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Foreword

Health care-associated infections (HAIs) affect patients and health systems
every day, causing immense suffering, driving higher health-care costs and
hampering efforts to achieve high-quality care for all. HAIs are often difficult
to treat, are the major driver of antimicrobial resistance (AMR) and cause
premature deaths and disability.

The COVID-19 pandemic, as well as outbreaks of Ebola, Marburg and mpox
are the most dramatic demonstrations of how pathogens can spread rapidly
and be amplified in health care settings. But HAls are a daily threat in every
hospital and clinic, not only during epidemics and pandemics.

Lack of water, sanitation and hygiene (WASH) in health care settings not only affects the application of
infection prevention and control (IPC) best practices but also equity and dignity among both those providing
and receiving care.

However, there is strong evidence that a large proportion of these infections could be prevented with IPC
measures and basic WASH services, with a high return on investment.

This second global report on IPC provides updated evidence on the harm caused to patients and health
workers by HAls and AMR, and presents an updated global analysis of the implementation of IPC programmes
at the national and health care facility levels across all WHO regions.

The emerging picture is that HAls continue to be among the most frequent adverse events in health service
delivery, with the highest burden in low- and middle-income countries. Significant gaps and challenges
remain, particularly in countries with limited resources, and some disinvestments from IPC and WASH have
been noted as the COVID-19 pandemic has waned.

On a positive note, based on key priorities and directions indicated in the 2022 report and the response to
the COVID-19 pandemic, many countries have strengthened IPC programmes and the implementation of best
practices. At the 77th World Health Assembly, WHO Member States adopted the first global strategy, action
plan and monitoring framework on IPC, and established an accountability mechanism to track progress
towards agreed targets up to 2030.

WHO is supporting countries to achieve the 2030 targets, in collaboration with international and national
partners and stakeholders. These joint efforts will make health systems safer and contribute to other major
global health priorities. Strong IPC is essential for strong health systems and quality care, in emergencies and
as part of every country’s journey towards universal health coverage.

S

Dr Tedros Adhanom Ghebreyesus
Director-General
World Health Organization
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Glossary

Antimicrobial resistance (AMR) and use: AMR threatens the effective prevention and treatment of an ever-
increasing range of infections caused by bacteria, parasites, viruses and fungi. AMR occurs when bacteria,
viruses, fungi and parasites change over time and no longer respond to medicines making infections
harder to treat and increasing the risk of disease spread, severe illness and death. As a result, the medicines
become ineffective and infections persist in the body, increasing the risk of spread to others. Antimicrobials
- including antibiotics, antivirals, antifungals and antiparasitics - are medicines used to prevent and treat
infections in humans, animals and plants. Microorganisms that develop antimicrobial resistance are
sometimes referred to as “superbugs” (1).

Country designations: WHO Member States are grouped into four income groups (low, lower- middle,
upper-middle and high) according to the World Bank’s analytical classification of economies calculated using
the World Bank Atlas method and based on the gross national income (GNI) per capita of each country. For
the 2022 fiscal year, low-income countries (LICs) are defined as those with a gross national income (GNI) per
capita of $1045 or less in 2020; lower-middle-income countries are those with a GNI per capita between $1046
and $4095; upper-middle-income countries are those with a GNI per capita between $4096 and $12 695; and
high-income countries (HICs) are those with a GNI per capita of $12 696 or more. We use low- and middle-
income countries (LMICs) to refer to a grouping of the first three income levels (i.e., low-income, lower-
middle-income and upper-middle-income countries) (2).

Disability-adjusted life years (DALYs): One DALY represents the loss of the equivalent of one year of full
health. DALYs for a disease or health condition are the sum of the years of life lost due to premature mortality
(YLLs) and the years lived with a disability (YLDs) due to prevalent cases of the disease or health condition in
a population (3).

Hand hygiene: A general term referring to any action of hand cleansing, that is, the action of performing
hand hygiene for the purpose of physically or mechanically removing dirt, organic material, and/or
microorganisms (4).

Health care-associated infection (also referred to as “nosocomial” or “hospital-acquired infection”):
an infection acquired by a patient during the process of care (including preventive, diagnostic and treatment
services) in a hospital or other health care facility, which was not present or incubating at the time of
admission; HAls can also appear after discharge. HAls are also acquired by health workers during health care
delivery, and by visitors (5).

Infection prevention and control (IPC) minimum requirements: IPC standards that should be in place
at both national and health facility level to provide minimum protection and safety to patients, health care
workers and visitors, based on the WHO core components for IPC programmes. The existence of these
requirements constitutes the initial starting point for building additional critical elements of the IPC core
components according to a stepwise approach based on assessments of the local situation (6).

IPC committee: A multidisciplinary group with interested stakeholders across the facility, which interacts
with and advises the IPC team. For example, the IPC committee could include senior facility leadership;
senior clinical staff; leads of other relevant complementary areas, such as biosafety, pharmacy, microbiology
or clinical laboratory, waste management, water, sanitation and hygiene services and quality and safety,
where in place (6).

IPC professional: Health care professional (medical doctor, nurse, or other health-related professional) who
has completed a certified postgraduate IPC training course, or a nationally or internationally recognized
postgraduate course on IPC, or another core discipline including IPC as a core part of the curriculum as well
as IPC practical and clinical training (7).
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IPC link person: Nurse or doctor (or other health professional) in a ward or within the facility (for example,
staff working in clinical services such as intensive care unit or maternal and neonatal care, or water,
sanitation and hygiene or occupational health professionals) who has been trained in IPC and links to an
IPC focal point/team at a higher level in the organization (for example, IPC focal point/team at the facility
or district level). IPC is not the primary assignment of this professional but, among others, he/she may
undertake tasks in support to IPC, including for example supporting implementation of IPC practices;
providing mentorship to colleagues; monitoring activities; and alerting on possible infectious risks (7).

IPC focal point: IPC professional (according to the above definition) appointed to be in charge of IPC at the
national, sub-national or facility/organization level (7).

Multimodal improvement strategy: A multimodal strategy comprises several components or elements
(three or more, usually five) 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. The five most common elements include: (i) system change
(availability of the appropriate infrastructure and supplies to enable infection prevention and control good
practices); (ii) education and training of health care workers and key players (for example, managers); (iii)
monitoring infrastructures, practices, processes, outcomes and providing data feedback; (iv) reminders in the
workplace/communications; and (v) culture change within the establishment or the strengthening of a safety
climate (6).

Personal protective equipment (PPE): Equipment and/or clothing worn by personnel to provide a barrier
against biological agents, thereby minimizing the likelihood of exposure. PPE includes, but is not limited to,
laboratory coats, gowns, full-body suits, gloves, protective footwear, safety glasses, safety goggles, masks
and respirators (8).

Point of care: The place where three elements come together: the patient, the health care worker and care or
treatment involving contact with the patient or his/her surroundings (within the patient zone) (4).

Primary health care facilities: Facilities that provide outpatient services, family planning, antenatal care,
maternal, newborn and child health services (including delivery), for example, health centres, health posts
and small district hospitals (9).

Secondary-level hospitals/health care facilities: Highly differentiated by its function with 5 to 10 clinical
specialties; size ranges from 200 to 800 beds; often referred to as a provincial or district hospital (6).

Tertiary-level hospitals/health care facilities: Highly specialized staff and technical equipment, for
example, cardiology, intensive care unit and specialized imaging units; clinical services highly differentiated
by function; may have teaching activities; size ranges from 300 to 1500 beds; often referred to as a teaching or
university or regional hospital (10).

Universal health coverage (UHC): UHC means that all individuals and communities receive the health
services they need without suffering financial hardship. It includes the full spectrum of essential, quality
health services, from health promotion to prevention, treatment, rehabilitation, and palliative care across the
life course (11).
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Executive summary

1. Purpose, target audience and methods

Over the last decade, major outbreaks such as those due to the Ebola and Marburg virus diseases, the
COVID-19 pandemic and, more recently, monkeypox viral disease (mpox), have demonstrated how epidemic-
prone pathogens can spread rapidly through health care settings. These events have exposed the gaps in
infection prevention and control (IPC) programmes that exist, irrespective of the resources available or the
national income level.

Furthermore, every day across all health care systems worldwide, patients and health workers are affected by
infections acquired during health care delivery, including those caused by antimicrobial-resistant microorganisms.

IPCis aclinical and public health specialty, and a set of measures based on a practical, evidence-based
approach. The aim of IPC is to prevent patients, health workers and visitors to health care facilities from
being harmed by avoidable infections acquired during the provision of health care services (1).

IPC occupies a unique position in the field of patient and health worker safety and
quality of care as it is universally relevant to every health worker and patient at every
care interaction.

This Executive summary provides a synthesis of the 2024 World Health Organization (WHO) Global report

on infection prevention and control. Notably, it highlights the burden of health care-associated infections
(HAIs) and antimicrobial resistance (AMR) and the related harm to both patients and health workers in care
settings. It presents also an updated global situation analysis of the implementation of IPC programmes at
the national and health care facility levels, including a focus on the WHO regions. Finally, it highlights recent
landmark political and implementation documents, which indicate directions, actions, indicators and targets
for countries and the international IPC community to help them to progress in the implementation and
improvement of IPC.

The report and its Executive summary are primarily aimed at those in charge of making decisions and
formulating policies in the field of IPC at national, subnational and facility levels. This includes policy-makers,
senior managers, administrators who are managing health budgets, and IPC focal points at national (ministry
of health, public health institutes, etc.), subnational and health care facility levels.

The report is the result of a cross-cutting and multidisciplinary effort involving staff at WHO headquarters
and in regional offices, as well as key partners in the field of IPC. It includes information and data from many
sources, including the scientific literature, WHO global databases, WHO surveys using standardized tools, as
wellasWHO publications and reports published by other institutions. It also includes a compilation of data
and information providing overviews of IPC at the global and regional levels and by country income level,
with examples of IPC implementation at both country and facility level.
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2. The problem of unsafe care resulting from HAls and
AMR

HAls are among the most frequent adverse events occurring in the context of health
service delivery. These infections, many of which are caused by multidrug-resistant
organisms, harm patients, visitors and health workers and place a significant burden on
health systems, including the associated increased costs (2).

On average, out of every 100 patients in acute- care hospitals, seven patients in high-income countries

(HICs) and 15 patients in low- and middle-income countries (LMICs) will acquire at least one HAI during their
hospital stay (3, 4) (Fig. 1). The most recent multi-country point prevalence survey conducted in 2022-2023

in 28 countries of the European Union and European Economic Area (EU/EEA) and three Western Balkan
countries/territories estimated that eight out of every 100 patients had acquired at least one HAI during

their hospital stay in acute care hospitals (5) (Fig 1). The prevalence of HAls varies, depending on the study
methods and the local situation. However, in most studies, HAI frequency is significantly higher in LMICs than
inHICs (2, 3, 4, 6).

Fig. 1. Average global percentage of patients with at least one HAI in acute care hospitals, 2022-2023.

‘ Average percentage of patients

in acute care hospital who will
0 acquire at least one HAI during

their stay

O
!

LMICs HICs

Abbreviations: HAI, health care-associated infection; LMICs, low- and middle-income countries; HICs, high-income countries; EU/EEA,
European Union/European Economic Area.
Source: (3, 4, 5).

Almost up to one third (30%) of patients in intensive care can be affected by HAls, with an incidence that is
two to 20 times higher in LMICs than in HICs, in particular among neonates (2, 7). Approximately one in four
(23.6%) of all hospital-treated sepsis cases are health care-associated and this increases to almost one half
(48.7%) of all cases of sepsis with organ dysfunction treated in adult intensive care units (ICUs) (6, 8).

Based on data from 2022-2023, the European Centre for Disease Prevention and Control
(ECDC) estimated that 4.8 million episodes of HAIs occur every year in patients admitted
to acute care hospitals in EEA countries (5).

The global number of HAls resistant to antibiotics was estimated to be 136 million
annually (9).
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The consequences of HAls and AMR are severe, leading to prolonged hospital stays, long-term complications,
disability and premature death. They also impose significant social and psychological burdens on patients,
families and communities. For health systems, the burden translates into added overload and extra costs

(2), (WHO, unpublished data). A pooled analysis revealed that health care-associated sepsis has a staggering
impact on patient outcomes, with one in four affected individuals dying (24.4%). This figure rises dramatically
to over one half (52.3%) when patients are treated in an ICU (6, 8).

Globally, according to the Organization for Economic Co-operation and Development (OECD) and WHO,
nearly 3.5 million people can lose their lives due to HAIs every year up to 2050. This corresponds to 4.4 times
the number of global deaths in 2021 due to human immunodeficiency virus (HIV)/acquired immunodeficiency
syndrome (AIDS) and sexually transmitted diseases combined (WHO/OECD unpublished data).

In EU/EEA countries, the burden of the six most frequent HAls in terms of disability-adjusted life years (DALYs)*
was twice the burden of 32 other infectious diseases combined (10) (Fig. 2A). Furthermore, it was estimated
that 75% of the burden associated with AMR in terms of disabilities and premature mortality was due to HAls
(11) (Fig. 2B).

Fig. 2. Burden of the six most frequent HAls compared to 32 other infectious diseases in the EU/EEA (A); burden of AMR
associated with HAIs (B)

In EU/EEA, account
for of

A . . associated with antimicrobial
32 infectious diseases

combined

resistance is due to

Abbreviations: DALYs, disability-adjusted life years; HAls, health care-associated infections; EU/EEA, European Union/European Economic
Area; AMR, antimicrobial resistance.
Source: (10, 11).

Mortality among patients infected with resistant microorganisms is at least two to three times higher than
among those infected with sensitive microorganisms (4, 12-17).

According to recent WHO and OECD estimates?, globally, IPC interventions implemented in health care
facilities using MMIS, with national coordination could potentially avert 821 000 deaths per year up to 2050
(WHO/OECD unpublished data).

Estimates suggested that improving IPC programmes in LMIC health care settings could prevent at least
337 000 AMR-associated deaths per year (18).

Investment in AMR initiatives are estimated to avert up to 200 000 deaths annually in Africa, including 90 000
deaths among children under five years of age (19).

1 DALYs: years of life lost due to premature mortality and years lived with a disability resulting from a condition.
2 For these calculations a modified version of the OECD Strategic Public Health Planning for infectious diseases model was used. OECD;
2023 (http://oecdpublichealthexplorer.org/amr-doc/).
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3. Situation analysis of the implementation of IPC around
the world

3.1IPC implementation at national level

In 2023-2024, according to the system established to monitor the status of country progress towards the
implementation of the AMR global action plan (the Tracking AMR Country Self-assessment Survey [TrACSS]),
9% of countries did not yet have an IPC programme or plan (Fig. 3, level A). Only 39% of countries had IPC
programmes fully implemented nationwide (Fig. 3, levels D and E), with some being monitored for their
effectiveness (Fig. 3, level E) (20).

Fig. 3. Country/area map of the 2024 TrACSS results according to levels A to E (indicator 3.5)
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B A No national infection prevention and control (IPC) programme or operational plan is available.

[ B.Anational IPC programme or operational plan is available. National IPC and water, sanitation and hygienea (WASH) and
environmental health standards exist but are not fully implemented.

C. A national IPC programme and operational plan are available and national guidelines for health care IPC are available and
disseminated. Selected health facilities are implementing the guidelines, with monitoring and feedback in place.

B D. Anational IPC programme available, according to the WHO IPC core components guidelines and IPC plans and guidelines
implemented nationwide. All health care facilities have a functional built environment (including water and sanitation), and
necessary materials and equipment to perform IPC, per national standards.

B E.IPC programmes are in place and functioning at national and health facility levels, according to the WHO IPC core components
guidelines. Compliance and effectiveness are regularly evaluated and published. Plans and guidance are updated in response to
monitoring.

Data not available
Not applicable

Abbreviations: TrACSS, Tracking AMR Country Self-Assessment Survey; IPC, infection prevention and control.

Map creation date: 04 October 2024.

Map production: WHO Geographic Information Systems (GIS) Centre for Health, Department of Data and Analytics (DNA) within the
Division of Data, Analytics and Delivery for Impact (DDI).

Source: (20).

The results of a detailed global survey on the minimum requirements for national IPC programmes carried
out by WHO in 2023-2024 showed that an active national IPC programme (that is, a functioning programme
with an annual workplan and budget) existed in 71.3% (107 of 150) of countries (WHO, unpublished data).

Only 6% (9 of 150) of countries met all the WHO minimum requirements and 14% (21 of
150) met 90% at the national level (WHO, unpublished data) (Fig. 4).
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Fig. 4. Proportion of countries meeting IPC minimum requirements by World Bank income level, 2023-2024
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Abbreviations: CC MR: core components’ minimum requirements.
Source: WHO global survey on IPC minimum requirements at the national level, 2023-2024 (WHO, unpublished data).

This survey showed areas of advanced implementation and gaps for further improvement in national IPC
programmes. Significant discrepancies were observed across income levels, with HICs generally reporting
better implementation, but gaps remaining in budget allocation, training, HAl surveillance and monitoring
systems, especially in LICs.

High level of implementation

Guideline development: approximately 9 out of 10 countries (90.7% [136 of 150]) have mandates to
produce guidelines for preventing HAls. Among these, 88% of countries (132 of 150) reported to use
evidence-based, scientific knowledge in the development of IPC guidelines and 82% (123 of 150)
actively addressed guideline adaptation to local conditions.

Multimodal improvement strategies (MMIS): approximately 7 out of 10 countries (71.3% [107 of 150])
have trained IPC focal points and 75.3% (113 of 150) promote multimodal strategies. HICs show high
implementation, with 72.9% (35 of 49) having trained IPC focal points and 83.3% (40 of 49) promoting
MMIS.

Gaps needing improvement

Budget allocation: fewer than one half (44% [66 of 150]) of countries have a dedicated IPC budget
and only 33% in LICs (8 of 24).

Training and education: while in more than 8 out of 10 countries (81.3% [122 of 150]) the national IPC
programme provides content for IPC training, only 38% (57 of 150) have a national IPC curriculum,
indicating a need for broader training programmes.

HAIl surveillance: just over one half (53.3% [80 of 150]) of countries have a multidisciplinary technical
group for HAI surveillance, but LICs lag notably, with only 25% (6 of 24) having established such a
group.

Monitoring and evaluation: slightly more than one half (51.3% [77 of 150]) of countries have a
strategic plan and system for IPC monitoring, with HICs leading at 58.3% (28 of 49) and lower
proportions in LICs (45.8% [11 of 24]).
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Striking differences in the implementation of IPC at national level were observed across
World Bank country income levels across all surveys and data sets mentioned in this
report, with low- and lower middle-income countries, significantly less advanced than
other income levels (Fig. 4).

A review of data from TrACSS (20) over the past seven-year period (2018-2024) showed slow progress in IPC
globally. However, a steady increase in the proportion of countries implementing national IPC programmes
nationwide (levels D-E) was observed between 2020 (26%) and 2024 (37%) (Fig. 5, solid red line).

Fig. 5. IPC programme levels according to TrACSS results, 2018-2024

Seven-year trend: national IPC programmes (% of N=194)
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Numbers are percentages of countries (N=194) reporting levels A to E for that survey year.
Abbreviations: IPC, infection prevention and control; TrACSS, Tracking AMR Country Self-assessment Survey.
Source: (20).

3.2 IPC implementation at health care facility level

In the WHO global survey conducted in 2023-2024, only 15.8% of 5537 participating
health care facilities met all WHO IPC minimum requirements, but 34% met 90% (WHO,
unpublished data) (Fig. 6).

Notable differences in the level of implementation of IPC programmes were observed according to the
country income level (Fig. 6). Overall, among primary, secondary and tertiary care facilities, 75.5% of facilities
met at least 50% of the IPC minimum requirements, while 15.8% fulfilled all of them. In LICs, only 35.7%

of facilities met at least 50% of requirements, and a mere 0.6% met all of them. In contrast, HICs showed

a much higher rate of meeting the requirements, with 98.8% meeting at least 50% and 27.9% fulfilling all
requirements (WHO, unpublished data).
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Fig. 6. Proportion of facilities meeting IPC minimum requirements by World Bank income level, 2023-2024
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Abbreviations: CC MR: core components’ minimum requirements.
Source: WHO global survey on IPC minimum requirements at the national level, 2023-2024 (WHO, unpublished data).

HICs were more advanced in the implementation of all IPC core components, while LICs had a notably limited
implementation of IPC guidelines, training and education, monitoring, audit, feedback and HAIl surveillance
(WHO, unpublished data).

Even where IPC programmes exist, they are often not able to function appropriately and sustainably in an
enabling environment. In 2019, IPC programmes existed in almost all secondary and tertiary health care
facilities (21). However, particularly in LMICs, the facilities lacked full-time IPC professionals, an allocated IPC
budget, routine microbiological laboratory support, and appropriate workload, staffing and bed occupancy.

This is still the case with respect to overall scores on the implementation of IPC minimum requirements

in 2023-2024, highlighting the ongoing disparity in IPC programme effectiveness and resource availability
between different income levels. In particular, this is evident regarding human and financial resources
dedicated to IPC. Conversely, the median scores for HAI surveillance and IPC monitoring were very high in
tertiary and secondary health care facilities. However, the WHO minimum requirements for HAI surveillance
are not demanding as they cover only having a strategic plan and not a system for HAI surveillance.

Despite the surge in response to the COVID-19 pandemic, not all essential IPC human resources, supplies

and products are available in 2023-2024. For example, a lack or limited availability of personal protective
equipment was reported in four WHO pulse surveys on the continuity of essentiaal health services during the
COVID-19 pandemic (22-25). In these surveys, conducted in 2020 and repeated until the first quarter of 2023,
up to 65% of countries cited the lack of IPC supplies and a poor application of best practices as major reasons
for the disruption of essential health services (26). As a sign of recovery of the health systems in the fourth
survey round in 2023, only 24% (23 of 93 countries) reported disruption to their in-country supply chain
system, a decrease from almost 50% in the fourth quarter of 2021 (25).



Executive summary I

In the 2023-2024 WHO global survey on IPC minimum requirements, 65.6% of primary
facilities, 75.4% of secondary facilities, and 83.2% of tertiary facilities reported having
sufficient personal protective equipment, with significant differences across income levels
(WHO, unpublished data).

The 2024 report by the WHO/United Nations Children’s Fund (UNICEF) Joint Monitoring Programme (JMP)
for Water Supply, Sanitation and Hygiene provided a striking picture (2022 data; (27)): 1.7 billion people
were using health care facilities that lack basic water services and 697 million were using facilities with
unimproved toilets or no toilets.

Yet, implementing water, sanitation and hygiene (WASH) services in health care facilities across the 46 least-
developed countries would require a relatively modest investments (USS$ 6.5 to USS$ 9.6 billion until 2030)
(28).

In the 2023-2024 WHO global survey, 74.7%, 83.3% and 85.4% of primary, secondary and tertiary care
facilities, respectively, reported having continuously available water services, with HICs always reporting
100% availability and significant differences with other income levels.

Appropriate hand hygiene can save lives. Such hand hygiene practices prevent infections, generate economic
savings and are therefore a minimum requirement for IPC in all health care facilities.

In 2019, the WHO global survey on hand hygiene programmes in 3206 health care facilities in 90 countries
showed an intermediate implementation level (350 of 500 points) overall, with significant differences
according to the income level of participating countries (“advanced” in HICs and “basic” in LICs), showing a
disparity between hand hygiene practice implementation in resource-rich and resource-poor settings (29).

The 2024 JMP report revealed that globally, about two out of five (43%) health care
facilities lacked hand hygiene services (either soap and water or alcohol-based handrubs)
at the point of care or at toilets (27).

This translated to 3.4 billion people using health care facilities that lacked basic hygiene services (hand
hygiene facilities at points of care and toilets).

However, in the facilities included in the WHO 2023-2024 global survey, 75.2%, 81% and 84.2% of primary,
secondary, and tertiary health care facilities, respectively, reported having functioning hand hygiene
stations at all points of care, with significant differences between HICs and LICs (WHO, unpublished data).
This difference with JMP data may depend on the differences in the study sample and the fact that facilities
participated in the WHO global survey on IPC on a voluntary basis and might be more advanced in IPC than
others.
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3.3 IPCimplementation at the regional level

Since the COVID-19 pandemic, countries have demonstrated recognition of the critical role played by IPC
during public health emergencies and a strong commitment to sustain IPC policies and practices.

Overall, the strengthening of IPC programmes and implementation of best IPC practices
have accelerated across all regions. However, significant gaps and challenges still remain,
especially regarding those elements of IPC programmes that require investments and
long-term sustainability.

All WHO regional and country offices have been using a uniform approach to support countries in capacity
building and progressing IPC action. This relies on joint assessments of the status of IPC programmes and
IPC interventions with local authorities and partners, plan development, including impact and sustainability
evaluations using a quality improvement cycle and a step-wise approach, as well as MMIS.

The 2023-2024 WHO global survey on IPC minimum requirements at the national level revealed some
differences across WHO regions in the implementation of IPC core components (WHO, unpublished data).

e Improvements were reported by countries, particularly in the following areas: having an appointed
IPC-trained national focal point; updating and further developing evidence-based, national IPC
guidelines according to international standards; local adaptation of guidelines and implementation
through standard operating procedures; and establishing hand hygiene compliance as a key national
indicator.

e Some significant gaps remained across WHO regions in the implementation of IPC core components.
In particular, securing dedicated budgets, ensuring operational IPC programmes at national and
facility levels, evaluation of training effectiveness, the use of results for targeted improvements in
IPC, and the improvement of HAI surveillance and monitoring systems.

These gaps were particularly evident in the African Region, especially concerning financial and human
resources and national strategic plans for HAl surveillance and IPC monitoring. Although the overall scores
were higher, a similar situation was reported in the Eastern Mediterranean Region regarding the gaps.

