform
	Ensuring Compliance
	THE FIVE MOST COMMON COMPONENTS INCLUDE
	Resourcing and Program Management
	FOUR COMPONENTS OF “HIGHLY EFFECTIVE” INFECTION PREVENTION SURVEILLANCE PROGRAMS:
	References:
	Recommended Reading:
	2017 Infection Prevention and Control State  of the Industry Survey Results