The Region of the Americas reported remarkable improvements in several core components compared to
data collected in 2021-2022, but only very rare availability of a curriculum for IPC in-service training. The
most frequent gaps in the South-East Asia Region were a lack of a dedicated budget, an in-service training
curriculum for IPC, and strategic plans for HAI surveillance. In the Western Pacific and European Regions,
strong improvements were recently achieved. However, gaps still exist in the minimum requirements related
to training in the Western Pacific Region, and a lack of active national IPC programmes with a dedicated
budget and national guidelines in the European region.

In 2023, the global average for IPC capacity assessed through the States Parties Self-assessment annual
reporting (SPAR) tool remained at the same level as in previous years. However, among the WHO regions, the
South-East Asia Region reported an increase in capacity level over the years while the Western Pacific Region
reported a decrease. Overall, the European Region showed the highest and the African Region the lowest
capacity levels (30) (Fig. 7).



Fig. 7. Average score per SPAR indicator for IPC (C.9) globally and per WHO region, 2021-2023
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4. The way forward

The report provides a situation analysis of the status of IPC programmes worldwide and highlights that
although some progress has been made, several gaps in implementation still exist. Furthermore, some
improvements achieved during the COVID-19 pandemic may have been recently lost, due to disinvestment
from IPC and WASH and reallocation of resources and funds to other areas. Significant and striking
differences emerge in IPC capacity and progress between LICs and LMICs and other income levels across all
data sets on IPC indicators at the national and facility level.

The 2022 edition of the report (2) highlighted the call for action made by the WHO Global IPC Network since
2017 (31) and indicated key priorities and directions. Based on these and lessons learned during the COVID-19
pandemic, Member States have made unprecedented steps forward in the past two years in recognizing and
elevating the importance of IPC in the global and national health agenda.

A resolution focusing on IPC as a critical priority across the continuum of the health system was adopted at
the 75th World Health Assembly (32) in 2022, requesting the development of a global strategy, action plan
and monitoring framework on IPC.

One year later, the first ever WHO global strategy (33) was approved by all Member States and served as the
backbone of the 2024-2030 WHO global action plan and monitoring framework (GAP/MF) (34) adopted by all
countries at the 77th World Health Assembly in May 2024 (35).

The strategy is underpinned by an ambitious, yet inspirational vision.

By 2030, everyone accessing or providing health care is safe from associated infections.

Eight strategic directions are indicated in the WHO global strategy as being critical to achieve improvement
in IPC (Fig. 8). The GAP/MF describes actions, indicators and targets to achieve the effective implementation
of these strategic directions and to track and report progress over time between 2024 and 2030 at the global,
national, subnational and facility level. The GAP/MF primarily targets those responsible for developing plans
and implementing action on IPC at the national and health care facility level and is aimed at guiding and
supporting them.

Within the WHO MF, eight targets have been prioritized to be achieved at national level and four at facility
level (Table 1). These targets can mostly be monitored using existing monitoring systems.

The achievement of the WHO IPC minimum requirements should be an urgent priority
for all countries and health care facilities in order to provide minimum protection and
safety to patients, health and care workers, as well as families and visitors to facilities,
and achieve targets for AMR reduction.
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Fig. 8. Strategic directions as the overall guiding framework of the WHO global strategy and action plan on IPC.
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Table 1. Core targets of the IPC MF at the global and national level

Eight core targets at global® level

1.

Increase of proportion of countries with a costed and approved national action plan and monitoring framework
on IPC.

»

Increase of proportion of countries with legislation/regulations to address IPC.

w

Increase of proportion of countries having an identified protected and dedicated budget allocated to the national
IPC programme and action plan.

. Increase of proportion of countries meeting all WHO IPC minimum requirements for IPC programmes at national

level (through WHO global IPC portal).

5. Increase of proportion of countries with national IPC programmes at levels 4 or 5 according to SPAR C.9.1 and levels
D and E in TrACSS.
6. Increase of the proportion of countries with (1) basic water, (2) sanitation, (3) hygiene, and (4) waste services in all

health care facilities.

~

Increase of proportion of countries that have achieved their national targets on reducing HAls.

. Increase of proportion of countries with a national HAI surveillance system.
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Four core targets at national® level

1. Increase of proportion of facilities meeting all WHO IPC minimum requirements for IPC programmes.

2. Increase in the proportion of facilities with a dedicated and sufficient funding for WASH services and activities.

3. Increase of proportion of facilities providing training to all frontline clinical and cleaning staff upon employment
and annually and to managers upon employment.

4. Increase of proportion of tertiary/secondary health care facilities having an HAI and related AMR surveillance
system.

Abbreviations: HAI, health care-associated infections; IPC, infection prevention and control; MF, monitoring framework; SPAR, States
Party Self-assessment annual reporting tool; TrACSS, Tripartite AMR Country Self-assessment Survey; WASH, water, sanitation and
hygiene; AMR, antimicrobial resistance.

2 Reflecting progress at national level.

b Reflecting progress at facility level.

Source: (34).

Significant investments are required by all countries to achieve these targets and resource mobilization is
also needed for stakeholders supporting them. However, compelling data demonstrate that a high return
can derive from investments in IPC, both in terms of lives saved and economic gains (2, 18, 28), (WHO,
unpublished data).

WHO, at the global, regional and country levels, is at the forefront to support all countries in this endeavour.
Action and investment by other international key players, donors and nongovernmental organizations will
also make a huge difference both at the global level and for countries and facilities, in particular where
resources and expertise are limited.
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1.1 What is infection prevention and control?

Infection prevention and control (IPC) is a clinical and public health specialty and a set of measures, based
on a practical, evidence-based approach. The aim of IPC is to prevent patients, health workers and visitors to
health care facilities from being harmed by avoidable infections acquired during the provision of health care
services, including those caused by antimicrobial-resistant pathogens and spreading through outbreaks (1).

Effective IPC interventions provide timely, efficient and compassionate interventions integrated within
clinical pathways.

IPC occupies a unique position in the field of patient and health workers’ safety and
quality of care as it is universally relevant to every health worker and patient at every
health care interaction.

IPC is based on a scientific approach grounded in infectious diseases, epidemiology, social and
implementation science, engineering, and health system strengthening. Therefore, all persons involved in
the IPC programme at the national, subnational (regional) and facility level must be competent, with the
required knowledge, skills and attitudes to be able to practice clinical duties safely and ethically and promote
the necessary multidisciplinary interactions (1).

IPC is a proven and cost-effective approach to prevent the transmission of infectious hazards, but applying it
requires programmatic, institutional, financial and knowledge support. Effective IPC requires constant and
sustained action at all levels of the health system, ranging from policy-makers to facility managers, health
workers and other relevant stakeholders, as well as all those who access health services, and their family
members.

Moreover, IPC is a cornerstone of health system resiliency and preparedness. The COVID-19 pandemic and
other large-scale public health emergencies demonstrated not only the importance of protecting health
workers and patients through IPC, but also the central role of health care facilities in the control of emerging
infectious diseases and protecting communities.

In 2016, the World Health Organization (WHO) issued comprehensive, evidence-based and consensus-based
guidelines on the core components for effective IPC programmes, including 11 recommendations and three

good practice statements (2). Six core components are recommended at the national and facility levels (2, 3),
with two additional core components specific to the facility level (2, 4) (Fig. 1.1).

Recognizing that the fulfilment of all IPC core components takes time and that countries may be at different
stages of progress with different capacities, available opportunities and resources, WHO established a set of
international IPC minimum standards by developing minimum requirements for IPC programmes in 2019 (5).
These were directly derived from the IPC core components through a consensus-building process involving
IPC stakeholders, experts and field implementers from around the world.
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Fig. 1.1. The WHO core components of IPC programmes at the national and facility level

1. IPC PROGRAMMES

and all relevant programme linkages

6. MONITORING,
4. SURVEILLANCE AUDIT AND

FEEDBACK

3. EDUCATION

2. GUIDELINES AND TRAINING

ENABLING ENVIRONMENT

7. WORKLOAD, STAFFING AND BED OCCUPANCY

8. BUILT ENVIRONMENT, MATERIALS AND EQUIPMENT

5 s
"MuLTIMopAL STRI-\“'—G\e

Source: (3).

The minimum requirements represent the starting point for undertaking the journey
to build strong and effective IPC programmes at the national, subnational and facility
levels (Fig. 1.2.) and should be in place in all countries and health care facilities to
support further progress towards full and sustained implementation of all IPC core
components (2) (Annex 1).

In particular for countries where IPC measures are limited or non-existent, it is critical to start by ensuring
that at least minimum requirements for IPC (5) are in place as soon as possible, both at the national and
facility level. Countries can then gradually progress to the full achievement of all requirements of the IPC core
components (2) according to local priority plans (Annex 1).

Since May 2024, the WHO IPC core components and minimum requirements have been endorsed by all
countries as the basis and targets for the actions and indicators of the 2024-2030 WHO global action plan and
monitoring framework (GAP/MF) for IPC (6), adopted at the 77th World Health Assembly (7).

Whether applying the minimum requirements or full requirements, the implementation of the IPC core
components should always be undertaken using a stepwise approach, based on a careful assessment of the
status of the IPC programme and local activities and conditions.

To undertake this process, WHO proposes a five-step implementation cycle (3) (Fig. 1.3.) to support any IPC
improvement intervention or programme, based on implementation and quality improvement science.
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Fig. 1.2. Minimum versus full requirements to achieve effective IPC programmes
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Fig. 1.3. The five-step implementation cycle for IPC improvement
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Detailed guidance on the implementation of the WHO core components and minimum requirements is
provided by WHO through multiple manuals and tools, including standardized assessments tools for the
national and facility levels (3, 4, 9-15).

Based on compelling evidence and WHO research, especially in the field of hand hygiene, multimodal
improvement strategies (MMIS) are a central pillar of both WHO core components and minimum
requirements (2, 16-23) and are recognized as the gold standard approach to implementing IPC interventions
at the point of care. In other words, the use of a MMIS is considered the best way to achieve the system and
behavioural change and institutional climate that support sustainable IPC progress and, ultimately, the
measurable impact that benefits patients and health workers.
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1.2 Purpose and target audience of this report

This global report is an update of the previous edition issued in 2022 (8) and provides a snapshot of the
implementation of these WHO recommendations and standards aimed at making health care settings a
safe environment through best practices in IPC, including water, sanitation and hygiene (WASH) and waste
management.

This report aims to provide:

e anoverview of the problem of health care-associated infections (HAI) and antimicrobial resistance
(AMR) associated with health care delivery and a global situation analysis of the implementation of
IPC policies at national and facility level, including WASH;

e adeep-diveinto the current level of IPC implementation and suggestions for priority actions
accordingly for each WHO region.

e strategic directions, actions, indicators and targets included in recent landmark political and
implementation documents, for countries and the international IPC community to progress in the
implementation and improvement of IPC.

Among the highest priorities for the future, the report highlights the importance of the alignment and
coordination of IPC with wider efforts on WASH, AMR, health emergencies and quality and safety in order to
harness the combined policy, implementation and financing efforts of key stakeholders.

Primarily, this document targets those in charge of making decisions and formulating
policies in the field of IPC at the national, subnational and facility levels. These include
policy-makers, senior managers, and administrators who are managing health budgets,
as well as IPC focal points at national (ministry of health, public health institutes, etc.),
subnational and health care facility levels.

Itis also aimed at professionals with the mandate to develop and implement national action plans for
combating AMR, setting national strategic directions for quality health services, promoting patient safety,
and those responsible for preparing and responding to public health emergencies in the context of the
International Health Regulations (IHR 2005) (24).

This report should also be helpful to other stakeholders, including those responsible for the following areas:
IPC and quality of care at facility level; health facility accreditation/regulations; occupational health; public
health; infectious disease control and surveillance; WASH; antimicrobial stewardship programmes; clinical
microbiology and environmental health interventions; as well as additional categories of health workers
involved in care delivery. It also targets health leaders and technical staff in international organizations,
nongovernmental organizations, donor organizations and foundations in global health, and other civil
society actors.

Two country examples are included in this report with the aim to cover the national and
the facility/point of care level.

The first example illustrates progress at the national level in the implementation of a comprehensive strategy
to improve IPC in line with the WHO global strategy. The second describes a national and facility initiative
with a demonstrated impact on HAI reduction at the point of care (Annex 3).
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This report does not specifically address antimicrobial stewardship, although it plays an essential role,
complementary to IPC, in the context of critical strategies to reduce AMR and requires specific interventions
and approaches (25).

1.3 Data sources and methodologies

This report is the result of a cross-cutting and multidisciplinary effort involving WHO headquarters and
regional offices. It collates information and data from many sources, including the scientific literature,
WHO global monitoring systems, national surveys and studies, and reports by other institutions. It reports
assessments of IPC indicators made using WHO standardized data collection tools and systems that are
completed regularly, either at the national or at the facility level, such as those monitoring national action
plans for AMR and patient safety, essential health services, and preparedness for health emergencies or in
response to outbreaks.

Data are also included from detailed WHO global surveys of national or facility IPC and hand hygiene
programmes using standardized tools. Evaluations were performed through either self- or joint assessments
led by the countries with the support of WHO and/or other stakeholders. The relevant scientific literature

on the epidemiology and burden of infection in health care was identified through rapid reviews (WHO,
unpublished). Results were derived from published documents or articles and from ad hoc analyses of
relevant WHO unpublished data. Specific checklists were developed for unpublished data, according to the
Guidelines for Accurate and Transparent Health Estimates Reporting (GATHER) best practices in reporting
health estimates (26).

The country examples were identified based upon published and unpublished evidence of dedicated specific
efforts to develop and implement successful IPC strategies and activities. Furthermore, they were identified
in agreement with the respective WHO regional and country offices and each country example was reviewed
and approved by the ministry of health.






A COVID-19 patient is treated at the isolation
centre in a hospital in Misrata, Libya.
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O~ 2.1 Key messages

L 4

HAls, many of which are caused by multidrug-resistant organisms, harm patients, visitors
and health workers and are a significant burden to health systems, including the associated
increased costs. HAls represent one of the most frequent adverse events during health care
delivery.

Epidemic-prone pathogens, such as SARS-CoV-2, can spread through health care facilities and
amplify outbreaks, involving also health workers due to exposure during care delivery.

No country or health system, regardless of the level of development, can claim to be free of HAls.
On average, out of every 100 patients in acute care hospitals, seven patients in high-income
countries (HICs) and 15 patients in low- and middle-income countries (LMICs) will acquire at
least one HAI during their hospital stay. The most recent multi-country point prevalence survey
conducted in 2022/2023 in 28 countries of the European Union and European Economic Area
(EU/EEA) and three Western Balkan countries/territories estimated that, eight out of every 100
patients had acquired at least one HAI during their hospital stay in acute care hospitals.

According to a key review in 2005, almost up to one third (30%) of patients in intensive care can
be affected by HAls, with an incidence that can be two to 20 times higher in LMICs than in HICs.
This is particularly true among neonates.

Approximately one in four (23.6%) of all hospital-treated sepsis cases are health care-associated.
Almost one half (48.7%) of all cases of sepsis with organ dysfunction treated in adult intensive
care units (ICU) are hospital-acquired.

A pooled analysis revealed that healthcare-associated sepsis has a staggering impact on patient
outcomes, with one in four affected individuals dying (24.4%). This figure rises dramatically to
over half (52.3%) when patients are treated in an ICU.

According to the European Centre for Disease Control and Prevention (ECDC), in EU/EEA
countries, the burden of the six most frequent HAls in terms of disability and premature mortality
accounts for twice the burden of 32 other infectious diseases under surveillance, including
influenza and tuberculosis.

Increasing resistance to antimicrobials among various pathogens are making infections harder to
treat and increase the risk of death.

The global number of hospital-associated infections resistant to antibiotics was estimated to be
136 million annually.

In countries across the EU/EEA, the most severe antimicrobial-resistant infections, which

pose the highest risk of mortality, are typically acquired during hospitalization. Indeed, it was
estimated that three quarters of the burden of AMR in terms of disability and premature mortality
is due to HAls.
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¢ Mortality rates among hospitalized patients infected with resistant microorganisms are two to
three times higher compared to those infected with susceptible ones.

¢ In 2019, it was estimated that bacterial AMR contributed to 4.95 million deaths globally, with
1.27 million directly attributable to AMR, and the greatest burden was observed in western sub-
Saharan Africa. Notably, five out of six leading AMR pathogens responsible for this burden were
predominantly health care-associated.

¢ According to new estimates by the Organization for Economic Co-operation and Development
(OECD) and WHO, nearly 3.5 million people could lose their lives due to HAls every year up to
2050.

2.2 How frequent are infections acquired in health care?

HAIls are a consequence of not only poor quality care, but also of increasingly advanced
care without proper safety programmes. They can be a deadly cause of harm and a
serious threat to patient and health worker safety.

It is estimated that more than one in ten patients suffer from adverse events as a result of unsafe health
care (27). As much as 12% of harm is estimated to cause permanent disability or patient death and,

globally, unsafe care is estimated to cause more than 3 million deaths every year (28). People in LMICs are
disproportionately affected, with an estimated 134 million adverse events contributing to approximately 2.6
million deaths each year in these countries as a result of unsafe health care (29). In 2009, Jha and colleagues
estimated that there were 117.8 and 203.1 million hospitalizations in HICs and LMICs, respectively, and an
overall incidence rate of adverse events of 14.2% and 12.7%, respectively, for a total of 42.7 million adverse
events worldwide (30).

The 2011 Ibero-American Study of Adverse Events estimated that the incidence of adverse events in
Argentina, Colombia, Costa Rica, Mexico and Peru was 20% (31). Another study of adverse events in LMICs
found that the adverse event rate varied by country, ranging from 2.5% to 18.4%. Some 30% of adverse
events were associated with the death of the patient in 2012 (32). According to a review published in 2018,
HAIls were the third most frequent adverse event globally (33). Surgical errors were the most frequent,
accounting for 40% of all adverse events (33). In the African Surgical Outcomes Study, infection was found to
be the most frequent complication of surgery (34). Regarding adverse events, up to 83% (with an average of
51%) were highly preventable (33).

Global estimates of HAI frequency are hampered by the lack of HAI surveillance systems in many countries,
especially in LMICs. These estimates also suffer from underreporting, poor data quality, and a lack of
standardization of methods and protocols.

e 2, HAls and AMR

In 2010, WHO estimated that an average of seven patients acquire at least one HAI in
acute care hospitals in HICs, while 15 patients acquire at least one HAl in LMICs (35, 36).
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Evidence from WHO (35, 36) and other studies, including recent ones, showed that the frequency of HAls
varies between countries and is often associated with the country income level or local economic conditions.

In 2023, a large systematic review including 400 studies from around the world estimated the overall
prevalence of HAls to be 14% (95% confidence interval [Cl], 12 -15) and also provided estimates by WHO
region (Fig. 2.1) (37). While the estimates of this systematic review can be useful to understand the magnitude
of the problem of HAIs, any comparisons between regions and countries should be made with caution as the
studies included in the review and meta-analyses may have used different methods and a number of factors
are known to influence the results depending on the local situation.

Primary multicentre or multi-country prevalence or incidence surveys on HAl are conducted very rarely.

The ECDC has been providing solid methods and coordinating mechanisms for such studies across EU/EEA
countries since more than a decade through the Healthcare-associated Infections Surveillance Network (HAI-
Net) (38).

The most recent European point prevalence survey was conducted in 2022/2023 in 28 EU/
EEA countries and three Western Balkan countries/territories and estimated the adjusted
prevalence of patients with at least one HAI at 8.0% (95% Cl, 6.6-9.6) (Fig. 2.1) (39).

In the previous ECDC point prevalence survey carried out in 2016 to 2017, HAI prevalence was at 6.5%
(cumulative 95% Cl, 5.4-7.8) (40).

In 2017, ECDC calculated that 4.5 million episodes of HAls occurred in patients admitted to acute care
hospitals (a total of 8.9 million when also accounting for long-term care facilities) in EU/EEA countries (40).
This number has not substantially changed in recent ECDC estimates related to the period 2022-2023 (39),
which reported 4.8 million HAls (infection episodes) per year, with an estimated 93 305 patients with at
least one HAI on any given day in acute care hospitals in EU/EEA countries. In 2011, ECDC estimated 91 310
attributable deaths to have occurred in acute care hospitals (41).

A multi-country prevalence survey of HAls in the WHO Eastern Mediterranean Region showed a HAI
prevalence of 11.2% (42). The above-mentioned more recent review (37) included 103 studies from that
region and estimated a similar overall pooled prevalence of HAIs of 12.5 % (95% Cl, 9.8-15.9).

According to a systematic review published in 2015 (43) and the above-mentioned more recent review (37),
the pooled prevalence of HAls in the WHO South-East Asia Region was estimated to be 9.0% (95% Cl, 7.2-
10.8) and 12.9 % (95% Cl, 8.6 - 18.8), respectively.

Forty-four studies from the Western Pacific Region were included in the above-mentioned review and the
pooled prevalence of HAIs in was 9.7 % (95% Cl, 6.9-13.6%) (37). National prevalence studies from Singapore
and Australia, both in that region, showed an overall prevalence of HAls in acute care hospitals of 11.9% (95%
Cl,11.1-12.8) and 9.9% (95% Cl, 8.8-11.0), respectively (44, 45).

Ninety-four studies from the WHO African Region were included in the above-mentioned review, which
estimated an overall prevalence of HAIs of 27% (95% Cl, 22.2-32.4) (37). A systematic review published in 2024
focusing on the African continent estimated a median HAI prevalence of 15%, with a variation across studies
between 1.6% and 90.2 (46).

Eighteen studies from the Region of the Americas were included in the above-mentioned systematic review,
which estimated the overall pooled prevalence of HAIs to be 9.6 % (95% Cl, 7.9 -11.7) (37) for this region

(Fig. 2.1). HAI prevalence was found to be 3.2% across 199 hospitals in the United States of America in 2015,
while the proportion of patients with HAls was significantly lower than in 2011 (4.0%) (47). The United States
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Centers for Disease Control and Prevention (CDC) estimated that one in 31 hospital patients and one in 43
nursing home residents on any given day has a HAI (48). A national point prevalence survey conducted in
Canada showed variations from 9.9% in 2002 (95% Cl, 8.4-11.5) to 11.3% in 2009 (95% Cl, 9.4-13.5), and then
7.9% in 2017 (95% Cl. 6.8-9.0) (49).

While it is important to provide an overview of data reported in different countries and regions, any
comparisons of HAI rates should be made with caution as the methods used in different studies may vary and
a number of factors are known to influence the results depending on the local situation.

Fig. 2.1. Frequency of HAIs reported in different WHO regions

adk € -
a % SEAR - 12.9%

WHO Regions
B AFR
H AMR
M EMR
W EUR
H SEAR
H WPR
Not applicable

AFR -27%

Abbreviations and (year of publication): AFR, African Region (2023); AMR, Region for the Americas (2023); EMR, Eastern Mediterranean
Region (2023); EUR, European Region (2024); SEAR, South-East Asia Region (2023); WPR, Western Pacific Region (2023).
Source: (37, 39).

The 2011 WHO report on the burden of endemic health care-associated infection worldwide indicated that
surgical site infection (SSI) was the most frequent type of HAI reported hospital-wide in LMICs, with a
significantly higher level of risk than in HICs (36).

According to a systematic literature review on SSl in LMICs between 1995 and 2015, the pooled SSl incidence
rate was 5.9% (95% Cl, 4.8-7.1) per 100 surgical operations and 11.2 per 100 surgical patients (95% CI 9.7-
12.8), with significant variations according to the type of surgical procedures (WHO, unpublished data). The
incidence of SSI following caesarean section in LMICs was 11.7% (95% Cl, 9.1-14.8), a much higher average
rate than that reported in Europe (2.9%) (50). Caesarean section is considered the single most important risk
factor for maternal infection after childbirth globally (51). In Africa, up to 20% of women who deliver through
caesarean section get a wound infection, which affects their health and their ability to provide quality care for
their newborn child (34).

Similarly, SSl incidence in prosthetic orthopaedic surgery was 9.7% (95 Cl, 5.3-15.3) in LMICs and 0.7% (knee
prosthesis) to 1.0% (hip prosthesis) in Europe (WHO, unpublished data). ECDC recently reported a range from
0.6% in knee prosthesis surgery to 9.5% in open colon surgery (percentage of SSlIs per 100 operations), or an
incidence density (in-hospital SSIs per 1000 postoperative patient-days) of 0.1 (knee prosthesis) to 5.0 (open
colon surgery), depending on the type of surgical procedure based on data from 12 EU Member States and
one EEA country in 2018-2020 (52).

A systematic review published in 2021 including 57 studies from around the world found a pooled 30-day
cumulative incidence of SSI of 11% (95% Cl, 10-13), meaning 11 out of 100 general surgical patients are

! Albania, Argentina, Australia, Benin, Cameroon, China, China, Hong Kong Special Administrative Region, Cuba, Ethiopia, France,
Georgia, Germany, Ghana, Herzegovina, India, Iran, Italy, Malawi, Nepal, Nigeria, Poland, Rwanda, Saudi Arabia, South Africa,
Switzerland, United Republic of Tanzania, Thailand, Tunisia, Turkey, and the United States of America.
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likely to develop an infection 30 days after surgery (53). Another systematic review published in 2023 and
including 43 studies conducted in 29 countries® estimated an overall pooled global incidence of SSI of 2.5%
(95% Cl, 1.6-3.7) among general surgical patients. A subgroup analysis by WHO region showed differences
across the regions: the African Region, pooled incidence of SSI 7.2% (95% Cl, 4.3- 11.8); Region of the
Americas, 3.1% (95% Cl, 2.2-4.3); Eastern Mediterranean Region, 2.2% (95% Cl, 1.3-4.0); European Region,
2.2% (95% Cl, 1.3-4.0); South-East Asia Region, 1.2% (95% Cl, 0.4-3.1); Western Pacific Region, 0.6% (95% Cl,
0.2- 1.7) (54). These differences might reflect a higher risk of SSl in African countries, but also different study
methodologies and quality.

With respect to prevalence?, a systematic review including studies published in Africa from 2010 to 2022
estimated an overall SSI prevalence of 18% (95% Cl, 14-21) in a post hoc sensitivity analysis (46). The overall
prevalence of SSI estimated from 40 studies from 12 countries of the Eastern Mediterranean Region was 7.9%
(95% Cl, 7.1-8.8) (55). The prevalence of SSlin cardiac and general surgery was 10% and 9.2%, respectively.
Another systematic review including 99 studies across 39 developing countries estimated a prevalence of SSI
in clean and clean-contaminated surgeries of 6% (95% Cl, 5-7), which increased to 15% (95% Cl, 6-27) when
considering only studies that included post-discharge surveillance data (56).

In EU/EEA countries and in countries of the WHO Eastern Mediterranean Region, the most
frequent HAls were respiratory tract infections, followed by urinary tract infections, SSls
and bloodstream infections (BSI) (39, 42).

The toll is heavier among high-risk patients, such as those admitted to ICUs, who often acquire infections
from indwelling devices such as urinary or vascular catheters or invasive mechanical ventilation. Infections
associated with these devices can affect as many as 30% of patients in ICUs and their incidence in LMICs is
at least triple that in HICs (35, 36, 57). A large variation of the prevalence of ICU-acquired infections in adult
patients was found among hospitals and countries, with pneumonia being the most common (57).

Prevalence studies across income levels show a high percentage of overall HAls among ICU patients: Canada,
12.6% (95% Cl, 10.1-15.7) in 2017 (49); China, 26.07% (95% Cl, 23.03-29.12) in 2006-2016° (58); Ethiopia,
25.8% (95% Cl, 3.55-40.06) in 2011 and 2017* (study period) (59); and Singapore, 37.0% (95% Cl, 31.2-42.8)

in 2015-2016 (44). In 2022/2023, the most recent prevalence survey in 28 EU/EEA countries and three Western
Balkan countries/territories estimated the prevalence for ICU patients with at least one HAI to be 20.5%
compared with 6.4% for all other specialties combined (39).

A multicentre study conducted from 2013 to 2018 in 664 ICUs in 133 cities of 45 countries from Latin America,
Europe, Africa, the Eastern Mediterranean, South-East Asia and the Western Pacific found device-associated
HAl rates to be 5.91% and 9.01/1000 bed-days. The pooled catheter-associated urinary tract infection (CAUTI)
rate was 3.16/1000 urinary catheter-days, while the central line-associated BSI (CLABSI) rate was 5.30/1000
central line-days, and the ventilator-associated events (VAE) rate was even as high as 11.47/1000 mechanical
ventilation-days (60).

In 2019, the ECDC reported that 7.4% of patients staying in an ICU for more than two days presented with at
least one HAI (pneumonia, BSI or UTI) based on data from 11 networks in 10 countries® from 1285 hospitals
and 1659 ICUs (61).

2|t is difficult to confirm how the term “prevalence” was used in these reviews, considering that studies generally assess SSl incidence as
the surveillance of SSI usually includes a postoperative follow-up period.

3 Pooled results from a systematic review of multicentre point prevalence surveys conducted in acute care hospitals in mainland China
from January 2006 to August 2016.

* Pooled results from two separate regional studies identified in a systematic review.

5 Austria, Belgium, France, Germany, Hungary, Italy, Lithuania, Portugal, Spain, and the United Kingdom of Great Britain and Northern
Ireland (Scotland).
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Particularly in these patients, but not only among this population, infection can rapidly and frequently evolve
to sepsis, a life-threatening organ dysfunction. Sepsis represents a final common pathway to death from
many infectious diseases worldwide.

In a review of published studies, WHO calculated that among hospital-treated sepsis cases
worldwide, approximately one in four cases (23.6%) were health care-associated (62). In
adult ICUs, almost half of all cases (48.7%) of sepsis with organ dysfunction treated in ICUs
were hospital-acquired (62, 63).

According to the pooled analyses in the above-mentioned WHO review, the incidence of health care-
associated sepsis globally was 15.4 (95% Cl, 9.2-25.7) cases per 1000 adult patients (63) and more than seven
times higher among neonates (112.9 [95% Cl, 64.2-191.1]) cases per 1000 neonates) (62). It was also found in
a pivotal review published in 2005 that newborns were at a higher risk of acquiring HAI, with infection rates in
LMICs three to 20 times the rates in HICs (64).

2.2.1 AMR in health care

The spread of microorganisms that are resistant to antimicrobials is a critical issue in health care settings
and IPC interventions can play a substantial role in significantly reducing the spread, along with optimal
diagnostic and antimicrobial stewardship.

A modelling study based on data from 474 point prevalence surveys published between 2010
and 2020 across 99 countries, coupled with country-level estimates of hospitalization rates and
durations, estimated the global number of HAIs resistant to antibiotics to be 136 million (95% ClI,
26-246) per year) (65).

Among income groups, middle-income countries bore the highest burden of HAls resistant to antibiotics per year
(119 million [95% Cl, 23-215]), with an average hospitalization rate of 6% across all middle-income countries.
For low-income countries, 2 million (95% Cl, 0-5) HAls resistant to antibiotics per year were estimated, with an
average hospitalization rate of 3% across countries, however, providing the least data points overall. The
average hospitalization rate across all HICs was 11% with an estimated 15 million (95% Cl, 4-25).

In the 2022/2023 ECDC point prevalence study in EU/EEA countries, the most frequent pathogens causing
HAls were Escherichia coli (12.7%), Klebsiella spp. (11.7%), Enterococcus spp. (10.0%; overall vancomycin resistance
was reported in 15.6% of isolated enterococci), SARS-CoV-2 (9.5%), Staphylococcus aureus (9.0%), Clostridium difficile
(8.0%), Pseudomonas aeruginosa (7.9%), coagulase-negative staphylococci (5.8%), Candida spp. (4.7%), Proteus spp.
(3.2%), Acinetobacter spp. (3.2%) and Enterobacter spp. (3.0%) (39).

In a global survey conducted by WHO in 2014, the prevalence of meticillin-resistant S. aureus (MRSA), E. coli
resistant to third-generation cephalosporin, and carbapenem resistance by Enterobacterales, formerly known
as Enterobacteriaceae (66), and P. aeruginosa from blood samples was significantly higher in LMICs than in
HICs (67). This was also documented in the results of a surveillance study conducted by the International
Nosocomial Infection Control Consortium between January 2010 and December 2015 in 703 ICUs in LMICs
across five continents, excluding Africa. From blood cultures, the overall resistance of Pseudomonas spp. to
imipenem was 44.3% (compared with 26.1% in the United States of America in the same period). Resistance
of K. pneumoniae to ceftazidime was 73.2% (versus 28.8%) and to imipenem 43.27% (versus 12.8%) (68). Data
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from 664 ICUs in 133 cities of 45 countries found that overall, P. aeruginosa was non-susceptible to imipenem
in 52.7% of cases, to colistin in 10.4%, to ceftazidime in 50.0%, to ciprofloxacin in 40.28%, and to amikacin in
34.05% (60). Klebsiella spp was non-susceptible to imipenem in 49.2% of cases, to ceftazidime in 78.0%, to
ciprofloxacin in 66.3%, and to amikacin in 42.4%.

2.2.2 MRSA

The median percentage of MRSA causing BSI reported by the Global Antimicrobial
Resistance and Use Surveillance System (GLASS) was 33.9% (interquartile range [IQR], 13.6-
54.9) globally in 2022, but only 7.6% (IQR, 3.1-19.9) based on data provided by 21 countries
with better testing coverage (69).

Most LMICs presented lower testing coverage compared to HICs. In 2021, 25% of EU/EEA countries reporting
data on S. aureus had MRSA percentages below 5%. MRSA percentages equal to or above 25% were

observed in 30% of EU/EEA countries (70). According to the most recent European Antimicrobial Resistance
Surveillance Network (EARS-Net) report with data from EU/EEA countries, a significantly decreasing trend

in the EU/EEA (excluding the United Kingdom of Great Britain and Northern Ireland) population-weighted,
mean percentage of MRSA isolates, as well as in the estimated EU incidence of BSIs with MRSA, was reported
during the period 2018-2022. In 2022, there was a 12.2% decrease in the estimated incidence compared to
the baseline year 2019 (71). In the 2022/2023 point prevalence survey in hospitals in EU/EEA countries, overall
meticillin resistance was reported in 23.7% of S. aureus isolates (39).

2.2.3 Resistance to third-generation cephalosporins

The median percentage of E. colj resistance to third-generation cephalosporins causing BSls
was 44.7% (IQR, 17.9-70.9) globally in 2022, but only 11.4% (IQR, 9.4-15.6) based on data
provided by 21 countries with better testing coverage (69).

Most LMICs presented lower testing coverage compared to HICs. Median resistance percentage for third-
generation cephalosporin resistance in BSls with E. coli in 2022 was observed to be lower when compared to
2018 (31.3% [2018] versus 28.4% [2022], based on data from 44 countries) (69). According to data reported by
EU/EEA countries to EARS-Net, a decreasing trend in the estimated incidence of BSIs with third-generation
cephalosporin-resistant E. coli was observed from 2018 to 2022 for the EU, with a 16.8% decrease in 2022
against the baseline year 2019 (71). Time series showed an overall high percentage resistance (median of >60%)
to third-generation cephalosporins in Klebsiella pneumoniae BSls from 2018 to 2022 (69). Colonization rates
with extended-spectrum cephalosporin-resistant Enterobacterales of 82% were found among hospitalized
patients across® (72-77). However, in the community, extended-spectrum cephalosporin-resistant
Enterobacterales colonization was as high as 78%. The most recent prevalence data from EU/EEA countries
showed third-generation cephalosporin resistance to be in 34.7% of all Enterobacterales and the highest in K.
pneumoniae with 58.1% (39).

¢ Bangladesh, India, Kenya, Botswana, Chile and Guatemala.
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2.2.4 Resistance to carbapenems

A high percentage of resistance (median of >50%) to various carbapenems was shown in
Acinetobacter spp. BSls according to data reported globally from 2018 to 2022 (69).

An increase in meropenem resistance in E. coli BSls was observed over the years (median, 1.5%, IQR, 0.1-3.8
[2018] to 1.8%, IQR, 1.4-6.4 [2022] based on data from 24 countries) (69). The impact of the COVID-19
pandemic on AMR in EU/EEA countries has been reported by ECDC for typical health care-associated
pathogens (78). For example, in 2020, carbapenem resistance in Acinetobacter spp. was equal to or above 50%
in 55% of countries, mostly in southern and eastern Europe. On average, further data on EU/EEA countries
showed more than double (+121%) the number of reported Acinetobacter spp. cases resistant to each of the
three antimicrobial groups (carbapenems, fluoroquinolones and aminoglycosides) in 2021 compared to the
average for 2018-2019. In addition, the population- weighted mean AMR percentage had increased by more
than 20% for each of these groups. These findings imply that the situation with Acinetobacter spp. in the
EU/EEA countries had deteriorated for two consecutive years. However, for 2022, the EU/EEA population-
weighted mean AMR percentages in Acinetobacter spp. showed decreases for all antimicrobial groups under
surveillance compared to 2021 (71).

For K. pneumoniae, the percentage of cases resistant to carbapenems continued to increase and this was

also observed in laboratories that continuously reported data from 2017 to 2021. In these laboratories, the
percentage remained unchanged from 2017 to 2018, but increased by +8% from 2018 to 2019. The percentage
of carbapenem-resistant K. pneumoniae cases then increased by a further 31% and 20% in 2020 and 2021,
respectively (79). In the 2022 report based on EARS-Net data from EU/EEA countries, almost one third of them
reported carbapenem resistance percentages above 10% in K. pneumoniae (71). Carbapenem-resistant K.
pneumoniae showed the largest increase (+2.4%) in population-weighted, mean AMR percentage under EARS-
Net surveillance during 2018-2022. In addition, there was a significantly increasing trend in the estimated
incidence of BSIs with carbapenem-resistant K. pneumoniae, with a 49.7% increase in 2022 versus 2019.

The reported percentages of pathogens with AMR varied widely among countries, often with a north-to-south
and west-to-east gradient. In general, the lowest percentages of AMR among pathogens were reported by
countries in the north of the EU/EEA, and the highest by countries in the south and east of the EU/EEA. This
applied for several combinations of bacterial species and antimicrobial properties (79).

The most recent data from EU/EEA countries generated in 2022/2023 showed carbapenem
resistance to be in 29.7% of P. aeruginosa isolates and in 82.9% of Acinetobacter
baumannii isolates, as well as in 9.3% of all included Enterobacterales (mean of countries,
9.5% [median, 3.4%]), with the highest (25.1%) in K. pneumoniae (39).

Colonization by carbapenem-resistant Enterobacterales (CRE) was reported in 37% of hospitalized patients
across six countries’ and as high as 15% in the community setting (72-77).
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2.2.5 Resistance in Candida spp

Resistance has increased in Candida spp. isolates in health care settings, particularly with the emergence of
C. auris in the last years, a species that is echinocandin- and pan-resistant and increasingly reported as the
cause of outbreaks in health care settings (80, 81). A total of 1812 C. auris cases were reported by 15 EU/EEA
countries from 2013 to 2021 with the number of reported cases nearly doubling between 2020 (335 cases
reported by eight countries) and 2021 (655 cases reported by 13 countries) (82). Thirty-one C. auris isolates
were identified in Canada from 2012 to 2021, mostly in Western Canada (83). In the United Arab Emirates, an
increasing trend of C. auris cases was observed, totalling 908 isolates reported from 2018-2021 (84). In 2022,
2377 C. auris infections and 5754 cases of colonization were reported to CDC (80).

2.2.6 HAlIs and AMR during the COVID-19 pandemic

Evidence emerging from surveillance networks and local settings pointed to increased rates of HAls and

AMR in health care settings during the COVID-19 pandemic. A 2021 report showed significant increases in the
standardized infection ratio for VAE (35% increase), central line-associated BSI (24% increase) and in hospital-
onset MRSA (15% increase) in the United States of America in 2020 (85). The most recent update of this national
report found significant decreases in rates for VAE (19%), hospital-onset MRSA bacteremia (16%), CAUTI (12%) and
CLABSI (9%) among acute care hospitals between 2021 and 2022, possibly indicating a beginning of recovery (86). In
a London hospital group, a very significant increase of nosocomial BSls (both in COVID-19 and non-COVID-19
patients) was detected during 2020 compared with pre-pandemic historical trends (87). In some studies, an
increased risk of HAls was observed among COVID-19 patients, in particular for BSls and ventilator-associated
pneumonias due to MDROs, compared with other critically ill patients in the ICU (88-90). A systematic review
of studies published during the first 18 months of the pandemic found that the proportion of COVID-19
patients with co-infection due to resistant organisms ranged from 0.2% to 100% and the pooled prevalence
of co-infection with resistant bacterial and fungal organisms across all included studies was 24% (95% Cl,
8-40) and 0.3% (95% Cl, 0.1-0.6), respectively. MRSA, carbapenem-resistant A. baumannii, K. pneumoniae, P.
aeruginosa and multidrug resistant C. auris were the most reported. There were wide variations by hospital
and geographical location and substantial heterogeneity (91). As already mentioned, EARS-Net data showed
a significant increase in reports of BSls caused by Acinetobacter spp. in participating countries of the EU/EEA
during the period from 2017 to 2021, with most of the increase having occurred in 2020 and 2021 (92).

2.2.7 SARS-CoV-2 spread in health care settings

SARS-CoV-2 transmission in health care facilities has been a major problem during the COVID-19 pandemic.
Several studies have reported SARS-CoV-2 infections acquired in the health care setting among patients,
ranging from 0% to 41% of inpatients (93-98). According to a systematic review updated up to 2022, the
prevalence of SARS-CoV-2 infection among health workers ranged from 0.2% to 43.3% based on polymerase
chain reaction testing (57 studies), and 0.3% to 40.7% based on seroprevalence (81 studies) (99). However,
great variations over time and from country to country were observed and it is difficult to distinguish
between community- and health care-acquired infections. The most recent update of the systematic review
by Zhu and colleagues on hospital-onset SARS-CoV-2 infections (including publications up to June 2022)
found that the incidence rate of definite/probable hospital-onset SARS-CoV-2 infections ranged from 0% to
83.3% in patients and 0% to 73.4% in health workers (100).

In the 2022/2023 point prevalence survey in hospitals in the EU/EEA coordinated by the ECDC, SARS-CoV-2
ranked as the fourth most common microorganism identified in HAIs. Moreover, respiratory tract infections,
including pneumonia and health care-associated COVID-19, represented nearly one third of all reported HAls.
COVID-19 accounted for 24.0% of reported pneumonia/lower respiratory tract infections and 7.0% of all HAIs
(39).
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WHO estimated that between January 2020 and May 2021 there were 115 500 deaths (ranging between 80
000 and 180 000) caused by COVID-19 among health workers globally (101). However, these data should be
interpreted with caution as reporting of health workers’ cases is hampered by significant limitations, including
underreporting and variations in data quality and surveillance methods across countries and regions.

The systematic review by Chou and colleagues (99) on risk factors for SARS-CoV-2 among health workers was
last updated by including publications up to May 2022. They found that higher infection rates in health workers
were associated with unprotected exposures to COVID-19 patients. They were also a result of exposure to
certain high-risk procedures, such as intubation and other aerosol-generating procedures without the use of
appropriate personal protective equipment (PPE), direct patient contact, or contact with bodily secretions
(99). The review found no differences between professional categories, sex or age, but higher rates were
associated with Black and Hispanic race/ethnicity. The availability and correct use of PPE, hand hygiene and
training in IPC were associated with a decreased risk of SARS-CoV-2 infection (99).

Additional information on the exposure risk for SARS-CoV-2 infection among health workers was provided
from a WHO global multicentre case control study conducted in 94 facilities from 21 countries between
August 2020 and December 2021. The study included 2959 health workers monitored for SARS-CoV-2 serology
and interviewed on their exposure risk and IPC knowledge (102). The following risk factors associated with
SARS-CoV-2 infection in health workers were identified through multivariate analysis (102): exposure to
COVID-19 patients with prolonged close contact (>15 minutes within 1 metre) (adjusted odds ratio [aOR], 1.43
[1.11-1.83]); not consistently performing hand hygiene after direct close patient contact (aOR, 2.52 [1.72-
3.68]); non-adherence to PPE guidelines (aOR, 1.67 [95% Cl, 1.32-2.12]).
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2.3 What are the consequences of HAls and AMR for
patients and health workers?

The consequences of HAls can be diverse and very serious. They can range from requiring a prolonged
stay in hospital to long-term complications and disability, to premature death, including the social and
psychological repercussions resulting from suffering among patients, families and communities. For the
health system, the burden translates into an additional overload and extra costs.

As reported in the 2020 WHO global report on sepsis, mortality among patients affected
by health care-associated sepsis is estimated to be 24.4%, with an increase to 52.3%
among patients treated in ICUs (62, 63).
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Each year, 7.7 million deaths are attributed to bacterial infections worldwide (103). A landmark modelling
study related to 2019 estimated that 4.95 million (95% uncertainty interval [Ul], 3.62-6.57) deaths were
associated with bacterial AMR annually, including 1.27 million (95% Ul, 0.91-1.71) directly attributable to AMR
globally (104). Five of the six leading resistant pathogens causing deaths identified in this study are typically
acquired in health care settings (Fig. 2.3). The impact on mortality is heaviest in LMICs, with the highest
burden in sub-Saharan Africa.

A recent study by OECD and WHO estimated that nearly 3.5 million people globally may
lose their lives every year up to 2050 due to HAls. This corresponds to 4.4 times the global
deaths attributable to HIV/AIDS and sexually transmitted diseases combined in 2021
(WHO/OECD unpublished data).
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The ECDC estimated that 75% of DALYs (representing disability and premature mortality)
attributable to AMR in EU/EEA countries are a result of HAls (105, 106).
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A study conducted from March 2004 to February 2022 including 317 ICUs of 96 hospitals in 44 cities in 9
countries® across Asia showed that the acquisition of CLABSI increased the risk of death by more than two-
fold (aOR, 2.36; P <0.0001). VAE and CAUTI were also associated with an increased mortality risk (VAE: aOR,
1.51; P <0.0001; CAUTI: aOR, 1.04; P <0.0001) (107).

Arecent review and modelling study estimated that improving IPC programmes in

LMIC health care settings could prevent at least 337 000 (95% Cl, 250 200-465 200) AMR-
associated deaths annually (108). Furthermore, ensuring universal access to high-quality
WASH services would prevent 247 800 (160 000-337 800) AMR-associated deaths per year.

The study estimated that 7.8% (5.6-11.0) of all AMR-associated mortality in LMICs could be prevented by
improved IPC measures, and 5.7% (3.7-8.0) by improved WASH (108). The African Union AMR Landmark
Report estimated that investments in WASH and IPC measures could potentially avert up to 20% of AMR-
associated deaths in the region annually (109). Furthermore, investment in AMR initiatives are estimated to
avert up to 200 000 deaths annually in Africa, including 90 000 deaths among children under five years of age
(109).

Finally, according to WHO and OECD recent estimates?®, globally, IPC interventions
implemented in health care facilities using MMIS, with national coordination could
potentially avert 821 000 deaths per year up to 2050 (WHO/OECD unpublished data).

According to ECDC estimates, between 2016 and 2020, HAIs constituted 70.9% (95% CI 68.2 - 74.0%) of
cases of infections with antibiotic-resistant bacteria in EU/EAA countries (110). The three most impactful
antibiotic-resistant microorganisms determining 70% of the AMR burden (in DALYs, representing disability
and premature mortality) are extended-spectrum beta-lactamase-producing E. coli, MRSA and carbapenem-
resistant P. aeruginosa (106).

Based on the 2019 data of the above-mentioned global modelling study, two deep-dive analyses focused

on the WHO African Region and the WHO European Region, respectively (111, 112). In the African Region, an
estimated 1.05 million deaths (95% Ul, 829 000-1316 000) across 47 countries were associated with bacterial
AMR and 250000 deaths (192 000-325000) were attributable to bacterial AMR (111). Seven pathogens were
collectively responsible for 821000 deaths (636 000-1051000) and associated with AMR, with four pathogens
exceeding 100000 deaths each: Streptococcus pneumoniae, K. pneumoniae, E. coli, and S. aureus. In the WHO
European region, an estimated 541 000 deaths (95% Ul, 370 000-763 000) across 53 countries were associated
with bacterial AMR and 133 000 deaths (95% Cl, 90 100-188 000) were attributable to bacterial AMR (112).
Seven pathogens together were responsible for 457 491 deaths associated with AMR and 112 784 deaths
attributable to AMR. In descending impact, these were E. coli, S. aureus, K. pneumoniae, P. aeruginosa, E.
faecium, S. pneumoniae and A. baumannii.

8 China, India, Malaysia, Mongolia, Nepal, Pakistan, Philippines, Sri Lanka, Thailand and Viet Nam.
°For these calculations a modified version of the OECD Strategic Public Health Planning for infectious diseases model was used. OECD;
2023 (http://oecdpublichealthexplorer.org/amr-doc/).
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Infections due to MRSA and gram-negative bacteria resistant to carbapenems have
been associated with significantly increased morbidity and mortality and pose a serious
threat, particularly in LMICs where there may be a limited availability of antibiotics
effective against these pathogens (110, 113-116).

Patients with infections due to MRSA have a significant increase in all-cause mortality, attributable mortality,
septic shock, post-infection length of stay and discharge to long-term care compared with patients with
infections due to meticillin-susceptible S. aureus (MSSA) (113).

ECDC has reported mortality ranging from 30% to 70% in patients with BSI caused by carbapenem-resistant
Enterobacterales (117). In a multinational, prospective, cohort study in LMICs, patients with BSIs caused by
carbapenem-resistant Enterobacterales had a significantly increased length of hospital stays and probability
of in-hospital mortality, and decreased probability of being discharged alive (115). One meta-analysis found
that patients with BSI resulting from carbapenem-resistant P. aeruginosa were 3.07 times more likely to die
than those with carbapenem-susceptible P. aeruginosa (95% Cl, 1.60-5.89) (116). Another meta-analysis
found a significant association between carbapenem resistance and mortality among patients infected with A.
baumannii (aOR, 2.49; 95% Cl, 1.61-3.84) (114).

Between 2007 and 2015, the number of deaths attributable to infections with K. pneumoniae resistant to
carbapenems increased six-fold, whilethe number of deaths attributable to infections with third-generation
cephalosporin-resistant E. coli increased four-fold (106).
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Chapter 3.
IPC implementation at the national
level

O~ 3.1 Key messages

¢ Several systems regularly provide data on IPC programme implementation worldwide, with WHO
surveys offering detailed insights at national and facility levels.

® Across most surveys and data sets, differences in the implementation of IPC at the national level
were noted across country income levels with HICs usually showing better fulfillment of IPC
requirements.

¢  The 2021-2022 WHO survey showed that more than three-quarters (78.3% [83 of 106]) of
countries had active national IPC programmes. However, fewer than half (40.6% [43 of 106]) had
a dedicated budget for IPC, with significant disparities between LICs (15.4% [2 of 13]) and HICs
(69.7% [23 of 33]).

¢ 1n2023-24,9% (16 of 186) of countries did not have an IPC programme or plan yet and only 39%
(72 of 184) of countries had IPC programmes fully implemented nationwide, with some of them
being monitored for their effectiveness.

¢ The most recent global survey on IPC minimum requirements in 2023-2024 showed areas of
advanced implementation and gaps for further improvement. HICs generally report better
implementation, but gaps remain in budget allocation, training, HAI surveillance and monitoring
systems, especially in lower-income countries.

High level of implementation

e Guideline development: approximately 9 out of 10 countries (90.7% [136 of 150]) had
mandates to produce guidelines for preventing HAls. 88% countries (132/150) reported to
use evidence-based scientific knowledge in the development of IPC guidelines and 82%
(123/150) actively addressed guideline adaption to local conditions.

e Multimodal strategies: approximately 7 out of 10 countries (71.3% [107 of 150]) had trained
IPC focal points and 75.3% (113 of 150) promoted multimodal strategies. HICs showed high
implementation, with 72.9% (35 of 49) having trained IPC focal points and 83.3% (40 of 49)
promoting multimodal strategies.

e 3. National level

Gaps needing improvement

e Budget allocation: fewer than one half (44% [66 of 150]) of countries had a dedicated IPC
budget, with LICs at only 33.3% (8 of 24).

e Training and education: while more than 8 out of 10 countries (81.3% [122 of 150]) provided
IPC training content, only 38% (57 of 150) have a national IPC curriculum, indicating a need
for broader training programmes.
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e HAlsurveillance: just over half (53.3% [80 of 150]) of countries had a multidisciplinary
technical group for HAI surveillance, but LICs lag notably, with only 25% (6 of 24) having
established such a group. Furthermore, in 2022, the WHO global patient safety survey
reported that one half of the countries (51% [47 of 108]) had a national system for HAI
surveillance, regularly producing quality-controlled data, and 35% of countries were in the
process of developing such a system.

e Monitoring and evaluation: slightly more than one half (51.3% [77 of 150]) of countries had a
strategic plan and system for IPC monitoring, with HICs leading at 58.3% (28 of 49) and lower
proportionsin LICs (45.8% [11 of 24]).

¢ Inthe 2023-2024 global survey, overall, 80% of countries (120 of 150) met at least one half of the
IPC minimum requirements, while 6% (9 of 150) fulfilled all of them. Notably, 14% (21 of 150) of
countries met 90% of the requirements. However, there were significant discrepancies across
income levels, with HICs generally reporting a higher fulfillment of IPC minimum requirements.

¢ Comparisons of key indicators across global surveys over time reveals both progress and
setbacks in the implementation of IPC. The COVID-19 pandemic was undoubtedly a catalyst for
rapidly improving the capacity of IPC programmes. However, as the COVID-19 pandemic waned,
no further improvement was seen in the implementation of most IPC core components and
requirements. Some indicators even suggested a possible disinvestment in IPC, thus highlighting
the challenges in sustainability.

¢ Thereis a need for targeted support to enhance IPC implementation across different income
levels, addressing both progress and setbacks to achieve comprehensive and effective IPC
programmes globally.

¢ The 2024-2030 WHO GAP/MF for IPC indicates directions, actions and targets for achieving
progress, in particular with the perspective of fulfilling the WHO minimum requirements for IPC
programmes at the national level by 2030.

3.2 National IPC programmes and dedicated budget

As mentioned in chapter 1, six core components (Fig. 1.1) are recommended by WHO for establishing or
strengthening effective IPC programmes at the national level (2, 3, 20, 21). This chapter focuses on the
implementation of the core components and minimum requirements at the national level.

Having an active IPC programme at the national level is core component 1 and a
minimum requirement for IPC (2, 5). Since May 2024, it is also among the key actions, core
indicators and targets included in the 2024-2030 WHO GAP/MF for IPC, adopted by all
countries (Table 3.1) (6, 7).

e 3. National level

The main guidance related to the national IPC programme is included under strategic directions one and two
within the GAP/MF, although other critical aspects of the IPC programme functions are also part of the other
six strategic directions.
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Table 3.1. 2024-2030 WHO GAP/MF key actions, core indicators and targets for the national level regarding political
commitment and policies and active IPC programmes

Action

Indicator(s)

Target

Strategic direction #1. Political commitment and policies

Key action #1

Develop a national action plan

and monitoring framework for IPC
integrate it into national health
plans, outlining costs and sources of
financing.

IPC national action plan

and monitoring framework?®
developed, costed, validated
and approved by ministry

of health or other relevant
national authorities within
the context of national health
plans.

Core target: increase of the proportion
of countries with a costed and approved
national action plan and monitoring
framework for IPC to:

30% by 2026

50% by 2028

>80% by 2030

Key action #2
Establish the legal framework for IPC
to mandate the implementation of IPC

Legislation/regulations in place
to address IPC (including IPC
professionals) in the public

Core target: increase of the proportion
of countries with legislation/regulations
for IPC to:

Develop a national financial
investment case aligned with the
global business case for IPC.

case developed based on global
models (by 2026).

programmes at all levels. health regulatory framework. 30% by 2026
50% by 2028
>80% by 2030

Key action #3 National financial investment No specific target

Key action #4

Establish a dedicated IPC budget to
fund the national IPC programme and
action plan.

Dedicated budget (in line

with the IPC national action
plan) allocated to fund the IPC
national programme and action
plan identified and available.
Proportion of health care
facilities with adequately
funded and dedicated budget
for IPC.

Core target: increase of the proportion
of countries having an identified
dedicated budget allocated to the
national IPC programme and action plan
to:

50% by 2026

75% by 2028

>90% by 2030

Key action #5

Demonstrate evidence of investment
by national authorities in WASH and
infrastructure services for health care
waste and cleaning and staffing to
ensure that all health care facilities
have safely managed WASH services to
enable IPC practices.

Dedicated and sufficient
funding allocated at the
national level for WASH services
and activities.

Increase of the proportion of countries
with dedicated and sufficient funding for
WASH services and activities to:

40% by 2026

80% by 2028

100% by 2030

Strategic direction #2. Active IPC programmes

Key action #1

Establish a national IPC programme
and/or demonstrate evidence of
improvement of IPC programmes,
including WASH (namely, meet WHO
minimum requirements at national
and facility levels).

AllWHO minimum
requirements for IPC at national
level (see document EB154/8
Add.1) met (to be assessed
through the WHO global IPC
portal)®.

Proportion of health facilities
meeting all WHO minimum
requirements for IPC at facility
level (to be assessed through
the WHO global IPC portal).
Proportion of health care
facilities with basic WASH

and waste services (per each
indicator, to be assessed
through the definitions of the
WHO/UNICEF Joint Monitoring
Programme for Water Supply,
Sanitation and Hygiene).

Core target: increase of the proportion
of countries meeting all WHO minimum
requirements for IPC programmes at
national level to:

30% by 2026

60% by 2028

>90% by 2030

Core target: increase of the proportion
of countries with national IPC
programmes at Level 4 or 5 in section
C.9.1 of SPAR9.1 and Level DorEin
section 3.5 of TrACSS to:

50% by 2026

75% by 2028

>90% by 203




Chapter 3. IPC implementation at the national level .

Action Indicator(s) Target

Key action #2 Proportion of tertiary/ No specific target
Support the establishment of active secondary care health facilities

IPC programmes (that is, with with an active IPC programme

objectives and action plan, supported  Proportion of primary care

by dedicated human resources facilities with an IPC link

and financing) at least in tertiary person.

and secondary care facilities, and
identification of an IPC link person

in each primary care facility, within
broader health services development.

Key action #3 Proportion of countries that Increase of the proportion of countries
Establish national targets on reducing  have a national target on that have a national target on reducing
HAls and support the implementation  reducing HAls. HAIs to:

of MMIS¢to reduce HAls in health care 50% by 2026

facilities at all levels, according to local 75% by 2028

priorities- 100% by 2030

Core target: increase of the proportion
of countries that have achieved their
national targets on reducing HAIs
(@among those having such target) to:

30% by 2026

50% by 2028

>80% by 2030

Abbreviations: IPC, infection prevention and control; HAI, health care-associated infection; AMR, antimicrobial resistance; MMIS,
multimodal implementation strategy; SPAR, States Party Self-assessment annual reporting tool; TrACSS, Tracking AMR Country Self-
Assessment Survey.

2 If the IPC national action plan and monitoring framework are part of the AMR or patient safety national action plan and monitoring
framework and clearly distinguishable, detailed and fulfilling all the attributes of the indicator, this can be considered equivalent to a
specific IPC national action plan and monitoring framework.

® WHO global IPC portal. For more information, see https://ipcportal.who.int.

¢ A multimodal strategy comprises several components or elements (three or more, usually five) implemented in an integrated way
with the aim of improving an outcome (prevention of HAls and AMR) and changing behaviour. It includes tools, such as bundles and
checklists, developed by multidisciplinary teams that take into account local conditions. The five most common elements are: (i) system
change (availability of the appropriate infrastructure and supplies to enable good practices in IPC); (ii) education and training of health
and care workers and key players (for example, managers); (iii) monitoring infrastructures, practices, processes and outcomes and
providing data feedback; (iv) reminders in the workplace/communications; and (v) cultural change within the establishment or the
strengthening of a safety climate.

Source: (6).

Various assessments undertaken in recent years evaluated IPC programmes and their adherence to the WHO
core components’ recommendations and minimum requirements.

Data in this chapter were collected through the following systems:

e 3. National level

« the State Parties Self-Assessment Annual Report (SPAR);

« the Joint External Evaluation (JEE) tool;

« the Tracking AMR Country Self-assessment Survey (TrACSS);
+ WHO global surveys o IPC.

Information about the existence of an IPC programme at the national level and its implementation at
facility level is regularly provided by the International Health Regulations (IHR) monitoring and evaluation
framework (118). This framework (118) was developed to support the oversight and implementation of

the IHR, that is, a country’s ability to develop and maintain core public health capacities. It consists of four
complementary components: one mandatory (the SPAR (119) tool); and three voluntary (the JEE tool (120),
after-action reviews, and simulation exercises) (Box 3.1).
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Box 3.1. Description of the JEE and SPAR tools

«  The JEE toolis a voluntary and external evaluation tool based on 49 indicators applied within 19
technical areas. Each technical area is given a level of capacity from 1 to 5 based on their review
and available documentation for each specific technical area. Until 2021, IPC was defined as a
core indicator under the AMR capacity. However, since the third version of the JEE used from
2022 onwards, IPC has become a separate capacity indicator (R4).

«  The SPAR tool is a mandatory annual assessment based on 35 indicators across 15 IHR
capacities. For each indicator, the reporting State Party is asked to select which of the five levels
best describes its current status. In the SPAR tool, IPC is a stand-alone capacity indicator (C.9)
since 2021.

«  Forboth tools, each indicator is based on five cumulative levels of capacity. In order to move to
the next level, all capacities described in previous levels should be in place.

The following describes the level of advancement or scoring with colour coding.

1. No capacity: attributes of a capacity are not in place.
Score range, 0-20. Colour code, red M.

2. Limited capacity: attributes of a capacity are in development stage (implementation has
started with some attributes achieved and others commenced).
Score range, 21-40. Colour code, orange M.

3. Developed capacity: attributes of a capacity are in place, but sustainability has not been
ensured (such as through inclusion in the operational plan of the national health sector plan
with a secure funding source).

Score range, 41-60. Colour code, yellow

4. Demonstrated capacity: attributes are in place and sustainable for a few years and can be
measured by the inclusion of attributes or IHR core capacities in the national health sector
plan and a secure funding source.

Score range, 61-80. Colour code: light green M.

5. Sustainable capacity: all attributes are functional and sustainable and the country is
supporting one or more other countries in their implementation. This is the highest level of
the achievement of implementation of IHR core capacities.

Score range, 81-100. Colour code: green M.

Abbreviations: AMR, antimicrobial resistance; IHR, International Health Regulations; IPC, infection prevention and control; JEE, joint
external evaluation tool; SPAR, States Party Self-assessment annual reporting tool.
Sources: (119, 120)

Both past JEE reports and the WHO IPC global survey at national level (121) conducted in the years 2017-
2018, showed that a country’s capacity for IPC seemed in large part related to its income level. Most LMICs
were at level 1 or 2 (“limited or no capacity”), while HICs achieved level 3 or above (“demonstrated or
sustainable capacity”).

The most recent JEE reports using the third version of the JEE tool in 2022 and 2023
indicated that 27 of 34 (79%) participating countries/areas® were at level 1 or 2
(“limited or no capacity”), whereas seven countries were at level 3 or 4 (“developed or
demonstrated capacity”) for IPC.

© Angola, Armenia, Azerbaijan, Benin, Burundi, Central African Republic, Chad, C6te d’lvoire, Democratic Republic of the Congo, Estonia,
Ethiopia, Guinea, Indonesia, Irag, Kyrgyzstan, Liberia, Mali, Mauritania, Mongolia, Nepal, Nigeria, Pakistan, Samoa, Senegal, Sierra Leone,
Sri Lanka, Syria, United Republic of Tanzania, Thailand, Uganda, Yemen (Aden), Yemen (North), Zambia, and Zanzibar.
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More specifically, regarding the status of the national IPC programme, 21 of 34 (62%) were at level 1 or 2,
whereas the remaining countries achieved level 3 or 4 (122).

However, given that enrolment of countries in JEE exercises is on a voluntary basis, the data does not show
the full global scope of countries’ capacities.

Similar to the JEE reports, in the three years 2018/2019/2020, the SPAR assessments (123) indicated that IPC
capacity was significantly associated with national income levels. However, given that IPC was in the same
indicator for the capacity for chemical and radiation decontamination, it is difficult to draw solid conclusions.
LICs and lower-middle-income countries showed lower IPC capacity levels than upper-middle-income
countries and HICs. This was also true of WHO regions, with the African Region generally showing the lowest
capacity levels.

In 2023, the number of submissions was the highest for a reporting cycle since 2010 with 194 of 196 WHO
States Parties submitting a SPAR report (99%). The global average for the IPC capacity in 2023 remained on
the same level as previous years, averaging around 60. Among the WHO regions, the South-East Asia Region
reported a slight increase in capacity level over the years from an average score of 53 in 2021 to 59 in 2022
and 2023, while the Western Pacific Region reported a decrease in capacity from 71 in 2022 to 62 in 2023. The
other regions maintained the 2022 level (Fig. 3.1).

Fig. 3.1. Average score per SPAR indicator for IPC globally and per WHO region, 2021-2023
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Abbreviations: IPC, infection prevention and control; SPAR: State Party self-assessment annual reporting (tool).
Source: (119).

Since its inception in 2016, the quadripartite TrACSS has included a specific indicator on the status and
implementation of national IPC programmes (formerly indicator 8.1 until 2021, now indicator 3.5, Box 3.2) (124).

The distribution of countries across the five TrACSS levels according to the latest survey in 2024 are shown in
Fig. 3.2 (124). 2024 marks the year with the highest response rate in TrACSS to date, that is, 186 countries or
96% of WHO Member States.
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Box 3.2. The five levels (A to E) of classification of IPC programmes in TrACSS

B A. No national infection prevention and control (IPC) programme or operational plan is available.

I B.Anational IPC programme or operational plan is available. National IPC and water, sanitation
and hygienea (WASH) and environmental health standards exist but are not fully implemented.

C. Anational IPC programme and operational plan are available and national guidelines for
health care IPC are available and disseminated. Selected health facilities are implementing the
guidelines, with monitoring and feedback in place.

B D.Anational IPC programme available, according to the WHO IPC core components guidelines
and IPC plans and guidelines implemented nationwide. All health care facilities have a functional
built environment (including water and sanitation), and necessary materials and equipment to
perform IPC, per national standards.

B E.IPCprogrammes are in place and functioning at national and health facility levels, according to
the WHO IPC core components guidelines. Compliance and effectiveness are regularly evaluated
and published. Plans and guidance are updated in response to monitoring.

Abbreviations: TrACSS, Tracking AMR Country Self-Assessment Survey; IPC, infection prevention and control; WASH, water, sanitation and
hygiene.
Source: (124).

Fig. 3.2. Country/area map of the 2024 TrACSS results according to levels A to E (indicator 3.5)
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B A No national infection prevention and control (IPC) programme or operational plan is available.

[l B.Anational IPC programme or operational plan is available. National IPC and water, sanitation and hygienea (WASH) and
environmental health standards exist but are not fully implemented.

C. A national IPC programme and operational plan are available and national guidelines for health care IPC are available and
disseminated. Selected health facilities are implementing the guidelines, with monitoring and feedback in place.

B D. Anational IPC programme available, according to the WHO IPC core components guidelines and IPC plans and guidelines
implemented nationwide. All health care facilities have a functional built environment (including water and sanitation), and
necessary materials and equipment to perform IPC, per national standards.

B E.IPC programmes are in place and functioning at national and health facility levels, according to the WHO IPC core components
guidelines. Compliance and effectiveness are regularly evaluated and published. Plans and guidance are updated in response to
monitoring.

Data not available

Not applicable

Abbreviations: TrACSS, Tracking AMR Country Self-Assessment Survey; IPC, infection prevention and control.

Map creation date: 04 October 2024.

Map production: WHO Geographic Information Systems (GIS) Centre for Health, Department of Data and Analytics (DNA) within the
Division of Data, Analytics and Delivery for Impact (DDI).

Source: (124).
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In 2024 (2023-2024 data), 9% of countries still did not have an IPC programme or an operational plan (Figs.
3.2and 3.3, level A) and 52% of countries reported having national IPC programmes or plans that were not
being implemented, or that were being implemented only in selected health facilities (Figs. 3.2 and 3.3, levels
BandC).

Only 39% of countries reported having an IPC programme implemented nationwide (Figs.
3.2 and 3.3, levels D and E). Only 18% of responding countries had a system to monitor
the effectiveness and compliance of their implemented IPC programme (Figs. 3.2 and 3.3,
level E) (124).

Fig. 3.3. TrACSS results for the status and implementation of national IPC programmes globally, 2024

40%

31% (N=57)

30%

21% (N=39) 219% (N=38)
18% (N=34)

20%
9% (N=16)
10%
0% .

C

% of countries

Global TrACSS results by level; percentage and number of countries (total N=184)

Abbreviations: TrACSS, Tracking AMR Country Self-Assessment Survey; IPC, infection prevention and control.
Source: (124).

Looking at the 2024 TrACSS results from the perspective of country income levels, Fig.
3.4 shows that most countries reporting the highest level of progress in the national IPC
programme (levels D and E) are upper-middle-income and high-income countries.

In particular, about four of 10 HICs have an IPC programme fully in line with the WHO core components,
including their implementation and monitoring (level E), whereas less than one of 10 low-income and lower-
middle-income countries have implemented an IPC programme to such a degree.

e 3, National level
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Fig. 3.4. TrACSS results (2023-2024 data) for the status and implementation of national IPC programmes by World Bank
income level, 2024
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TrACSS results by level and income, percentage of countries (total N=184)

Abbreviations: TrACSS, Tracking AMR Country Self-Assessment Survey; IPC, infection prevention and control.
Source: (124).

Through TrACSS, it is possible to explore the temporal trends of country responses to the IPC indicator.
Looking at the last seven-year period, from 2018 to 2024, when the indicator was the same, despite slow
progress in IPC globally, the proportion of countries implementing national IPC programmes nationwide
(levels D-E) has steadily increased between 2020 (26%) and 2024 (37%) (Fig. 3.5, solid red line).

Fig. 3.5. TrACSS results (2023-2024 data) for the status and implementation of national IPC programmes by World Bank
income level, 2024

Seven-year trend: national IPC programmes (% of N=194)

9% 5%
19% 16% 16% 89%
23% o
30% D0
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29%
28%
27% 22%
22% 28% 22% 0 37%
32% 35%
29%
18%
2018 2019 2020 2021 2022 2023 2024
mmfE mmD C mmB mmA No response == Countries with nationwide implementation

of national IPC programmes (D-E)

Abbreviations: TrACSS, Tracking AMR Country Self-Assessment Survey; IPC, infection prevention and control.
Numbers are percentages of countries (N=194) reporting levels A to E for that survey year.
Source: (124).
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The above-mentioned data from SPAR and TrACSS provide a high-level overview of the situation of national
IPC programmes in recent years.

Recent analyses of the situation of implementation of the core components of IPC programmes are available
from the results of two consecutive WHO global surveys on the IPC minimum requirements at the national
level conducted in 2021-2022 and in 2023-2024 (Box 3.3).

Box 3.3. Methods of the 2021-2022 and 2023-2024 WHO global surveys on the IPC minimum requirements at the national
level

The WHO global surveys on the IPC minimum requirements at the national level were
self-assessment surveys carried out between July 2021 and January 2022 and between
November 2023 and May 2024, completed by IPC national focal points or other officials at the
ministry of health level. Submissions were done through the WHO global IPC portal (125), a
platform that supports situation analysis, tracking progress and making improvements to
IPC programmes. Responses were based on the completion of the assessment tool of the
minimum requirements for IPC programmes at the national level (9).

Abbreviation: IPC, infection prevention and control.

In light of the WHO GAP/MF (6) to enable the implementation of the global strategy on IPC (126) through
strong actions and the associated measurement of its impact, the most recent survey could act as a baseline
assessment by describing the current implementation of the minimum requirements for IPC programmes.

Overall, in the 2023-2024 global survey, 80% of countries (120 of 150) met at least 50% of the IPC
minimum requirements, while only 6% (9 of 150) fulfilled all of them. Of note, 14% (21 of 150) of
countries met 90% of the requirements (Table 3.2). Discrepancies were evident when comparing
income levels (Table 3.2; WHO, unpublished data).

Table 3.2. Proportion of countries with reported national IPC minimum requirements fulfilled across World Bank income
levels, 2023-2024

Survey level Income level Fulfilled at Fulfilled at Fulfilled 100%
least 50% least 90% _
[
>
National Total 120 (80%) 21 (14%) 9 (6%) 'i:
s
®
Low-income 18 (75%) 2 (8.3%) 1(4.2%) :
[ ]
Lower-middle-income 31 (81.6%) 6 (15.8%) 1(2.6%)
Upper-middle-income 33 (84.6%) 5(12.8%) 3 (7.7%)
High-income 38 (77.6%) 8 (16.3%) 4 (8.2%)

Source: WHO global survey on IPC minimum requirements at the national level, 2023-2024 (WHO, unpublished data).
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A total of 106 countries participated in the survey of IPC implementation conducted at the national level in
2021-2022 (127), including 13 low-, 27 lower-middle, 33 upper-middle and 33 high-income countries. Overall,
78.3% (83 of 106) of countries reported having an active national IPC programme (defined as a functioning
programme with at least one IPC trained focal point, annual work plans and budget), with no significant
differences across income levels. A slightly lower proportion (63.2%; 67 of 106) had at least a national trained
IPC focal point with dedicated time to support the programme. This means that 21.7% of countries either did
not have an IPC programme at all, or had a programme that was not active (127). Some countries may have
had a national focal point, but not a programme.

The number of countries participating in the WHO global surveys on IPC minimum requirements at the
national level significantly increased from 106 in 2021-2022 to 150 in 2023-2024, including 24 low-, 38 lower-
middle, 39 upper-middle, and 49 high-income countries (Table 3.3; WHO, unpublished data).

Overall, 71.3% (107 of 150) of countries reported having an active national IPC
programme. Upper-middle-income countries had the highest implementation at 84.6%
(33 of 39), while lower-middle-income countries had the lowest at 55.3% (21 of 38).

Only 58.7% of countries (88 of 150) reported having appointed IPC focal points with dedicated time for tasks,
with lower-middle-income countries showing a higher implementation rate at 65.8% (25 of 38) compared to
50% (12 of 24) in LICs (Table 3.3).

Table 3.3. Proportion of countries with reported established IPC minimum requirements by World Bank income level,
2023-2024: IPC programme and dedicated budget

Indicator Total (N=150) Low-income Lower- Upper- High-income
(n=24) middle- middle- (n=49)
income income
(n=38) (n=39)
Active national IPC 107 (71.3%) 18 (75%) 21 (55.3%) 33 (84.6%) 35 (72.9%)

programme exists

Protected and dedicated 66 (44%) 8(33.3%) 15 (39.5%) 22 (56.4%) 21 (43.8%)
budget allocated to IPC

Appointed IPC focal points 88 (58.7%) 12 (50%) 25 (65.8%) 24 (61.5%) 27 (56.2%)
with dedicated time

Abbreviation: IPC, infection prevention and control.
Source: WHO global survey on IPC minimum requirements at the national level, 2023-2024 (WHO, unpublished data).

Ninety-four countries participated in both the two most recent global surveys (2021-2022 and 2023-2024)

on the implementation of IPC minimum requirements at the national level and some comparisons can be
made. In 2021-2022, 78.7% (74 of 94) of countries reported having an active IPC programme at the national
level. This decreased, but not significantly to 70.2% (66 of 94) in 2023-2024 (Fig. 3.6). The appointed IPC focal
points had dedicated time for tasks in 62.8% (59 of 94) of countries in 2021-2022. This slightly decreased to
61.7% (58 of 94) in 2023-2024 (Fig. 3.6).

A comparison can also be made across the WHO global survey results from 2017-2018 (121) to 2021-2022
(127) and 2023-2024 regarding some specific key indicators for the 58 countries'! that participated in all

1 ncludes the following countries by WHO region: Africa Region (n=16): Benin, Burkina Faso, Burundi, Cameroon, Chad, Cote D’lvoire,
Ethiopia, Ghana, Guinea, Kenya, Liberia, Malawi, Mauritania, Nigeria, Uganda and Zimbabwe. East Mediterranean Region (n=12):
Afghanistan, Bahrain, Iran, Irag, Jordan, Kuwait, Oman, Qatar, Saudi Arabia, Sudan, Tunisia, and United Arab Emirates. European Region
(n=14): Bulgaria, Denmark, Finland, Georgia, Germany, Italy, Kyrgyzstan, Malta, Republic of Moldova, Netherlands, Norway, Serbia, Spain
and Sweden. Region of the Americas (n=11): Argentina, Brazil, Chile, Ecuador, Jamaica, Nicaragua, Panama, Paraguay, Peru, Trinidad
and Tobago and the United States of America. South-East Asia Region (n=1): Thailand. Western Pacific Region (n=4): China, Malaysia,
Philippines and Singapore.
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three surveys. The proportion of countries having a national IPC programme increased during the first years
of the COVID-19 pandemic (82.8%; 48 of 58) in 2021-2022 versus 65.5% (38 of 58) in 2017-2018, but again
dropped to 69% (40/58) in 2023-2024 (WHO, unpublished data). In addition, there was a significant increase
in countries having a trained IPC focal point with dedicated time to support the programme from 2017-2018
(22.4% [13 of 58]) t0 62.1% (36 of 58) in 2021-2022. This was maintained in 2023-2024 with 65.5% of countries
(38 of 58; WHO unpublished data), suggesting that the COVID-19 pandemic may have accelerated the pace of
global IPC programme implementation on the one hand, but attention gained may have waned in these 58
countries in 2023-2024, as demonstrated by some indicators.

National IPC programmes require a sustainable and dedicated budget to enable action and
planned activities.

According to the 2021-2022 WHO global survey on national IPC minimum requirements, only 40.6% of
countries (43 of 106) reported that they had a protected and dedicated budget according to planned activities
for IPC. Large disparities were observed across income levels, ranging from 15.4% (2 of 13) in LICs to 69.7%
(23 of 33) in HICs (127).

In 2023-2024, less than one half of all countries (44%; 66 of 150) had a dedicated budget,
with upper-middle-income countries leading at 56.4% (22 of 39) compared to 33.3% (8/24)
in LICs (Table 3.3).

Comparing only the 94 countries that participated in both surveys, the results regarding this indicator are
similar (40.4% (38 of 94) of countries in 2021-2022 versus 44.7% (42 of 94) in 2023-2024 (Fig. 3.6).

However, the data from these last two surveys show an increase in the proportion of countries having a
dedicated IPC budget with only 27.6% of countries (16 of 58) in 2017-2018 (121). This might indicate that
increased attention and prioritization was being given to IPC in the context of the COVID-19 pandemic. While
these improvements are undoubtedly remarkable, they need to be sustained. Unfortunately, the proportion
of countries having a dedicated IPC budget in 2023-2024 did not increase further (43.1% (25 of 58); WHO
unpublished data).

It would be important to understand and support the process used in the development of budget plans
for IPC, including what are the essential considerations to be made for the development of an IPC budget.
Another critical consideration is how elements of the national IPC plans could be funded through other
complementary programmes that may have common objectives, such as AMR, WASH, quality of care and
patient safety.

e 3. National level
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Fig. 3.6. Selected comparisons among participants in both national IPC global surveys (2021-2022 and 2023-2024: N=94
countries): percentage of countries with an active IPC programme, dedicated time for IPC focal points, and a dedicated
budget for IPC
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3.3 Implementation of IPC guidelines, and training and
education

Guidelines are necessary to set standards and inform IPC training, implementation, and
monitoring.

All countries should develop and make available a set of evidence-based, national IPC guidelines approved
by the ministry of health to reduce the burden of HAls and AMR (2, 3, 5) as part of the core components and
minimum requirements for IPC programmes. Furthermore, an active role by the national IPC team to support
the implementation of the best practices included in the guidelines at the point of care including health
workers’ training is strongly recommended.

These recommendations regarding guidelines and their implementation are reflected in the WHO IPC GAP/
MF (6) in specific key actions and indicators under strategic direction #2 (“Active IPC programmes”) for the
national level (Table 3.4).

Table 3.4. 2024-2030 WHO global action plan and monitoring framework key actions, core indicators and targets:
national IPC guidelines

Action Indicator(s) Target

Strategic direction #2. Active IPC programmes

Key action #4 Evidence-based IPC guidelines and No specific target.
Develop national IPC guidelines, policies available at the national
including policies for enabling level.

environments for IPC, infrastructure,
supplies and infection prevention
among health and care workers

at facility level, and link these
guidelines with strategic principles
for the control of AMR.

Abbreviation: AMR, antimicrobial resistance; IPC, infection prevention and control.
Source: (6).

Standardized and evidence-based IPC national guidelines are the critical starting point for achieving best IPC
practices at the point of care, but their value is jeopardized if there are no implementation and monitoring
plans and activities.

The 2021-2022 global survey on IPC minimum requirements at the national level showed that the national
IPC programme had a mandate to produce IPC guidelines in 90.6% (96 of 106) of countries. In 84.9% (90

of 106) of countries, national guidelines were evidence-based and according to international/national
standards. However, fewer countries stated that they engaged in actions to support implementation and
local adaptation (72.6%; 77 of 106), with no significant differences across income levels (127).

e 3. National level

In 2023-2024, 90.7% (136 of 150) of countries reported that their national IPC programme had a mandate
to produce guidelines for preventing and controlling HAI (Table 3.5), with minimal variations across income
levels.
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The development of guidelines using evidence-based scientific knowledge was reported
by 88% (132 of 150) of countries, while 82% (123/150) of countries actively addressed
guideline adaptation. Implementation was high across all income levels with eight to nine
of 10 countries having met these requirements (Table 3.5) (WHO, unpublished data).

Table 3.5. Proportion of countries with reported established IPC minimum requirements by World Bank income level,
2023-2024: IPC guidelines

Indicator Total (n=150) Low-income Lower- Upper- High-income
(n=24) middle- middle- (n=49)
income income
(n=38) (n=39)
National IPC programme 136 (90.7%) 23 (95.8%) 33 (86.8%) 36 (92.3%) 44 (91.7%)
with mandate to produce
guidelines.
Guidelines development 132 (88%) 21 (87.5%) 33 (86.8%) 35 (89.7%) 43 (89.6%)

with the use of evidence-
based scientific knowledge
and international/national
standards.

Guideline adaptation and 123 (82%) 20 (83.3%) 30 (78.9%) 35 (89.7%) 38 (79.2%)
standardization to reflect
local conditions.

Abbreviation: IPC, infection prevention and control.
Source: WHO global survey on IPC minimum requirements at the national level, 2023-2024 (WHO, unpublished data).

In the 94 countries that participated in both surveys, no major changes were observed in the first two
indicators (Fig. 3.7), whereas an increase was observed in the proportion of countries reporting that they
addressed guideline adaptation to reflect local conditions (Fig. 3.7)

The comparison between the WHO 2017-2018 (121),2021-2022 (127) and 2023-2024 surveys seems to
indicate increased attention by countries on the importance to have standardized, evidence-based IPC
national guidelines.

The WHO recommendations on national IPC guidelines include a critical point on the need for health care
workers’ practical training on recommended IPC practices, coordinated by the national IPC programme or
focal point (2, 3).

e 3. National level

IPC training and education are needed for effective implementation of IPC guidelines
and standard operating procedures.

These recommendations and standards regarding IPC training and education are strongly emphasized for
action in the WHO GAP/MF on IPC under strategic direction #4 (“Knowledge about IPC among health and care
workers and career pathways for IPC professionals”) for the national level (Table 3.6). At a minimum, countries
should set a national policy requiring all health care workers to undergo in-service practical IPC training
according to a curriculum aligned with national guidelines, and should evaluate the effectiveness of training (5).
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Fig. 3.7. Selected comparisons among participants in both national IPC global surveys (2021-2022 and 2023-2024: N=94
countries): percentage of countries with key IPC minimum requirements for IPC guidelines in place
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Abbreviation: IPC, infection prevention and control.
Source: WHO global survey on IPC minimum requirements at the national level (WHO, unpublished data).

» 6. The way forward

The data from the 2021-2022 WHO global survey on IPC minimum requirements at the national level show
that, while only 39.6% of countries (42/106) reported having a national IPC curriculum for in-service training
developed in alignment with national guidelines and approved by national bodies, 71.7% (76/106) and 82.1%
(87/106) of countries provided guidance/recommendations and also content and support for these training
activities, respectively (127).

> 5. Regional focus

In 2023-2024, a national IPC curriculum for in-service training was available in only 38%
(57/150) of countries, with no difference across income levels (Table 3.7) but 1 72.7%
(109/150) of countries provided guidance for in-service IPC training at the facility level
(Table 3.7), without notable difference across income levels.

> 4. Facility level
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Table 3.6. 2024-2030 WHO global action plan and monitoring framework key actions, core indicators and targets: IPC

in-service training

Action

Indicator(s)

Target

professionals

Strategic direction #4. Knowledge about IPC among health and care workers and career pathways for IPC

Key action #4

Develop a national in-service®
curriculum on IPC (or adopt an
international one) for all health and
care workers, in particular frontline
clinical, cleaning and management
staff, and create a national (or
subnational) training programme to
support in-service IPC training.

National in-service IPC
curriculum developed (by 2026).
National (or subnational) IPC
training programme to support
in-service training created (by
2028), introduced and regularly
updated (by 2030).

Proportion of countries with a
national in-service curriculum
on IPC.

Increase of the proportion of
countries having an IPC training
programme for health and care
workers to:

30% by 2026

50% by 2028

>80% by 2030

Key action #5

Mandate that all health and care
workers, in particular frontline
clinical, cleaning and management
staff, receive education and training
in standard operating procedures for
IPC upon employment and regularly
(for instance, annually) thereafter.

Legal mechanism or well-
defined strategies established to
mandate IPC in-service training
(by 2028).

Proportion of facilities providing
and/or requiring mandatory
training for all health and care
workers, in particular frontline
clinical and cleaning staff, upon
employment and annually
thereafter, as well as for
managers upon employment.
Proportion of facilities achieving
all WHO minimum requirements
for IPC training and education
according to facility level.
Proportion of countries with a
national (or subnational) IPC
training programme.

Core target: increase of the
proportion of facilities providing
and/or requiring training to all
frontline clinical and cleaning staff
upon employment and annually and
to managers upon employment to:

30% by 2026

60% by 2028

>90% by 2030

Abbreviation: IPC, infection prevention and control.

2 In-service: training that is given to employees during the course of employment and carried out by an institution or agency. It includes

orientation programmes.
Source: (6).

Support for IPC training of health workers was reported by 81.3% (122/150) of countries, and by almost all
low-income countries (95.8%; 23/24) (WHO, unpublished data).

These findings underline the need for countries to adopt a systematic approach for developing an IPC
curriculum to improve the knowledge of front-line staff and to put in place systems for monitoring curriculum
implementation. However, as mentioned above, the two most recent global surveys also revealed that the
national IPC programmes need to take action to provide guidance, content and support for IPC training at the

facility level.

Itis also interesting to note that the indicators related to IPC guidelines and IPC training did not show
significant differences across country income levels, suggesting that these activities might not strictly

depend on the resources available. Conversely, indicators related to the existence of an active national IPC
programme supported by a dedicated budget did vary across country income levels and indeed they are
components that require intensive resources and sustainability.
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Table 3.7. Proportion of countries with reported established IPC minimum requirements by World Bank income level,
2023-2024: training and education

Indicator Total (n=150) Low-income Lower- Upper- High-income
(n=24) middle- middle- (n=49)
income income
(n=38) (n=39)
The national IPC programme 109 (72.7%) 15 (62.5%) 30 (78.9%) 28 (71.8%) 36 (75%)

provides guidance and
recommendations for in-
service IPC training.

The national IPC programme 122 (81.3%) 23 (95.8%) 34 (89.5%) 31 (79.5%) 33 (68.8%)
provides content and
support for IPC training.

A national IPC curriculum 57 (38%) 10 (41.7%) 17 (44.7%) 12 (30.8%) 17 (35.4%)
for in-service training is

available.

A national system and 53 (35.3%) 7(29.2%) 15 (39.5%) 15 (38.5%) 16 (33.3%)

schedule of IPC curriculum
monitoring and evaluation is
available.

Abbreviation: IPC, infection prevention and control.
Source: WHO global survey on IPC minimum requirements at the national level, 2023-2024 (WHO, unpublished data).

e 3. National level
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3.4 Documenting the progress and impact of IPC
implementation: HAI surveillance and monitoring of IPC
practices and feedback

Surveillance of HAl and related AMR is critical to inform and guide IPC strategies and
interventions.

As a core component of IPC programmes, WHO strongly recommends that national HAI surveillance
programmes and networks be established and incorporate timely data feedback mechanisms in order to
monitor progress on HAl and AMR prevention (2). This recommendation is strongly reinforced in the WHO
IPC GAP/MF (6) in specific key actions and indicators under strategic direction #5 (“Data for action”) for the
national level (Table 3.8), including the fact that increasing the proportion of countries with a national HAI
and related AMR surveillance system is one of the eight core targets of the GAP/MF (Table 3.8).

Table 3.8. 2024-2030 WHO global action plan and monitoring framework key actions, core indicators and targets: HAI
surveillance

Action Indicator(s) Target

Strategic direction #5. Data for action

Key action #2 1. Nationalstrategic plan for Core target: increase of the
Establish and/or strengthen a surveillance of HAls and proportion of countries with a
national surveillance system for related AMR (with a focus on national surveillance system for HAIs
HAls and related AMR, including for priority infections based on the and related AMR to:

early warning, with the ability to local context) developed by 30% by 2026

detect epidemic- and pandemic- a multidisciplinary technical 50% by 2028

prone pathogens, and for monitoring group (by 2026) within the >80% by 2030
antimicrobial consumption. context of a broader surveillance

Ensure also that tertiary/secondary system.

health care centres (at least referral 2. National/subnational

centres) participate in national surveillance system for HAIs

or international HAl and AMR and related AMR (including

surveillance networks. for early warning, with the

ability to detect epidemic- and

pandemic-prone pathogens

causing HAls) established and
supported (including financially)
by governmental and national/
subnational authorities (by

2028).

Proportion of tertiary/

secondary health care facilities

participating in the national/
subnational or international
network for surveillance of HAIs
and related AMR, if existing.

4. Proportion of tertiary/
secondary health care facilities
having a surveillance system for
HAls and related AMR, including
for early warning, with the
ability to detect epidemic- and
pandemic-prone pathogens.

T:S
>
K]
T
s
= 3
[}
=
)
[ ]

Abbreviations: HAls, health care-associated infections; AMR, antimicrobial resistance.
Source: (6).
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Recognizing the challenges experienced in low-resource settings, WHO identified having at least a national
strategic plan and a national multidisciplinary technical group for HAI surveillance, as a minimum
requirement at the national level (5).

In 2021-2022 only 62.3% of countries (66/106) reported having a national strategic plan for HAl surveillance.
Significant differences were observed across income levels, ranging from 46.2% (n=6) to 84.8% (n=28) of LICs
to HICs. Similarly, available expertise for HAI surveillance differed across income levels, with more HIC than
LICs reporting an established multidisciplinary technical group for HAI surveillance at national level (90.9%
[n=30] vs. 46.2% [n=6]) (127).

A similar situation was seen in the 2023-2024 survey: a multidisciplinary technical group for HAI surveillance
was established at the national level in only 53.3% (80/150) of countries (Table 3.9). HICs had the highest
implementation at 70.8% (34/49), while LICs had the lowest at 25% (6/24). A national strategic plan for HAI
surveillance was developed by half of the countries (75/150), with significant differences between HICs and
low- and lower-middle-income countries (Table 3.9) (WHO, unpublished data).

Table 3.9. Proportion of countries with reported established IPC minimum requirements by World Bank income level,
2023-2024: HAl surveillance

Indicator Total (n=150) Low-income Lower-middle- Upper-middle- High-income
(n=24) income (n=38) income (n=39) (n=49)

A multidisciplinary technical 80 (53.3%) 6 (25%) 17 (44.7%) 23 (59%) 34 (70.8%)

group for HAI surveillance

exists.

A national strategic plan for 75 (50%) 4 (16.7%) 14 (36.8%) 23 (59%) 33 (68.8%)

HAI surveillance exists.

Abbreviation: IPC, infection prevention and control; HAI, health care-associated infection.
Source: WHO global survey on IPC minimum requirements at the national level, 2023-2024 (WHO, unpublished data).

In 2022, a WHO global patient safety survey reported that 51% of countries (470f 108) had
a national system for HAI surveillance, regularly producing quality-controlled data, and
35% of countries were in the process of developing such a system (27).

However, these countries were mostly HICs and upper-middle-income countries, which reflects the fact
that setting up and maintaining an active and quality-controlled HAI surveillance system is highly resource-
intensive. The section on IPC in the SPAR tool also includes a specific indicator on HAI surveillance capacity.
Data from the last three years (Fig. 3.8) show a situation that is quite consistent with the above-mentioned
results of the surveys, essentially indicating no progress in the average global score. Through these
assessments, the European Region had the highest scores and the African Region the lowest.

No improvement was observed in the SPAR capacity related to HAI surveillance globally and in most regions
between 2021 and 2023. The establishment of multidisciplinary technical groups for HAl surveillance and the
development of national strategic plans for HAI surveillance both saw declines, with significant drops in LICs.
This highlights critical gaps in HAI surveillance planning and the need for targeted support in these areas.
Hand hygiene compliance monitoring and feedback also decreased in LICs, indicating less attention to this
crucial aspect of IPC.

e 3. National level
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Fig. 3.8. Average score per SPAR indicator C.9.2 (HAI surveillance) globally and per WHO region, 2021-2023
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Source: (119).

Another core component that is recommended by WHO as critical to inform IPC
strategies and action is monitoring key indicators of IPC processes, infrastructure and
practices and providing timely feedback on the results to relevant stakeholders (2).

Undertaking these assessments is relatively simpler and more affordable than conducting HAI surveillance.
Having not only a strategic plan and a national multidisciplinary technical group, but also a system in place
for monitoring of IPC indicators are WHO minimum requirements (5). Furthermore, appropriate hand hygiene
monitoring with feedback is strongly recommended by WHO as a key performance indicator at the national
level and as an IPC minimum requirement at the facility level (2, 3, 5). Monitoring and auditing efforts should
be matched by training on ways to collect the data, including an integrated system for the collection, analysis
and feedback of data.

e 3. National level

These recommendations and minimum requirements are reflected and reinforced in the GAP/MR on IPC
under strategic direction #5 (“Data for action”) for the national level (Table 3.10) (6).

The results of the 2021-2022 WHO global survey on IPC minimum requirements at the national level show
that approximately only one half of countries (51.9%; 55 of 106) reported having a strategic plan for IPC
monitoring, including an integrated system for data collection and analysis, with significant differences
across country income levels (LICs, 46.2% [n=6] versus HICs, 72.7% [n=24]). Most countries (78.3%; 83 of 106)
reported having a minimal set of core IPC indicators for health care facilities and 66% (70 of 106) identified
hand hygiene compliance monitoring and feedback as a key national indicator, at least for reference hospitals
(127).
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Table 3.10. 2024-2030 WHO global action plan and monitoring framework key actions, core indicators and targets: IPC
monitoring and feedback

Action Indicator(s) Target

Strategic direction #5. Data for action

Key action #1 1. National strategic plan for IPC Increase of the proportion of
Establish and/or strengthen national monitoring in place, including countries with a national IPC
IPC monitoring system and ensure an integrated IPC monitoring monitoring system to:

that health care facilities participate system for collection, analysis 30% by 2026

in the national IPC monitoring and feedback of data. 50% by 2028

networks. 2. Proportion of tertiary/ >80% by 2030

secondary-level health
care facilities having an
IPC monitoring system for
collection, analysis and
feedback of data.

3. Proportion of countries with a
national IPC monitoring system
(indicator for global reporting).

Key action #3 1. Hand hygiene compliance No specific target
Establish and/or strengthen a system monitoring and feedback

for monitoring hand hygiene in established as a key national

health care facilities as a key national indicator, at the very least for

indicator. reference hospitals (by 2026).

2. National programme for
improving hand hygiene
compliance in place (by 2026).

3. National hand hygiene
monitoring system (compliance
or product consumption)
established and implemented
(by 2028).

4. Proportion of health care
facilities at all levels monitoring
hand hygiene and providing
data through the national
system.

Abbreviation: IPC, infection prevention and control.
Source: (6).

The presence of a strategic plan and system for IPC monitoring did not change in 2023-
2024, with 51.3% of countries (77 of 150) reporting them to be in place (Table 3.11).

A minimal set of core indicators for health care facilities was defined in 73.3% (110 of 150) of countries and
hand hygiene compliance monitoring and feedback was identified as a key national indicator in 68% (102 of
150) of countries (Table 3.11). HICs and upper-middle income countries showed the highest implementation
for all indicators, except for having a minimal set of core indicators, which was reported by a higher
percentage of lower-middle income countries (WHO, unpublished data).

e 3. National level

Among the 94 countries that participated in both surveys, no substantial improvement of these indicators for
IPC monitoring and evaluation was noted between 2021-2022 and 2023-2024 (Fig. 3.9) (WHO, unpublished
data).

The slight reduction in the proportion of countries measuring hand hygiene compliance as a national
indicator in 2023-2024 might be due to different people completing the surveys but also to a real decline of
attention and capacity with the COVID-19 pandemic waning in the last couple of years.
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Table 3.11. Proportion of countries with reported established IPC minimum requirements by World Bank income level,
2023-2024: monitoring and evaluation

Indicator Total (n=150) Low-income Lower-middle- Upper-middle- High-income
(n=24) income (n=38) income (n=39) (n=49)
A strategic plan for IPC 77 (51.3%) 11 (45.8%) 18 (47.4%) 19 (48.7%) 28 (58.3%)

monitoring is in place.

A minimal set of core 110 (73.3%) 13 (54.2%) 32 (84.2%) 27 (69.2%) 37 (77.1%)
indicators is defined.

Hand hygiene compliance 102 (68%) 12 (50%) 24 (63.2%) 28 (71.8%) 37 (77.1%)
monitoring and feedback as
a key national indicator.

Abbreviation: IPC, infection prevention and control.
Source: (6).

Fig. 3.9. Selected comparison among participants in both national IPC global surveys (2021-2022 and 2023-2024: N=94
countries). Percentage of countries with key IPC minimum requirements for IPC monitoring and evaluation in place
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Abbreviation: IPC: infection prevention and control.
Source: WHO global survey on IPC minimum requirements at the national level (WHO, unpublished data).
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3.5 Adoption of the multimodal approach for IPC
implementation

MMIS are the most effective way to implement IPC interventions, including hand
hygiene, and achieve reduction of harm to patients due to HAIs (2, 19-22).

WHO strongly recommends that MMIS should be supported and coordinated by national IPC programmes
and implemented at the facility level (2-4). As a minimum requirement, national focal points should be
knowledgeable regarding the application of these strategies, coordinate/support their implementation,
and include them in national training programmes (5). Consequently, they should be used to reduce HAls in
health care facilities, according to local priorities.

These recommendations and minimum requirements are reflected and reinforced in the GAP/MR on IPC
under strategic direction #2 (“Active IPC programmes”) for the national level (Table 3.1).

In the past, the promotion of MMIS by the national IPC programme was not common and limited mainly to
hand hygiene interventions. Indeed, in the WHO 2017-2018 global survey (121, 127), only 52.3% (46 of 88;
95% Cl, 41.8-62.7) of countries reported their use, with only 17.4% of LICs. In countries that participated

in the WHO 2017-2018 global survey, as well as in the following ones in 2021-2022 and 2023-2024, the
progressive understanding and promotion of MMIS progressively improved (53.4% versus 79.3%, versus 81%,
respectively) (WHO, unpublished data).

In the 2021-2022 global survey, 70.8% (75 of 106) of responding countries reported that MMIS were included
as the best implementation approach in national IPC guidelines and IPC education and training, with no
differences across income levels. A similar percentage of countries stated that the national IPC focal point
coordinates support for the local implementation of IPC improvement interventions (74.5%; 79 of 106) (127).

In 2023-2024, 71.3% (107 of 150) of countries had a trained national IPC focal point with a
knowledge of implementation science and MMIS (Table 3.12; WHO unpublished data).

Upper-middle-income countries had the highest implementation at 79.5% (31 of 39), while lower-
middle-income countries had the lowest at 63.2% (24 of 38). The coordination and support of the local
implementation of IPC improvement interventions were reported by 76.7% (115 of 150) of countries. LICs
showed the highest proportion at 83.3% (20 of 24), followed by upper-middle-income countries at 76.9% (30
of 39), lower-middle-income countries at 76.3% (29 of 38), and HICs at 72.9% (35 of 49). MMIS were promoted
within the development of IPC guidelines, education and training in 75.3% (113 of 150) of countries. HICs
had the highest implementation at 83.3% (40 of 49), while LICs had the lowest at 70.8% (17 of 24) (Table 3.12;
WHO unpublished data).

e 3. National level

Comparing countries that participated in both surveys, indicators related to MMIS remained stable with a
slight increase in the proportion of countries reporting that they promoted MMIS for the implementation of
IPC interventions (Fig. 3.10).
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Table 3.12. Proportion of countries with reported established IPC minimum requirements by World Bank income level,
2023-2024: monitoring and evaluation

Indicator Total (n=150) Low-income Lower-middle- Upper-middle- High-income
(n=24) income (n=38) income (n=39) (n=49)
IPC focal point with 107 (71.3%) 16 (66.7%) 24 (63.2%) 31(79.5%) 35 (72.9%)

a knowledge of
implementation science and
MMIS.

The national IPC focal point 115 (76.7%) 20 (83.3%) 29 (76.3%) 30 (76.9%) 35 (72.9%)
coordinates/supports local

implementation of IPC

improvement interventions.

§ MMIS are promoted. 113 (75.3%) 17 (70.8%) 27 (71.1%) 28 (71.8%) 40 (83.3%)
(]
E Abbreviations: IPC, infection prevention and control; MMIS, multimodal improvement strategies.
A Source: WHO global survey on IPC minimum requirements at the national level, 2023-2024 (WHO, unpublished data).
D
g
9 Fig. 3.10. Selected comparisons among participants in both national IPC global surveys (2021-2022 and 2023-2024: N=94
% countries): proportion of countries with key IPC minimum requirements for MMIS in place
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Chapter 4.
IPC implementation at the health care
facility level

O~ 4.1 Key messages

L 4

Global surveys carried out by WHO in 2019 and in 2023-24 across all six WHO regions and all
World Bank income levels provide a snapshot of the implementation of IPC core components in
health care facilities.

The level of implementation of IPC core components ranged from “inadequate” to “advanced”,
with significantly lower scores in LICs and LMICs compared with HICs. On average, LICs scored at
a “basic” level of IPC implementation.

HICs had more developed IPC in place for all core components, while lower-income countries
had a notably poor implementation of IPC guidelines, training and education, monitoring, audit,
feedback and HAl surveillance.

At the facility level, IPC minimum requirements must be in place to provide at least the minimum
protection and safety to patients, health workers and visitors. The 2019 survey showed that

only 15.2% of participating facilities met all indicators designated as WHO IPC minimum
requirements, whereas 92.9% met at least one half of these indicators. No facility in any LIC had
all the IPC minimum requirements in place, and only 19.0% of tertiary specialized health care
facilities in HICs had implemented all of them.

In the 2023-2024 global survey, the percentage of participating facilities that met all the
minimum requirements did not change compared to 2019 (15.8%), whereas 75.5% of facilities
met at least 50% of the IPC minimum requirements. In LICs, only 35.7% of facilities met at least
50% of the requirements, and a mere 0.6% met all of them. In contrast, HICs showed a much
higher ability to meet the requirements, with 98.8% meeting at least 50% and 27.9% fulfilling all
requirements.

Even where IPC programmes exist, they are often not able to function appropriately and
sustainably in an enabling environment. In 2019, IPC programmes existed in almost all secondary
and tertiary health care facilities. However, particularly in LMICs, the facilities lacked full-time

IPC professionals, an allocated IPC budget, routine microbiological laboratory support and
appropriate workload, staffing and bed occupancy.

This is still the case with respect to overall scores on the implementation of IPC minimum
requirements in 2023-2024, thus highlighting the ongoing disparity in IPC programme
effectiveness and resource availability between different income levels.

In the 2023-2024 WHO global survey, 65.6% of primary facilities, 75.4% of secondary facilities,
and 83.2% of tertiary facilities reported having sufficient PPE, with significant differences across
income levels.

The 2024 report by the WHO/United Nations Children’s Fund (UNICEF) Joint Monitoring
Programme (JMP) for Water Supply, Sanitation and Hygiene provided a striking picture (2022
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data): 1.7 billion people were using health care facilities that lack basic water services and 697
million were using facilities with unimproved toilets or no toilets.

¢ Inthe 2023-2024 WHO global survey, 74.7%, 83.3% and 85.4% of primary, secondary and tertiary
care facilities, respectively, reported having continuously available water services, with HICs
always reporting 100% availability and significant differences with other income levels.

¢ Appropriate hand hygiene practices can save lives, is effective in preventing infections, generates
economic savings, and is an IPC minimum requirement in all health care facilities.

¢  The 2024 JMP report on WASH in health care facilities revealed that about two out of five (43%)
lacked hand hygiene services (either soap and water or alcohol-based handrubs) at the point of
care or at toilets. This translates to 3.4 billion people using health care facilities that lack basic
hygiene services (hand hygiene facilities at points of care and toilets).

¢ The WHO global survey on hand hygiene programmes in health care facilities conducted in
2019 showed an intermediate implementation level (350/500 points) overall, with significant
differences according to the income level of participating countries (“advanced” in HICs and
“basic” in LICs), showing a disparity between hand hygiene practice implementation in resource-
rich and resource-poor settings.

¢ In2023-2024, 75.2%, 81% and 84.2% of primary, secondary, and tertiary health care facilities,
respectively, reported having functioning hand hygiene stations at all points of care, with
significant differences between HICs and LICs.

¢ The availability of resources seems to be an important driver in the implementation of
appropriate hand hygiene. However, a sustained improvement of hand hygiene practices is
possible only in an enabling organizational environment and institutional culture (the so-called
“institutional safety climate”). Yet, within multimodal hand hygiene improvement strategies, the
element scoring the lowest in 2019 was having an institutional safety climate for hand hygiene.

4.2 Implementation of the IPC core components

The IPC core components recommended for the national level are also critical for effective IPC in health care
facilities. This is generally supported by a broader and/or stronger body of scientific evidence (2, 20, 22). The
first six core components are the same at facility level as those at the national level, with adaptations and
differentiation according to the type of care provided (from tertiary to primary care) (see chapter 1.1). At the
facility level, two additional core components are recommended by WHO which are critical to ensure that
adequate staffing, infrastructure and supplies support appropriate IPC practices (see chapter 1.1). Specific
IPC minimum requirements also exist to ensure the basic implementation of IPC according to the type of
health care facility (5).

® 4, Facility level

A global survey conducted by WHO in 2019 just before the start of the COVID-19 pandemic provided a
snapshot on the implementation of the IPC core components in 4440 health care facilities in 81 countries
across all six WHO regions and all World Bank income levels (8, 128). The survey was based on the IPC
Assessment Framework (IPCAF) (13, 128) for acute health care facilities. IPCAF is a structured, self-
administered, validated tool that assesses a detailed list of 81 indicators related to the IPC core components.
It provides an overall and by-component scoring system ranging from 0 to 800 and determining facility
allocation to four different levels, from “inadequate” to “advanced”.

Implementation of IPC core components among the participating facilities ranged from “inadequate” to
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“advanced”, with a total weighted IPCAF median score of 605 (IQR, 450.4-705), corresponding to the lower
range of the “advanced” level. However, as it is likely that participating facilities had a specific commitment
to improving IPC, this could have led to an overestimation of the IPCAF scores. Significantly lower scores
were found in LICs (385, IQR: 279.7-442.9), lower-middle-income countries (500.4; IQR, 345-657.5) and

public facilities (515; IQR, 385-637.8) (Fig. 4.1). The largest differences between LICs and HICs concerned

core components 4 (“HAI surveillance”) and 6 (“monitoring, audit of IPC practices and feedback”), both

of which require more expertise, time and investment to be implemented (128). Facilities from the WHO
Eastern Mediterranean Region scored the highest, closely followed by the WHO European and Western Pacific
Regions. Large differences were also noted in scores within each region, indicating different levels of progress
in IPC. This probably reflects once again the disparities in resources available.

Fig. 4.1. IPCAF weighted scores by income level (A) and by WHO region and core component (B), 2019
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Abbreviations: IPC, infection prevention and control; IPCAF, IPC Assessment Framework.
Source: 2019 WHO global survey on IPC programmes at the facility level (128).

In 2023-2024, WHO undertook a similar global survey, but based on the assessment tool of the WHO
minimum requirements for IPC programmes (5) at the facility level, which represents a simplified version

of the IPCAF tool used for the 2019 global survey. This tool is a structured, closed-formatted questionnaire,
available for three levels of health care, that is, primary, secondary or tertiary care. The respective tools cover
a total of 26 indicators for the primary health care facility (10), 37 indicators for the secondary (11), and 45
indicators for the tertiary level (12).
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A total of 5537 health care facilities representing 92 countries participated in the 2023-
2024 WHO global survey, including 3795 primary care facilities, 1110 secondary care
facilities, and 632 tertiary care facilities.

When comparing the results from the 2019 global survey (Fig. 4.1.) with the 2023-2024 survey on IPC
minimum requirements, the variation of overall scores showed the same pattern across income levels (Fig.
4.2.A, B, C). The discrepancy was most prominent at the primary care level (WHO, unpublished data). Of note,
comparisons between the two surveys should be interpreted with caution as the sample included in the two
surveys was partially different.

Similar to results from the 2019 global survey (Fig. 4.1), the overall scores also varied according to region,
with the Africa and South-East Asia Regions consistently scoring lower than other regions across the different
care levels (Fig. 4.3.A, B, C).

In 2019, the highest scores were for core components 8 (“built environment, materials and equipment for
IPC”) and 2 (“IPC guidelines”) (Fig. 4.1). The lowest scores were for core components 7 (“workload, staffing
and bed occupancy”) and 3 (“IPC education and training”).

In 2019, a significantly higher total IPCAF score was associated with tertiary care facilities (71.6 points higher
[95% Cl, 20.4-122.8]) compared with primary care facilities (128). In 2023-2024, although tertiary care
facilities had a higher overall median total score of 86.7 (95% Cl, 71.1-97.8) for the implementation of IPC
minimum requirements, primary care facilities were not far behind with a median of 76.9 (95% Cl, 42.3-96.2)
(WHO, unpublished data).

In the 2019 survey, only 15.2% of facilities met all IPC minimum requirements, with none being in LICs and
with overall IPCAF scores significantly lower in LICs than in HICs (128). Unfortunately, in general, results
regarding the ability of health care facilities to meet the minimum requirements did not improve in the
2023-2024 global survey. However, the sample included in the two surveys was partially different.

® 4, Facility level
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Fig. 4.2. Average IPC minimum requirements score across primary, secondary and tertiary health care facilities by
country income level, 2023-2024
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Source: WHO global survey on IPC minimum requirements at the facility level, 2023-2024 (WHO, unpublished data).
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Fig. 4.3. Average IPC minimum requirements’ score across primary, secondary and tertiary health care facilities by WHO

region, 2023-2024
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Overall, in 2023-2024, 75.5% of facilities met at least 50% of the IPC minimum
requirements, 34% met 90% of them, while only 15.8% fulfilled all of them (Table 4.1).
Discrepancies were evident when comparing income levels (WHO, unpublished data).

Table 4.1. Percentage of the IPC minimum requirements met across primary, secondary and tertiary health care facility
and income levels, 2023-2024

income

Level of care Income level Met at Met at Met 100% of the MR
least 50% of the MR  least 90% of the MR
Primary Total 2711 (71.4%) 1236 (32.6%) 617 (16.3%)
Low income 121 (24%) 6(1.2%) 2 (0.4%)
Lower-middle- 1232 (64.5%) 338 (17.7%) 146 (7.6%)
income
Upper-middle- 1246 (98.5%) 820 (64.8%) 426 (33.7%)
income
High income 112 (96.6%) 72 (62.1%) 43 (37.1%)
Secondary Total 911 (82.1%) 372 (33.5%) 159 (14.3%)
Low income 67 (66.3%) 3 (3%) 2 (2%)
Lower-middle- 448 (74.5%) 163 (27.1%) 60 (10%)
income
Upper-middle- 261 (95.6%) 130 (47.6%) 62 (22.7%)
income
High income 135 (100%) 76 (56.3%) 35 (25.9%)
Tertiary Total 561 (88.8%) 277 (43.8%) 98 (15.5%)
Low income 54 (75%) 4 (5.6%) 0 (0%)
s Lower-middle- 180 (79.3%) 86 (37.9%) 33 (14.5%)
> income
8 Upper-middle- 171 (97.2%) 99 (56.2%) 29 (16.5%)
< income
[ ]
High income 156 (99.4%) 88 (56.1%) 36 (22.9%)
Primary, secondary, Total 4183 (75.5%) 1885 (34%) 874 (15.8%)
tertiary
Low income 242 (35.7%) 13 (1.9%) 4 (0.6%)
Lower-middle- 1860 (67.9%) 587 (21.4%) 239 (8.7%)

Upper-middle- 1678 (97.9%) 1049 (61.2%) 517 (30.2%)
income
High income 403 (98.8%) 236 (57.8%) 114 (27.9%)

Abbreviation: MR, minimum requirements.
Source: WHO global survey on IPC minimum requirements at the facility level, 2023-2024 (WHO, unpublished data).
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The disparities noted across income levels in both surveys are of particular concern,
with HICs consistently showing higher rates of meeting IPC minimum requirements and
LICs struggling to meet even one half of IPC minimum requirements.

This emphasizes the need for targeted interventions and support to improve IPC practices in lower-income
settings.

The WHO IPCAF is progressively being used by facilities to assess their IPC situation locally (129, 130),
regionally (131-133) or even to conduct nationwide surveys (134-142). Four nationwide studies identified core
component 7 (“workload and staffing levels”) as a critical area for improvement, among others (134-137).
Some studies showed that the IPCAF can be used as a situational self-assessment tool to monitor progress
over time (139-141). As an example, repeated nationwide assessments in Sierra Leone helped to identify
critical needs and guide action plan development and impact evaluation over time (139). The nationwide
follow-up assessment in German hospitals re-confirmed an already high degree of IPC implementation across
all relevant areas with an improvement of the previously observed scores for workload and staffing (141).

® 4, Facility level
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4.3 IPC programme, human resources, and the built

environment

Each acute health care facility should have an active IPC programme with a dedicated,
trained team or, at a minimum, a full-time focal point should be in place and supported
by a dedicated budget for implementing IPC strategies and plans (2, 4, 5).

At least one trained IPC link person with dedicated (part-) time should be present in each primary health
care facility and supported by at least one IPC-trained health care officer at the next administrative level, for
example, district (5). Since May 2024, these recommendations and minimum requirements have become
key actions, core indicators and targets for the facility level included in the 2024-2030 WHO GAP/MF for IPC,
adopted by all countries (Table 4.2) (6, 7).

Table 4.2. 2024-2030 WHO global action plan and monitoring framework key actions, core indicators and targets:

political commitment and policies and active IPC programmes at the facility level

Action

Indicator(s)

Target

Strategic direction #1. Political commitment and policies

Key action #1

Demonstrate the commitment and
support of facility senior managers
to IPC through an adequate
dedicated budget allocation to the
IPC programme and team, including
funding to implement the annual
action plan.

Adequate dedicated budget available
for IPC (that is, to fund the IPC
programme and team and the annual
action plan, including equipment for
IPC practices).

Core target: increase of the
proportion of health care facilities
with an adequate dedicated budget
for IPC to:

30% by 2026

50% by 2028

>80% by 2030

Strategic direction #2. Active IPC programmes

Key action #1

Establish an active IPC programme
for tertiary and secondary care
facilities (that is, with objectives and
an annual action plan, supported
by dedicated human resources and
budget) and ensure that there is

an IPC link person in each primary
care facility, within broader health
services’ development.

Active IPC programme established
(that is, with objectives and annual
action plan, supported by dedicated
human resources and adequate
funding) (by 2026).

No specific target

Key action #2

Make, fund and implement IPC
improvement plans in order

to achieve WHO minimum
requirements for IPC according
to the facility level, including the
availability of adequate facility
infrastructure and IPC supplies.

1. WHO minimum requirements for
IPC in the health care facility met
according to the facility level.

2. Percentage of WHO minimum
requirements for IPC met in the
health care facility, according to
the facility level.

Core target: increase of the
proportion of facilities meeting all
WHO minimum requirements for IPC
programmes to:

30% by 2026

60% by 2028

>90% by 2030

Abbreviation: IPC, infection prevention and control.

Source: (6).




Chapter 4. IPC implementation at the health care facility level I

The 2023-2024 survey results on IPC minimum requirements indicated that core component 1 had a median
score of 100 (IQR, 50-100) for primary care facilities, 66.7 (IQR, 0-100) for secondary care facilities, and 80
(IQR, 60-100) for tertiary care facilities There were no significant differences across income levels (WHO,
unpublished data).

By extrapolating the IPCAF indicators specifically related to the IPC minimum requirements, almost all
secondary and tertiary health care facilities (98.4%) in 2019 reported the presence of an IPC programme.
However, the functionality or activeness of such programmes greatly varied by income level, with fewer
facilities in LICs than in HICs having access to a full-time IPC professional (13.8% versus 74.7%), an allocated
IPC budget (15.5% versus 73.4%), and routine microbiological laboratory support (42.2% versus. 96.4%) (128).

In the 2023-2024 survey, the functionality or activeness of IPC programmes still varied significantly by
income level. Availability of a full-time IPC professional was reported by 59.7% of tertiary facilities in LICs
compared to 84.1% in upper-middle-income countries and 70.1% in HICs. For secondary facilities, 52.5% in
LICs had access to a full-time IPC professional compared to 70.7% in upper-middle-income countries and
65.9% in HICs. For primary facilities, 68.5% in LICs had a trained IPC link person compared to 81.4% in upper-
middle-income countries and 85.3% in HICs (Table 4.3; WHO unpublished data).

An allocated IPC budget was reported by 29.2% of tertiary facilities in LICs compared
t0 63.1% in upper-middle-income countries and 61.1% in HICs. For secondary facilities,
15.8% in LICs had an allocated IPC budget compared to 54.2% in upper-middle-income
countries and 60% in HICs. For primary facilities, an allocated IPC budget was not
assessed as a minimum requirement (Table 4.3.; WHO unpublished data).

Routine microbiological laboratory support was only assessed for tertiary care facilities as a minimum
requirement. 63.9% of tertiary care facilities in low-income countries had this compared to 90.3% in upper
middle-income countries and 98.7% in high-income countries (Table 4.3; WHO unpublished data).

Table 4.3. Percentage of facilities meeting selected IPC indicators from core component 1 across different facility and
income levels, 2023-2024

Core Indicator Facility Level Low income Upper-middle- High income _
component income g
[}
Core Accessto a Primary 68.5% 81.4% 85.3% :?
component 1: full-time IPC ]
IPC programme  professional. <
[
Secondary 52.5% 70.7% 65.9%
Tertiary 59.7% 84.1% 70.1%
Allocated IPC Primary Not assessed Not assessed Not assessed
budget.
Secondary 15.8% 54.2% 60%
Tertiary 29.2% 63.1% 61.1%
Routine Tertiary 63.9% 90.3% 98.7%
microbiological
laboratory
support.

Abbreviation: IPC: infection prevention and control.
Source: WHO global survey on IPC minimum requirements at the facility level, 2023-2024 (WHO, unpublished data).
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A good built environment is essential to support health workers in performing and
adhering to IPC best practices and to enable safe patient care delivery and optimal
quality of care.

WHO recommendations on the built environment necessary to support IPC practices are included in core
component 8 and the related minimum requirements, as well as in WHO guidance documents on WASH
in health care facilities (2, 5, 143, 144). Another critical enabler of IPC programmes is adequate “workload,
staffing and bed occupancy”, that is core component 7.

In the IPCAF 2019 global survey (128), core component 8 (“built environment, materials and equipment

for IPC”) scored the highest (90; IQR, 75-100) (Fig. 4.1). However, in the same survey, core component 7
(“workload, staffing and bed occupancy”) scored the lowest (70; IQR, 50-90). No significant differences across
income levels were seen for this core component. In the 2023-2024 survey, core component 8 continued

to score highly across all facility levels. For primary care facilities, the median score was 81.8 (IQR, 45.5-

100), 92.9 (IQR, 64.3-100) for secondary care facilities, and 92.9 (IQR, 78.6-100) for tertiary care facilities.

Core component 7 still showed lower scores, with a median of 66.7 (IQR, 0-100) for primary care facilities,
85.7 (IQR, 57.1-100) for secondary care facilities, and 85.7 (IQR, 57.1-100) for tertiary care facilities (WHO,
unpublished data).

In 2019, only 62.6% of all facilities with completed surveys for core component 7 (“workload, staffing and
bed occupancy”) had a system in place to respond to staffing needs (128). In the 2023-2024 global survey,
58.3% of primary facilities reported having such systems, with HICs reporting 79.3% and 34.5% for LICs. For
secondary facilities, 65.3% reported having systems in place, with HICs at 80% and LICs 47.2%. For tertiary
facilities, 66.9% reported having systems in place, with HICs at 79% and LICs at 40.3% (WHO, unpublished
data).

In 2019, over 80% of facilities in HICs at all care levels met all built environment minimum requirements for
core component 8. However, fewer health care facilities in LICs reported that they had functioning hand
hygiene stations at all points of care (24%), functioning toilets or latrines (53.6%), an energy/power supply
(55.2%), continuously available water services (67.71%), and PPE (53.8%) (128). These discouraging findings
were reported just before the beginning of the COVID-19 pandemic. While it might have been expected

that the shocking situation and high pressure to improve outbreak readiness and response would lead to a
substantial improvement, this was unfortunately not the case everywhere.

® 4, Facility level

In the 2023-2024 survey, the indicators on the built environment showed a significant
variation across income and care levels. Indeed, 75.2%, 81% and 84.2% of primary,
secondary, and tertiary health care facilities, respectively, reported having functioning
hand hygiene stations at all points of care, with significant differences between HICs and
LICs. (Table 4.4; WHO, unpublished data).

For continuously available water services, 74.7%, 83.3% and 85.4% of primary, secondary and tertiary care
facilities, respectively, reported having them, with HICs always reporting 100% availability and significant
differences with other income levels (Table 4.4; WHO, unpublished data).

Regarding functioning toilets or latrines, 62.3%, 59.4% and 65.2% of primary, secondary, and tertiary care
facilities reported having them, again with significant differences across income levels (Table 4.4; WHO,
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unpublished data). Availability of an energy/power supply may also have an influence on IPC practices and
data related to this indicator are shown in Table 4.4.

Alack or limited availability of PPE was reported in four WHO pulse surveys on the continuity of essential
health services during the COVID-19 pandemic (145-148). In these surveys conducted in 2020 and repeated
until the first quarter of 2023, up to 65% of countries cited the lack of IPC supplies and poor application of
best practices as major reasons for the disruption of essential health services (149). This highlights the impact
of defective IPC implementation, not only on the capacity to respond to COVID-19 directly, but also across
the health system. As a sign of recovery of health systems in the fourth survey round, only 24% (23 of 93
countries) reported disruption to their in-country supply chain system, a decrease of almost 50% from the
fourth quarter of 2021 (147).

In the 2023-24 WHO global survey, 65.6% of primary facilities, 75.4% of secondary
facilities and 83.2% of tertiary facilities reported having sufficient PPE, with significant
differences across income levels (Table 4.4; WHO, unpublished data).

Table 4.4. Percentage of facilities meeting selected IPC indicators of core components 7 and 8 across different facility and
income levels, 2023-2024

Core component Indicator Facility level Low income High income
Core component 7: System to respond Primary 34.5% 79.3%
Workload, staffing to staffing needs.
and bed occupancy
Secondary 47.2% 80%
Tertiary 40.3% 79%
Core component 8: Functioning hand Primary 38.1% 98.3%
Built environment, hygiene stations.
materials and
equipment for IPC
E
Secondary 51.5% 99.3% i
Tertiary 65.3% 98.1% E
<
[
Functioning toilets Primary 34.9% 88.8%
or latrines.
Secondary 33.7% 90.4%
Tertiary 30.6% 80.3%
Energy/power Primary 32.9% 99.1%
supply.
Secondary 80.2% 98.5%
Tertiary 76.4% 99.4%
Continuously Primary 49% 100%
available water
services.
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Core component Indicator Facility level Low income High income
Secondary 68.3% 100%
Tertiary 73.6% 100%
Sufficient PPE. Primary 18.8% 100%
Secondary 46.5% 100%
Tertiary 45.9% 100%

Abbreviations: IPC, infection prevention and control; PPE, personal protective equipment.
Source: WHO global survey on IPC minimum requirements at the facility level, 2023-2024 (WHO, unpublished data).

Additional data on WASH in health care facilities are available from a number of sources (Box 4.1).

Box 4.1. Systems monitoring WASH indicators in health care facilities

»  The WHO/UNICEF JMP (150) for Water Supply, Sanitation and Hygiene regularly reports on WASH
services in health care facilities, schools and households.

«  The WHO/UNICEF global country tracker (151) reports on national actions to improve WASH in
health care facilities.

e The WHO-led United Nations Global Analysis and Assessment of Sanitation and Drinking Water
(GLAAS) survey (152) analyzes the policy and financing landscape for WASH more broadly,
including in health care facilities.

Abbreviations: JMP, joint monitoring programme; WASH, water, hygiene and sanitation.

For the 2024 report by the WHO/UNICEF JMP for Water Supply, Sanitation and Hygiene, data were drawn
upon from almost 700 national data sources that collected WASH data from approximately 1.2 million health
care facilities in 166 countries (153).

In 2022, two out of five health care facilities (43%) lacked hand hygiene services at points
of care or toilets, one in four (22%) lacked basic water services, and one in 11 facilities
(9%) had no sanitation service (153).

WASH data for water services in health care facilities (153) showed that:

e 6.2 billion people had access to basic water services globally (78% of facilities)
e 861 million people had access to limited services, and 874 million had no service.

Regional WASH estimates for 2023 are available for the WHO African Region (not for environmental cleaning)
(Fig. 4.4) and for the WHO Eastern Mediterranean Region (all five service areas) (Fig. 4.5) (153).

In health care facilities in the WHO African region in 2023, 61% of people had access to basic water services,
35% had access to basic hand hygiene services, and only 23% to basic sanitation services (Fig. 4.4). The
African Union AMR Landmark Report highlighted the challenges faced by African countries by stating that
one in three hospitals lacks clean, safe running water, and one in eight people defecate openly due to
inadequate sanitation (109). In health care facilities in the Eastern Mediterranean Region, the lack of basic
sanitation services similarly affected approximately three quarters of the population. However, the estimates
for the percentage of people with access to basic water services and basic hand hygiene services were more
favourable with 74% and 60%, respectively (Fig. 4.5).
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In 2023, the situation was especially acute in the 60 countries classified as “fragile contexts” according to
OECD*, based on a combination of economic and political considerations (153) (Fig. 4.6). In these countries,
more than one third (37%) lacked basic water services, more than one half (54%) lacked basic hygiene
services, two thirds (66%) lacked basic environmental cleaning, three quarters (75%) lacked basic health care
waste management, and four out of five (81%) lacked basic sanitation services.

Fig. 4.4. Coverage of WASH services in health care facilities, WHO African Region, 2023
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Abbreviation: WASH, water, sanitation and hygiene.
Source: (153).

These shocking data contrast with the estimated costs for achieving improvements in
WASH services, which are relatively modest and potentially within the scope of existing
government health budgets.

Achieving universal coverage of basic WASH services in public health facilities in the 46 least developed
countries will cost US$ 6.5-9.6 billion between 2021 and 2030 (154). An estimated US$ 2.9-4.8 billion is
needed in total capital investments and US$ 3.6-4.8 billion is required for total operations and maintenance.
Waste management accounts for the greatest share of costs (43-49%), followed by sanitation (21-28%),
water (20%), and hand hygiene (10-11%). Resource needs are greatest for non-hospital facilities (94%) and
for facilities in rural areas (68%). Annual operation and maintenance funding needs in 2030 are equivalent to
only 4-6% of recurrent health spending by least developed countries in 2018.

12 States of Fragility 2022. Paris: OECD Publishing; 2022 (https://www.oecd.org/en/publications/states-of-fragility-2022_c7fedf5e-en.
html).
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Fig. 4.5. Coverage of WASH services in health care facilities, WHO Eastern Mediterranean Region, 2023
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4.4 Implementation of IPC guidelines, training and
education

The implementation of IPC guidelines at the point of care (core component 2) to

protect patients and health workers from infection requires the availability of standard
operating procedures (SOPs) at the facility level, and the targeted and regular education
and training of staff (core component 3) (2, 4, 5).

Since May 2024, these recommendations and minimum requirements have been reflected in key actions,
core indicators and targets for the facility level included in the 2024-2030 WHO GAP/MF for IPC, adopted by all
countries (Table 4.5) (6, 7).

Table 4.5. 2024-2030 WHO global action plan and monitoring framework key actions, core indicators and targets: IPC
guidelines and SOPs and IPC education and training at the facility level

Action Indicator(s) Target

Strategic direction #4. Knowledge about IPC among health and care workers and career pathways for IPC
professionals

Key action #1 All WHO minimum requirements Increase of the proportion of

Make implementation plans for IPC training and education met, facilities providing and/or requiring
and provide resources (human according to facility level (by 2030). training for all frontline clinical and
and financial) to achieve all cleaning staff upon employment
WHO minimum requirements and annually, as well as to managers
for IPC training and education upon employment, to:

and to progressively achieve all 30% by 2026

requirements of core component 3 60% by 2028

on IPC education and training. >90% by 2030

Abbreviation: IPC, infection prevention and control.
Source: (6).

Although the IPCAF scores for having IPC guidelines were the highest (87.5; IQR, 70-97.5) in 2019, there was a
substantial difference between LICs and HICs (60 versus 92.5, respectively) (Fig. 4.1) (128). When considering
the IPCAF indicators related to the IPC minimum requirements for core component 2 in 2019, most facilities
at all levels of care had IPC guidelines for various elements of standard and transmission-based precautions.
However, more secondary and tertiary health care facilities in HICs had guidelines for the prevention of
specific HAIs than in LICs.

® 4, Facility level

Very high scores regarding the minimum requirements for IPC guidelines were also
reported in the 2023-2024 WHO global survey with a median score of 100 (IQR, 33.3-100)
for primary facilities, 100 (IQR, 75-100) for secondary facilities, and 100 (IQR, 75-100) for
tertiary facilities.. However, gaps were observed for primary care facilities in LICs (median
score of 0 [IQR, 0-33.3]), (WHO, unpublished data).

Although guidelines were readily available, in 2019 IPC education and training varied by income level. Fewer
facilities in LICs compared with HICs offered IPC training to health workers (50.4% versus 90%, respectively),
at least upon hiring, including cleaners or other health workers involved in care (39.5% versus 83.5%,
respectively) (128).
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The 2023-2024 survey results showed that core component 3 (IPC training and edication)
had a median score of 75 (IQR, 25-100) for primary facilities, 66.7 (IQR, 33.3-100) for
secondary facilities, and 100 (IQR, 66.7-100) for tertiary facilities.

Significant differences in the median score across income levels were reported for primary and secondary
care facilities, with the highest score in HIC and the lowest in LICs. In 2023-2024, training and education was
confirmed to be the least implemented core component at the facility level in LICs (WHO, unpublished data).
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4.5 Implementation of IPC monitoring, audit and
feedback, and HAI surveillance

WHO recommends monitoring of IPC processes and practices and other indicators of
IPC programmes, as well as conducting HAI surveillance to track the impact on patient
outcomes, as core components to be implemented at the facility level (2).

The minimum requirements for these critical components have variations according to the facility level
(Annex 1) (5). Since May 2024, these recommendations and minimum requirements have been reflected in
key actions, core indicators and targets for the facility level included in the 2024-2030 WHO GAP/MF for IPC,
adopted by all countries (Table 4.6) (6, 7).

Table 4.6. 2024-2030 WHO global action plan and monitoring framework key actions, core indicators and targets: IPC
monitoring and HAI surveillance at the facility level

Action Indicator(s) Target

Strategic direction #5. Data for action

Action #1 Percentage of WHO minimum Core target: increase the proportion
Make implementation plans and requirements for HAI surveillance of tertiary/secondary health care
provide resources (human and met (only for tertiary and secondary  facilities with a surveillance system
financial) to achieve all WHO care facilities). for HAls and related AMR to:
minimum requirements for HAI 30% by 2026

surveillance according to the facility 50% by 2028

level and to progressively achieve all >80% by 2030

requirements of core component 4
on HAl surveillance.

Action #2 Percentage of WHO minimum Increase the proportion of tertiary/
Make implementation plans and requirements for IPC monitoringand  secondary health care facilities with
provide resources (human and feedback met. an IPC monitoring system to:
financial) to achieve all WHO 30% by 2026

minimum requirements for 50% by 2028

IPC monitoring and feedback >80% by 2030

according to the facility level

and to progressively achieve all
requirements of core component
6 (multimodal strategies for
implementing IPC activities).

® 4, Facility level

Abbreviations: IPC, infection prevention and control; HAI, health care-associated infections.
Source: (6).

In the 2019 IPCAF global survey (128), the weighted median scores for the core components related to
monitoring, audit of IPC practices and feedback and HAI surveillance, were between 72.5 and 77.5 points
(out of 100) (Fig. 4.1). However, large differences were found between LICs and HICs for both HAI surveillance
(12.5 versus 85, respectively) and the audit of IPC practices and feedback (37.5 versus 80, respectively) (Fig.
4.1). HAI surveillance was part of an IPC programme in more than 90% of tertiary care facilities. However,

its execution by trained personnel responsible for such activities varied by income level, with only 2.8%
carried out in LICs, and as much as 99.1% carried out in HICs. A great difference was also seen in having a
well-defined plan for monitoring key IPC indicators between LICs and HICs (18.4% versus 77%, respectively).
More than 80% of primary, secondary and tertiary health care facilities that completed surveys reported
monitoring of hand hygiene compliance and having trained personnel for such activities. However, fewer
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secondary and tertiary health care facilities utilized or provided feedback to staff (58.5%) or leadership
(58.3%).

The 2023-2024 WHO global survey results showed that the median scores for monitoring
and the audit of IPC practices and feedback were 100 across facility care levels (IQR, 50-
100 for primary and secondary; 75-100 for tertiary care) with differences across income
levels for primary and secondary care facilities.

For primary and secondary health care facilities, the scores were highest in HICs (median 100; IQR 100- and
85.7-100) and lowest in LICs (median 0; IQR, 0-50 for primary facilities and median 50; IQR, 25-100 secondary).
For tertiary facilities, the scores were high across income levels (100) with similar IQRs (WHO, unpublished
data).

Median scores for HAI surveillance were 100 across tertiary (IQR, 57.1-100) and secondary
(IQR, 0-100) care facilities, with discrepancies across income levels.

In both types of facilities, the scores were highest in HICs (median 100; similar IQR) and lowest in LICs
(median 28.6; IQR, 0-85.7 for tertiary facilities and median 0; IQR, 0-100 for secondary) (WHO, unpublished
data). HAI surveillance was not assessed in primary health care facilities as it is not a WHO minimum

requirement.

® 4, Facility level
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4.6 Implementation of hand hygiene: global status

Practicing hand hygiene is a simple action that can save lives.

This is demonstrated by extensive evidence showing that hand hygiene is effective in reducing HAls and
AMR (19, 155-159). WHO built upon this evidence and carried out further research in order to develop strong
recommendations, implementation strategies and comprehensive tools to support the setting up of hand
hygiene programmes, their sustainability, and monitoring (Box 4.2).

Box 4.2. Hand hygiene minimum requirements to assure the minimal safety of patients, health workers and visitors in
health care facilities (5)

WHO recommends that health care facilities should implement multimodal strategies to achieve
hand hygiene improvement as a minimum requirement for IPC. In this context, hand hygiene is also
recommended in all health care facilities as a minimum requirement:

» within standard operating procedures;

« fortraining of all health workers;

» asanindicator for monitoring and feedback; and

» as part of the built environment necessary to provide safe and quality care.

In particular, having the materials and facilities to perform appropriate hand hygiene readily
available at the point of care is part of the core components of IPC programmes. Furthermore, hand
hygiene monitoring is strongly recommended as a key performance indicator at the national level.

Abbreviation: IPC, infection prevention and control.

Yet, available evidence showed that compliance with hand hygiene recommendations during health care
delivery remains suboptimal around the world, with an average of 59.6% compliance levels in ICUs up to
2018 and extreme differences between HICs and LICs (64.5% versus 9.1%, respectively) (160). In studies
systematically reviewing different periods, the average compliance, in the absence of specific improvement
interventions, was found to be 40% up to 2009 and 41% between 2014 and 2020 (155, 161).

Over the last 10 years, WHO has facilitated several global surveys on hand hygiene, either using direct
observation of compliance with recommended practices (162), or assessing hand hygiene programmes at
the facility level. Three global surveys assessing the level of progress of hand hygiene programmes in health
care facilities around the world were conducted by WHO in 2010, 2015 and 2019 (163, 164). A validated tool,
the Hand Hygiene Self-Assessment Framework (HHSAF) (165, 166), based on the WHO MMIS, was consistently
used. HHSAF surveyed five elements: system change; training and education; evaluation and feedback;
reminders in the workplace; and the institutional safety climate.

® 4, Facility level

The 2019 survey included a representative sample of 3372 health care facilities in 109 countries (164).
Countries from all regions participated, with participation levels ranging from 63% (22 of 35) of countries

in the Region of the Americas to 33% (9 of 27) of countries in the Western Pacific Region. More than 25% of
facilities were in LMICs, a significant increase compared with earlier surveys. Slightly more than 50% of HICs
and upper-middle-income countries participated, as opposed to 35% of LMICs and 28% of LICs.

The HHSAF requires respondents to assign points against specific indicators. The overall global results show
hand hygiene was at an intermediate implementation level (350 of 500 points). The total HHSAF average
score was associated with the country income level, showing a disparity between hand hygiene practice in
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resource-rich and resource-poor settings (164). There was a significant difference between HICs (which had
an “advanced” level of 395 of 500 points) and LICs (with a “basic” level of 233 of 500 points). Overall, facilities
achieved the highest score in implementing the infrastructure change and making supplies available to
enable hand hygiene (the “system change” average score was 85 of 100) (Fig. 4.7) (164).

Fig. 4.7. Weighted element-specific scores for the five elements of the HHSAF survey by World Bank income level, 2019
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Abbreviation: HHSAF, Hand Hygiene Self-Assessment Framework.
Source: (164).

The advanced system change implementation (indicating availability of hand hygiene facilities) found
overallin facilities participating in the 2019 global survey contrasts with data reported by the 2020 WHO
global progress report on WASH in health care facilities (167), which revealed that one in three lacked hand
hygiene facilities at the point of care. Data from 2021 reported by the global progress report on WASH in
health care facilities painted an even more severe picture indicating that only one in two health care facilities
globally had basic hand hygiene services (which include both hand hygiene facilities at the point of care and
handwashing facilities at toilets). In the least developed countries, even two thirds of health care facilities
lacked hand hygiene facilities at points of care (168).
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In 2022, WASH data on hand hygiene services in health care facilities (153) showed that:

+ 4.6 billion people had access to basic hand hygiene services globally (57% of
facilities);

« 2.7 billion people had access to limited services, and 698 million had no service;

+  70% of facilities had hand hygiene facilities at points of care and 68% had soap
and water at toilets;

« among the 48 countries with data on basic hand hygiene services (at points of
care and at toilets), 17 countries lacked basic hand hygiene services in more than
one half of health care facilities.

A set of studies from African and Asian countries showed the successful use of the HHSAF as a baseline
assessment tool and to monitor progress of hand hygiene practices over time (169-173). Budgetary
constraints and lack of managerial support hindered a successful implementation of hand hygiene practices,
contributing to the spread of HAIs (169, 173). Implementation of a hand hygiene MMIS yielded significant
improvements in hand hygiene practices (171, 172). A shift in national policy to strengthen IPC activities,
further enhanced the distribution of resources and encouraged an embedded culture of appropriate hand
hygiene practices in hospitals (170).

® 4, Facility level
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Chapter 5.

Regional focus: situation analysis,
actions, gaps and challenges in the
implementation of IPC

O~ 5.1 Key messages

¢ Since the COVID-19 pandemic, countries have demonstrated not only a recognition of the critical
role played by IPC during public health emergencies, but also a strong commitment to improve
IPC policies and practices. Overall, there has been an acceleration in the strengthening of IPC
programmes and the implementation of best IPC practices. However, significant gaps and
challenges still remain, especially regarding those elements of IPC programmes that require
investments and sustainability over the long term.

¢ AllWHO regional and country offices have been using a uniform approach to support countries
in capacity building and progressing IPC action. This relies on joint assessments of the status of
IPC programmes and IPC interventions with local authorities and partners, plan development,
including impact and sustainability evaluations using a quality improvement cycle and a step-
wise approach, as well as MMIS.

¢ When comparing data related to some key national indicators over time, some significant
progress was achieved during the COVID-19 pandemic, whereas a stagnation was observed in
2023-2024.

¢ In 2023, the global average for the IPC capacity assessed through the SPAR system remained
at the same level as in previous years. However, among the WHO regions, the South-East Asia
Region reported an increase in capacity level over the years, while the Western Pacific Region
reported a decrease. Overall, the European Region showed the highest capacity levels and the
African Region the lowest.

® 5, Regional focus

¢ The 2023-2024 WHO global survey on IPC minimum requirements at the national level revealed
some differences across WHO regions in the implementation of the IPC core components (WHO,
unpublished data):

e Improvements were reported by countries, particularly in the following areas: having an
appointed IPC-trained national focal point; updating and further developing evidence-based
national IPC guidelines according to international standards; local adaptation of guidelines
and implementation through SOPs; and establishing hand hygiene compliance as a key
national indicator.

¢ However, some significant gaps remained across WHO regions in the implementation of
the IPC core components, particularly in the following areas: securing dedicated budgets;
ensuring operational IPC programmes at national and facility levels; evaluation of training
effectiveness and the use of results for targeted improvements in IPC; and improving HAI
surveillance and monitoring systems.
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5.2 Introduction

This section of the report provides situation analyses of the implementation of the core components and
minimum requirements for IPC programmes in every WHO region, highlighting the achievements and gaps
according to recent assessments and inputs provided by the IPC focal points in the WHO regional offices. It
also highlights common challenges encountered, as well as region-specific achievements and actions for
further improvement, based on the need for strategies that are sensitive to regional contexts. By focusing on
both the achievements and gaps, this section provides a comprehensive view of the state of IPC programmes

across the regions, serving as a valuable resource for those involved in global health governance. For each
region, the results of the latest assessments reported through TrACSS and SPAR are provided, together with
detailed findings from the 2023-2024 WHO global survey on IPC. Comparisons with previous surveys are
also provided, when possible. This detailed understanding of the regional landscapes of IPC programmes is
crucial in devising effective, region-specific strategies to enhance global health outcomes.

5.3 Main challenges

Although the WHO recommendations on the core components for IPC programmes (2) are based on
evidence about the effectiveness of IPC and have been agreed upon by many countries and stakeholders,
the implementation of all core components requires time, expertise, resources and political support. Thus,
some aspects of implementation can be challenging, mostly because IPC is not adequately prioritized or
resourced at country and facility levels and local expertise is insufficient in some countries. This and other
obstacles are common among many countries across all regions. One major issue repeatedly observed

is the discrepancy between the reported existence of some core components, such as IPC programmes
and guidelines, and the evident lack of implementation of an IPC structure and action at the point of
care, including IPC monitoring and HAI surveillance. Furthermore, a lack of coordination among different
programmes within the ministry of health and among partners at the country level often involves the risk
of a duplication of efforts and, sometimes, a lack of alignment and harmonization resulting in conflicting
messages and approaches. Finally, within the regions and the same country, wide disparities may exist in

® 5, Regional focus

IPC and WASH infrastructures and IPC practices, making a uniform approach to improvement more difficult
to implement. Table 5.1 provides an overview of common challenges and gaps in IPC in all WHO regions per
core component, some of which might be more prominent in lower income countries.

Table 5.1. Common challenges and gaps in IPC in all regions by WHO core component

Core component Challenges and current gaps
Core component 1. IPC e  Competinginterests/programmes and services.
programmes e Lackof financial investments in IPC.
e Lack of institutionalization, leadership and weak legal frameworks.
® Political instability, social unrest, conflicts and humanitarian crises.
® Limited coordination of IPC with other programmes.
Core component 2. National- e Lackof guidelines and technical documents aligned with international
and facility-level IPC standards.
guidelines e Developing IPC guidelines is a demanding process requiring specific expertise,
coordination and support/endorsement from managers/health authorities.
e Lack of templates to develop and update national and facility-level guidelines.
Core component 3. IPC e Lackof IPC experts and mentors.
education and training e Lackofstandardized IPC curricula, including within pre-graduate courses
(for example, medicine, nursing, midwifery) and in-service training, and for
postgraduate specialization.
e Lackof career pathways and development for IPC professionals.
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Core component Challenges and current gaps
Core component 4. HAI e Lack of operational HAI surveillance strategies.
surveillance e Lack of expertise, tools, and training.

® Need for advocacy and awareness about HAI surveillance and its impact at
each level (policy/ managers/health and care workers).

® Need for high financial investment to develop or strength human resource
capacities and information systems for reliable HAI surveillance.

e Decision-making required for establishing a HAI surveillance network across
the country.

Core component 5. Multimodal e  Work practices, behaviours and organization that do not conform to

strategies for implementing international standards.

IPC activities ® Need for involvement of multiple stakeholders and coordination of functions
and services.

Core component 6. IPC e Limited translation of monitoring plans into real activities.
monitoring, audit and ® Limited capacity (human resources and information systems).
feedback e Limited use of data for action.

Core component 7. Workload, ® Chronic general problem of inadequate staff/patient ratio (insufficient nurses,
staffing and bed occupancy at doctors and other professionals).
the facility level ® Lackof human resources dedicated to IPC activities.

e  Occupational health policies that do not address HAls acquired by health and
care workers while on duty.

Core component 8. Built ®  Weak capacity of microbiology laboratories.
environment, materials and ® Inadequate supplies and infrastructure, including WASH and single rooms for
equipment for IPC isolation.

e Procurement and distribution difficulties up to the point of care.
®  Costs and restricted market accessibility due to geographical, infrastructural,
or regulatory barriers.

Abbreviations: HAI, health care-associated infections; IPC: infection prevention and control; LMICs: low-and middle-income countries;
WASH: water, sanitation and hygiene.
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5.4 African Region

5.4.1 Situation analysis

e In 2024, according to the country self-assessments through TrACSS (124), 37% (versus 50% in 2023
and 42.5% in 2021) of countries in the WHO African Region either did not have an IPC programme or
plan, or if they had one, it was not fully implemented (levels A + B). Only 15% (versus 13% in 2023 and
17.5% in 2021) of countries had an IPC programme supported by plans and guidelines implemented
nationwide (Fig. 5.1, levels D + E).

e Countries in the Region consistently provided submissions for the SPAR reporting from 2021 to
2023 (n=4T for every cycle). The regional average score for (C.9) “IPC capacity” (around 45, level 3,
meaning “developed capacity”) was lower than the global average (around 61, level 4, meaning
“demonstrated capacity”) across the years. The average capacity score of (C.9.1) “IPC programmes”),
(C.9.2) “HAl surveillance” and (C.9.3) “safe environment in health facilities” did not change
substantially over time, apart from IPC programmes which had a lower score in 2023. This variation
might be due to different people completing the survey over the different years, but it could also
indicate a lower investment in IPC programmes recently (Table 5.2).

e Most countries reported a capacity level of 2 to 3 (“limited to developed capacity”) with regards to
national IPC programmes and overall IPC capacity (Fig. 5.2; Fig. 5.5). HAl surveillance was shown to
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represent the least developed pillar, with many countries reporting no capacity (level 1). However,
clear progress was seen over the years from 2021 to 2023 with a steady decline of countries on level
1 and a shift to limited capacity (level 2), meaning that a national strategic plan for HAl surveillance
is available, but not yet implemented (Fig. 5.3). For a safe built environment in health facilities,
including an appropriate infrastructure, materials and equipment for IPC, most countries positioned
themselves in levels 1-2 (“no or limited capacity”) to 3 (“developed capacity”) (Fig. 5.4).

e In 2023, 19 countries in the Region conducted the voluntary JEE® in its most recent third version
(one country used the previous edition in 2022) (122). The average score among participant countries
showed that only a few attributes of IPC were in place. However, the willingness of this large number
of countries to conduct a voluntary assessment and to strengthen their capacity is remarkable.

Specific recommendations to moving forward were jointly developed with the countries to guide
the process of strengthening the country’s capacity. These included items such as the finalization
of an IPC strategic plan, implementation plan and guidelines, establishment of IPC structures
with dedicated personnel at national, provincial, district and health facility levels, development
of a monitoring and evaluation framework to monitor the implementation of WHO minimum
requirements at facility levels and monitor compliance to IPC standards, or development of a
national strategic plan on HAls and establishment of a priority list of HAIs for monitoring as part of
the routine surveillance system.

e When comparing data between previous surveys conducted in 2017-2018 and 2021-2022 during the
COVID-19 pandemic, significant improvements in several areas were observed in the Region. These
concerned the proportion of countries with an appointed IPC-trained national focal point, a budget
dedicated to IPC and an in-service IPC curriculum, the development of a national programme or
plan for HAI surveillance, use of MMIS for IPC interventions, and the establishment of hand hygiene
compliance as a key national indicator (8, 121, 127). Conversely, no (or only limited) improvement
was observed for having an active national IPC programme, evidence-based and standardized
national IPC guidelines, and IPC indicator monitoring systems.

* Inthe2023-2024 global survey on IPC minimum requirements at the national level, 37 countries
from the African Region participated** (Table 5.3; WHO unpublished data). Most countries (59.5%; 22
of 37) reported to have an active national IPC programme and the appointed IPC focal points had
dedicated time for their tasks in 64.9% of countries (24 of 37). However, only 32.4% of countries (12 of
37) had an identified, protected and dedicated budget allocated to the IPC programme according to
planned activity.

e The development of guidelines involved the use of evidence-based, scientific knowledge and
international/national standards in 81.1% of countries (30 of 37). The IPC programme actively
addressed guideline adaptation and the standardization of effective preventive practices and their
implementation to reflect local conditions in 78.4% of countries (29 of 37). MMIS were promoted
through their inclusion within IPC guidelines, education and training in 81.1% of countries (30 of 37).
However, progress is needed to translate guidelines into implementation. For example, a national
IPC curriculum for in-service training of health and care workers, developed in alignment with
national IPC guidelines and approved by an appropriate national body, was available in only 48.6%
of countries (18 of 37).

e Anational strategic plan for HAI surveillance, developed by a multidisciplinary technical group, was
present in only 24.3% of countries (9 of 37), whereas a strategic plan and system for IPC monitoring
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13 Algeria, Angola, Benin, Burundi, Central African Republic, Chad, Congo, Céte d’Ivoire, Ethiopia, Guinea, Liberia, Mali, Mauritania, Nigeria,
Senegal, Sierra Leone, United Republic of Tanzania, Uganda, Zambi, and Zanzibar. For more information about the JEE, please refer

to https://www.who.int/emergencies/operations/international-health-regulations-monitoring-evaluation-framework/joint-external-
evaluations.

4 Benin, Botswana, Burkina Faso, Burundi, Cameroon, Central African Republic, Chad, Céte d’lvoire, Democratic Republic of the Congo,
Eritrea, Eswatini, Ethiopia, Gabon, Ghana, Guinea, Kenya, Lesotho, Liberia, Madagascar, Malawi, Mali, Mauritania, Mauritius, Mozambique,
Namibia, Niger, Nigeria, Rwanda, Seychelles, Sierra Leone, South Africa, South Sudan, United Republic of Tanzania, Togo, Uganda,
Zambia and Zimbabwe.



https://www.who.int/emergencies/operations/international-health-regulations-monitoring-evaluation-framework/joint-external-evaluations
https://www.who.int/emergencies/operations/international-health-regulations-monitoring-evaluation-framework/joint-external-evaluations
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were available in 48.6% of countries (18 of 37). Hand hygiene compliance monitoring and feedback
was identified as a key national indicator in 64.9% of countries (24 of 37).

e A comparison of the results from the two global surveys (2021-2022 and 2023-2024) on the
implementation of IPC minimum requirements in the Region was possible for a subset of countries
in the region (n=17%). It revealed that overall there was no notable improvement across the selected
core indicators and the following considerations can be made.

o High implementation: the development of guidelines involving evidence-based, scientific
knowledge and international standards remained high at 82.4% (14 of 17) in both surveys.

o Improvement: there was a slight increase in the implementation of a strategic plan for IPC
monitoring from 47.1% (8 of 17) in 2021-2022 to 52.9% (9 of 17) in 2023-2024.

o Lower implementation and areas for improvement: significant decreases were observed in
the presence of an active IPC programme at the national level (from 70.6% to 47.1%) and hand
hygiene compliance monitoring (from 70.6% to 58.8%). The development of a national strategic
plan for HAI surveillance also saw a decline (from 41.2% to 29.4%), while the presence of a
dedicated budget allocated to IPC activities remained at a low 29.4% (5 of 17) in both surveys.

e These surveys provide an interesting and current snapshot of IPC in the Region. However, when
interpreting these results, it is important to note that the data represents only a percentage of the
countries from the WHO African Region. Therefore, the trends and changes observed may not fully
capture the overall regional context.

Fig. 5.1. Country/area progress in the implementation of IPC and WASH programmes in the WHO African Region, 2024
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B A No national infection prevention and control (IPC) programme or operational plan is available.

B. A national IPC programme or operational plan is available. National IPC and water, sanitation and hygienea (WASH) and
environmental health standards exist but are not fully implemented.

C. A national IPC programme and operational plan are available and national guidelines for health care IPC are available and
disseminated. Selected health facilities are implementing the guidelines, with monitoring and feedback in place.

B D. Anational IPC programme available, according to the WHO IPC core components guidelines and IPC plans and guidelines
implemented nationwide. All health care facilities have a functional built environment (including water and sanitation), and
necessary materials and equipment to perform IPC, per national standards.

B E.IPC programmes are in place and functioning at national and health facility levels, according to the WHO IPC core components
guidelines. Compliance and effectiveness are regularly evaluated and published. Plans and guidance are updated in response to
monitoring.

Data not available
Not applicable

Abbreviations: IPC, infection prevention and control; WASH, water, sanitation and hygiene.

Map creation date: 04 October 2024.

Map production: WHO Geographic Information Systems (GIS) Centre for Health, Department of Data and Analytics (DNA) within the
Division of Data, Analytics and Delivery for Impact (DDI).

Source: (124).

15 Benin, Burkina Faso, Burundi, Cameroon, Chad, Céte d’Ivoire, Ethiopia, Ghana, Guinea, Kenya, Liberia, Malawi, Mauritania, Nigeria,
South Africa, Uganda and Zimbabwe.
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Table 5.2. Average score per SPAR indicator for IPC? globally and in the WHO African Region, 2021-2023

Indicator Region Score (average)
2021 2022 2023

C.9.1 Global 63 64 61
IPC programmes

African Region 55 53 49
C.9.2 Global 56 59 56
HAI surveillance

African Region 37 40 40
C.9.3 Global 62 62 61
Safe environment
in health facilities African Region 43 44 44
C.9 Global 60 62 60
Overall IPC capacity

African Region 45 46 44
Number of African Region 47 47 47
countries that
provided data

Abbreviations: HAl, health care-associated infections; IPC, infection prevention and control.

2 Each indicator is graded into scores and five levels, corresponding to a continuum from limited to consolidated performance in the area
indicated. Strong and effective IPC programmes increase the safety of health care. They help deliver essential services by preventing
and controlling outbreaks throughout the health system. It is essential initially that at least the minimum requirements for IPC are in
place at both national and facility levels and then to progress gradually to achieving all requirements of WHO core components for

IPC programmes. These requirements are the basis for building additional critical components of IPC programmes through a stepwise
approach based on assessments of the local situation.

Source: (119).

Fig. 5.2. Progress regarding the SPAR indicator C.9.1 (IPC programmes)? in the WHO African Region, 2021-2023 §
(<]
L=
w
c
(=}
‘&
[
(3
) o o)
— © — )
- ~
© —
—
2 i
x
e
=
2
8 [} [}
('S
o
o ©
g n n
S <
=
- I
o o
|
2021 2022 2023
B Levell Level 2 Level 3 Level 4 B Level5

@ See Box 3.1 for a detailed description of capacity levels 1-5.
Source: (119).




I Global report on infection prevention and control 2024

Fig. 5.3. Progress regarding the SPAR indicator C.9.2 (HAI surveillance)® in the WHO African Region, 2021-2023
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§ Fig. 5.4. Progress regarding the SPAR indicator C.9.3 (safe environment in health facilities)® in the WHO African Region,
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Fig. 5.5. Progress regarding the SPAR indicator C.9 (overall IPC capacity)? in the WHO African Region, 2021-2023
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Table 5.3. Proportion of countries with selected reported IPC minimum requirements in the WHO African Region,
2023-2024

Core component?® Indicator African Region (n=37)°
Number %
Core component1  Active national IPC programme. 22 59.5 §
(=}
L=
Dedicated budget allocated to the IPC programme. 12 324 %
E"
Appointed IPC focal points with dedicated time. 24 64.9 "
[ ]
Core component2  Evidence-based national IPC guidelines according to 30 81.1

international standards.

Guidelines adapted and implemented. 29 78.4
Core component 3 National IPC curriculum for in-service training. 18 48.6
Core component4  National strategic plan for HAI surveillance. 9 24.3
Core component5  IPCimprovement interventions coordinated and supported 30 81.1

by a national IPC focal point.

MMIS promoted. 30 81.1
Core component6  National strategic plan for IPC monitoring. 18 48.6
Hand hygiene compliance as key national indicator. 24 64.9

Abbreviations: HAI, health care-associated infections; IPC, infection prevention and control; MMIS, multimodal improvement survey.
2 Core component 1: IPC programmes; core component 2: national and facility-level IPC guidelines; core component 3: IPC education
and training; core component 4: HAI surveillance; core component 5: MMIS for implementing IPC activities; core component 6: IPC
monitoring, audit and feedback.

> Number of countries from the Region enrolled in the survey.

Source: WHO global survey on IPC minimum requirements at the national level, 2023-2024 (WHO, unpublished data).
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5.4.2 Actions

e TheIPC situation in Africa remains below the global average, even if the COVID-19 pandemic
represented a tremendous opportunity to advance IPC in the African Region. Indeed, the Region was
able to benefit from human resources (with a team at the WHO Regional Office for Africa and national
focal points in almost all countries) and financial resources for the implementation of support
activities.

* However, with the pandemic now waning, these human and financial resources have decreased and
this is a serious concern for sustainability.

o The following critical actions were identified in order to allow the necessary progress towards

the fulfillment of IPC minimum requirements:

o development of national IPC legal frameworks to support the institutionalization of IPC
in countries in the Region, in collaboration with the Africa Centres for Disease Control and
Prevention (CDC);

o development of national action plans or their adjustment in alignment with the WHO global
action plan;

o implementation of operational plans in countries where they exist and are up to date;

o implementation at the country level of the recent regional curriculum for the training of all
categories of health personnel;

o aguide for the development of initial training curricula for health and care workers;

o development of a guide for the implementation of national IPC standards in health care
settings;

o development of a guide for national HAI surveillance strategies.

e Since early 2022, the WHO African Regional Office has taken action to progress with these activities in
several ways.

o Providing technical assistance to 25 Member States'® in the formulation of their national action
plans for IPC. This support included training IPC national focal points on IPC planning processes
and the core components of IPC programmes as a preparatory step for the development of
national IPC action plans. It encompassed the development of a five-year strategic plan, an
annual operational plan, and a monitoring and evaluation framework.

o Development of a practical guide for the elaboration of national IPC guidelines and supportto a
number of countries in this process.

o Development of an IPC in-service training guide and curricula framework, piloted in Chad, Cote
d’lvoire, Lesotho, Madagascar, Namibia, Rwanda, South Sudan and Togo.

o Development of a template guide for the integration of IPC into undergraduate medical and
health sciences’ curricula, piloted in Chad, Madagascar, Rwanda, South Sudan and Togo.

o Providing support to countries in developing a ministerial decree on IPC, according to the Africa
CDC legal framework for IPC (174).

® 5, Regional focus

16 Benin, Botswana, Burundi, Cameroon, Chad, Comoros, Cote d’lvoire, the Democratic Republic of the Congo, Eswatini, Ghana, Guinea,
Lesotho, Liberia, Madagascar, Malawi, Mali, Mauritius, Mozambique, Namibia, Niger, Rwanda, Senegal, Sierra Leone, South Sudan, Togo,
Uganda, Zambia and Zimbabwe.
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5.5 Region of the Americas

5.5.1 Situation analysis

e In 2024, according to the country self-assessments through TrACSS (124), 31% of countries in the
Region of the Americas either did not have an IPC programme or plan or, if they had one, it was not
fully implemented (levels A + B), similar to 2023 (30%) and 2021 (30.4%). However, 44% (versus 36.7%
in 2023 and 17.4% in 2021) of countries had an IPC programme supported by plans and guidelines
implemented nationwide (Fig. 5.6; levels D + E), indicating a notable improvement over recent years.

e Submissions for the SPAR reporting from countries in the Region increased from 2021 to 2023 (32
to 35, respectively). The regional average score indicating the overall (C.9) “IPC capacity” (around
60) was similar to the global average (around 61) across the years. In this Region, both the average
capacity scores for (C.9.1) “IPC programmes” and (C.9.2) “HAI surveillance” slightly decreased over
the years (from 61 to 57 for C.9.1 and from 64 to 58 for C.9.2, respectively), while the average capacity
scores for (C.9.3) “safe environment in health facilities” remained stable at 58 (Table 5.4).

e With regard to national IPC programmes, the reported capacity for HAl surveillance and safe
environment in health facilities remained quite stable from 2021 to 2023, with many countries
showing a developed capacity (level 3) (Figs. 5.7-5.9). The overall IPC capacity reported by countries
tended to lean towards level 3 or above, that is, “developed to demonstrated or sustainable capacity”
(Fig. 5.10).

e When comparing data of the WHO global IPC surveys conducted in 2017-2018 and 2021-2022
during the COVID-19 pandemic, the Region showed significant improvements. These concerned the
proportion of countries having an appointed IPC-trained national focal point, national IPC guidelines,
an in-service IPC curriculum, conducting HAI surveillance, using MMIS for IPC interventions, having
an IPC indicators’ monitoring system and hand hygiene compliance monitoring as a key national
indicator (8, 121, 127). Conversely, no or only limited improvement was observed for having an active
national IPC programme, a budget dedicated to IPC or evidence-based and standardized national IPC
guidelines.

* Inthe2023-2024 global survey on IPC minimum requirements at the national level, 20 countries
from the Region of the Americas participated!’ (Table 5.5; WHO unpublished data). Most countries
(85%; 17 of 20) reported to have an active national IPC programme and the appointed IPC focal
points had dedicated time for their tasks in 50% of countries (10 of 20). In addition, 55% of countries
(11 of 20) had an identified, protected and dedicated budget allocated to the IPC programme.

e The development of guidelines involved the use of evidence-based, scientific knowledge and
international/national standards in 90% of countries (18 of 20). The IPC programme actively
addressed guideline adaptation and standardization of effective preventive practices and their
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implementation to reflect local conditions in 80% of countries (16 of 20). MMIS were promoted
through their inclusion within IPC guidelines, education and training in 80% of countries (16 of 20).
However, progress is needed to translate guidelines into implementation. For example, a national
IPC curriculum for in-service training of health and care workers was available in only 25% of
countries (5 of 20).

e Anational strategic plan for HAl surveillance, developed by a multidisciplinary technical group, was
present in 75% of countries (15 of 20). A system for IPC monitoring and feedback was in place in 65%
of countries (13 of 20). Hand hygiene compliance monitoring and feedback was identified as a key
national indicator in 75% of countries (15 of 20).

7 Argentina, Bahamas, Belize, Brazil, Canada, Chile, Colombia, Costa Rica, Cuba, Dominican Republic, Ecuador, El Salvador, Jamaica,
Nicaragua, Panama, Paraguay, Peru, Trinidad and Tobago, United States of America and Uruguay.
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e A comparison of the results from the two global surveys (2021-2022 and 2023-2024) on the
implementation of IPC minimum requirements in the Region was possible for only a subset of
countries and showed both improvements and declines across selected indicators. The surveys
included the same 16 countries®® in both periods and the following considerations can be made.

o Highimplementation: both, the proportion of countries having an active national IPC
programme and developing guidelines involving evidence-based, scientific knowledge and
international standards remained high at 80% to 90%.

o Improvement: hand hygiene compliance monitoring and feedback increased from 62.5% (10
of 16) to 75% (12 of 16). The development of a national strategic plan for HAl surveillance also
increased from 75% (12 of 16) to 81.2% (13 of 16). The promotion of MMIS increased from 62.5%
(10 of 16) to 81.2% (13 of 16). The percentage of countries with appointed IPC focal points having
dedicated time for the tasks increased from 56.2% (9 of 16) to 62.5% (10 of 16). The development
of a national IPC curriculum for the in-service training of health and care workers slightly
increased from 25% (4 of 16) to 31.2% (5 of 16).

o Lower implementation and areas for improvement: although there was a slight increase in the
presence of an identified, protected and dedicated budget allocated to the IPC programme (7.5%
(6 of 16) to 50% (8 of 16, respectively), overall implementation remains low.

e Opportunities to strengthen and implement IPC policies and practices have been set up recently with
the endorsement of the WHO sepsis strategy and action plan, aligned with the WHO IPC GAP/MF for
IPC (6).

e Countries in the Region are still recovering from the impact of the COVID-19 pandemic. Although
many aspects of IPC progress made remain in place, others have been diluted.

e These surveys provide an interesting and current snapshot of IPC in the Region. However, when
interpreting these results, it is important to note that the data represented only a percentage of the
countries from the WHO Region of the Americas. Therefore, the trends and changes observed may
not fully capture the overall regional context.

® 5, Regional focus

18 Argentina, Belize, Brazil, Canada, Chile, Colombia, Cuba, Ecuador, Jamaica, Nicaragua, Panama, Paraguay, Peru, Trinidad and Tobago,
United States of America and Uruguay.
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Fig. 5.6. Country/area progress in the implementation of IPC and WASH programmes in the Region of the Americas, 2024
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B A No national infection prevention and control (IPC) programme or operational plan is available.

B. A national IPC programme or operational plan is available. National IPC and water, sanitation and hygienea (WASH) and
environmental health standards exist but are not fully implemented.

C. A national IPC programme and operational plan are available and national guidelines for health care IPC are available and
disseminated. Selected health facilities are implementing the guidelines, with monitoring and feedback in place.

B D. Anational IPC programme available, according to the WHO IPC core components guidelines and IPC plans and guidelines

implemented nationwide. All health care facilities have a functional built environment (including water and sanitation), and
necessary materials and equipment to perform IPC, per national standards.

B E.IPC programmes are in place and functioning at national and health facility levels, according to the WHO IPC core components

guidelines. Compliance and effectiveness are regularly evaluated and published. Plans and guidance are updated in response to
monitoring.

Data not available
Not applicable

Abbreviations: IPC, infection prevention and control; WASH, water, sanitation and hygiene.

Map creation date: 04 October 2024.

Map production: WHO Geographic Information Systems (GIS) Centre for Health, Department of Data and Analytics (DNA) within the
Division of Data, Analytics and Delivery for Impact (DDI).

Source: (124).

Table 5.4. Average score per SPAR indicator for IPC? globally and in the Region of the Americas, 2021-2023

Indicator Region Score (average)
2021 2022 2023
C.9.1 Global 63 64 61
IPC programmes
Region of the 61 61 57
Americas
C.9.2 Global 56 59 56
HAI surveillance
Region of the 64 63 58
Americas
C.9.3 Global 62 62 61
Safe environment in
health facilities Region of the 58 58 58
Americas

2 Each indicator is graded into scores and five levels, corresponding to a continuum from limited to consolidated performance in the area
indicated. Strong and effective IPC programmes increase the safety of health care. They help deliver essential services by preventing
and controlling outbreaks throughout the health system. It is essential initially that at least the minimum requirements for IPC are in
place at both national and facility levels, and then to progress gradually to achieving all requirements of WHO core components for

IPC programmes. These requirements are the basis for building additional critical components of IPC programmes through a stepwise
approach based on assessments of the local situation.
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Indicator Region Score (average)
2021 2022 2023

c.9 Global 60 62 60
Overall IPC capacity

Region of the 61 61 58

Americas
Number of countries  Region of the 32 35 35
that provided data Americas

Abbreviations: HAI, health care-associated infections; IPC, infection prevention and control.
Source: (119).
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Fig. 5.9. Progress regarding the SPAR indicator C.9.3 (safe environment in health facilities)? in the Region of the Americas,
2021-2023
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Table 5.5. Proportion of countries with selected reported IPC minimum requirements in the Region of the Americas, N
2023-2024
o
Core component? Indicator Region of the Americas (n=20)" =
k=
©
Number % 2
I
~
Core component 1 Active national IPC programme. 17 85 A
c
Dedicated budget allocated to the IPC programme. 11 55 2
=
]
Appointed IPC focal points with dedicated time. 10 50 =
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Core component?® Indicator Region of the Americas (n=20)"
Number %
Core component 2 Evidence-based national IPC guidelines according to 18 90

international standards.

Guidelines adapted and implemented. 16 80
Core component 3 National IPC curriculum for in-service training. 5 25
Core component 4 National strategic plan for HAI surveillance. 15 75
Core component 5 IPC improvement interventions coordinated and 14 70

supported by national IPC focal point.

MMIS promoted. 16 80
Core component 6 National strategic plan for IPC monitoring. 13 65
Hand hygiene compliance as key national indicator. 15 75

Abbreviations: HAI, health care-associated infections; IPC, infection prevention and control; MMIS, multimodal improvement strategies.
2Core component 1: IPC programmes; core component 2: national and facility-level IPC guidelines; core component 3: IPC education
and training; core component 4: HAI surveillance; core component 5: MMIS for implementing IPC activities; core component 6: IPC
monitoring, audit and feedback.

® Number of countries from the Region that enrolled in the survey.

Source: WHO global survey on IPC minimum requirements at the national level, 2023-2024 (WHO, unpublished data).

5.5.2 Actions

e Although many countries in Latin America and the Caribbean have made notable progress in
strengthening IPC programmes over the past years, strengthening the implementation of active
national IPC programmes across all countries remains a priority. This comprises advocating for
securing dedicated budgets for IPC activities, ensuring that training curricula for health and care
workers are developed and operationalized, and solidifying the commitment to producing evidence-
based guidelines for infection prevention.

e Another high priority is to develop, update and implement HAI surveillance systems, especially in the
Caribbean. The Pan American Health Organization (PAHO) is supporting in this area by organizing
national training sessions involving multidisciplinary teams, providing the methodology and tools
for standardizing data collection methods, improving data analysis capabilities, and supporting
feedback mechanisms.

® 5, Regional focus

e The spread of carbapenem-resistant organisms in health care settings remains one of the most
important threats in Latin America and the Caribbean, which is being tackled in a comprehensive
manner by strengthening microbiological laboratory detection, infection prevention measures and
appropriate antimicrobial treatment. The following two intervention strategies will be implemented.

o Assessment of the capacity for detection and control of carbapenem-resistant organisms in
collaboration with the CDC, supporting national and health facility capacity building using a
standardized tool that provides the basis for tailored recommendations to implement detection
and containment measures.

o  Effective implementation of antimicrobial stewardship programmes in strong integration with
IPC programmes, which has been shown to prevent the emergence and transmission of MDROs
in health care settings, particularly in ICUs.
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e  Strengthening networking and collaborations across the Region of the Americas will be critical to
facilitate the implementation of IPC strategies in line with the WHO GAP/MF on IPC. In coordination
and collaboration with partners and other key players, PAHO is developing a regional network to
foster a horizontal collaboration among countries, share lessons learned and, therefore, strengthen
the IPC programmes and teams of the ministries of health of Latin America and the Caribbean.

e Capacity for respiratory protection for health and care workers has been advancing through
the development of training manuals (175), intended for IPC professionals and health staff.
Implementing these training tools and the related IPC principles has been a priority for PAHO/WHO
and 238 health and care workers from 12 selected Latin American and Caribbean countries®® were
trained between 2022 and 2024.

® 5, Regional focus

% Belize, Bolivia, Colombia, Costa Rica, Dominica, Ecuador, El Salvador, Guatemala, Jamaica, Paraguay, the Bahamas, and the Turks and
Caicos Islands.
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5.6 South-East Asia Region

5.6.1 Situation analysis

e In 2024, according to the country self-assessments through TrACSS (124), 18% of countries in the
WHO South-East Asia Region either did not have an IPC programme or plan or, if they had one, it
was not fully implemented (levels A + B). This shows a steady improvement compared to previous
years where this proportion was higher (27.3% in 2023 and 36.4% in 2021). However, while 36.4%
of countries had an IPC programme supported by plans and guidelines implemented nationwide
in 2023, this proportion decreased to 18% in 2024 (Fig. 5.11, levels D + E). Most countries reported
having an IPC programme supported by plans and guidelines, while nationwide implementation is
still being worked on (64%; Fig. 5.11, level C).

e Countriesin the Region consistently provided submissions for the SPAR reporting from 2021 to 2023
(11 for every cycle). The regional average score for (C.9) “IPC capacity” increased from 53 to 59 (level
3 meaning “developed capacity”), but was slightly lower than the global average (around 61, level 4,
meaning “demonstrated capacity”). The average capacity score of the Region for all sub-capacities
(C.9.1, “IPC programmes”; C.9.2, “HAl surveillance”; C.9.3, “safe environment in health facilities”)
increased over the years and was on par with the global average for 2023 (Table 5.6).

e While the number of countries above level 3 (mostly level 4, that is, “demonstrated capacity”)
remained stable across the years, a clear progress was seen in countries shifting from levels 1 and 2
(“limited or no capacity”) to a higher capacity from 2021 to 2023, especially for C.9.2, but also for all
indicators and overall IPC capacity. Since 2022, most countries in the Region had “developed” IPC
capacity (level 3) across all indicators (Figs. 5.12-5.15).

e Inthe 2023-2024 global survey on IPC minimum requirements at the national level, 11 countries from
the Region participated® (Table 5.7; WHO unpublished data). Most countries (72.7%; 8 of 11) reported
to have an active national IPC programme and the appointed IPC focal points had dedicated time for
their tasks in 63.6% of countries (7 of 11). In addition, 54.5% of countries (6 of 11) had an identified,
protected and dedicated budget allocated to the IPC programme according to planned activity.

e The development of guidelines involved the use of evidence-based, scientific knowledge and
international/national standards in 90.9% of countries (10 of 11). The IPC programme actively
addressed guideline adaptation and standardization of effective preventive practices and their
implementation to reflect local conditions also in 90.9% of countries (10 of 11). MMIS were promoted
through their inclusion within IPC guidelines, education and training in 81.8% of countries (9 of 11).
However, progress is needed to translate guidelines into implementation. For example a national IPC
curriculum for in-service training of health and care workers was available in only 45.5% of countries
(50f11).

e Anational strategic plan for HAI surveillance, developed by a multidisciplinary technical group, was
present in only 36.4% of countries (4 of 11), similar to the availability of a strategic plan and system
for IPC monitoring. Hand hygiene compliance monitoring and feedback was identified as a key
national indicator in 63.6% of countries (7 of 11).

e The number of countries participating in the WHO global surveys increased substantially from 6 in
2021-2022 to 11 in 2023-2024, indicating a strong and growing commitment to IPC efforts in the
region.

e However, a comparison of results from the two global surveys (2021-2022 and 2023-2024) on the
implementation of IPC minimum requirements in the Region was possible for only a subset of

® 5, Regional focus

countries and showed both improvements and declines across selected indicators. The surveys
included the same 6 countries® in both periods and the following considerations can be made.

2 Bangladesh, Bhutan, Democratic People’s Republic of Korea, India, Indonesia, Maldives, Myanmar, Nepal, Sri Lanka, Thailand and
Timor-Leste.
2 Bangladesh, Bhutan, Indonesia, Maldives, Sri Lanka and Thailand.
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o Highimplementation: the development of guidelines involving evidence-based, scientific
knowledge and international standards increased from 83.3% (5 of 6) to 100% (6 of 6). The
mandate of the national IPC programme to produce guidelines for preventing and controlling
HAI remained stable at 100% (6 of 6) in both surveys.

o Improvement: the percentage of countries with appointed IPC focal points having dedicated
time for the tasks increased from 50% (3 of 6) to 66.7% (4 of 6).

o Lower implementation and gaps for improvement: although there was an increase in the
presence of a dedicated budget allocated to the IPC programme from 33.3% (2 of 6) to 50% (3
of 6), implementation can still be improved. The development of a national IPC curriculum for
in-service training of health and care workers remained low at 16.7% (1 of 6) in both surveys. Less
than half of the countries (33%) had a national strategic plan for HAI surveillance in 2023-2024,
pointing to another area of improvement.

e When interpreting these results, it is important to note that the data represented only a percentage
of the countries from the WHO South-East Asia Region. Therefore, the trends and changes observed
may not fully capture the overall regional context, especially with the small number of countries
included in this comparison.

Fig. 5.11. Country/area progress in the implementation of IPC and WASH programmes in the WHO South-East Asia
Region, 2024
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B A No national infection prevention and control (IPC) programme or operational plan is available.

B. A national IPC programme or operational plan is available. National IPC and water, sanitation and hygienea (WASH) and
environmental health standards exist but are not fully implemented.

C. Anational IPC programme and operational plan are available and national guidelines for health care IPC are available and
disseminated. Selected health facilities are implementing the guidelines, with monitoring and feedback in place.

B D. Anational IPC programme available, according to the WHO IPC core components guidelines and IPC plans and guidelines
implemented nationwide. All health care facilities have a functional built environment (including water and sanitation), and
necessary materials and equipment to perform IPC, per national standards.

B E.IPC programmes are in place and functioning at national and health facility levels, according to the WHO IPC core components
guidelines. Compliance and effectiveness are regularly evaluated and published. Plans and guidance are updated in response to
monitoring.

Data not available
Not applicable

Abbreviations: IPC, infection prevention and control; WASH, water, sanitation and hygiene

Map creation date: 04 October 2024.

Map production: WHO Geographic Information Systems (GIS) Centre for Health, Department of Data and Analytics (DNA) within the
Division of Data, Analytics and Delivery for Impact (DDI).

Source: (124).




® 5, Regional focus

N Global report on infection prevention and control 2024

Table 5.6. Average score per SPAR indicator for IPC? globally and in the WHO South-East Asia Region, 2021-2023

Indicator Region Score (average)
2021 2022 2023
C.9.1 Global 63 64 61
IPC programmes
South-East Asia 55 62 62
Region
C.9.2 Global 56 59 56
HAI surveillance
South-East Asia 47 56 56
Region
C.9.3 Global 62 62 61
Safe environment in
health facilities South-EastAsia 56 60 60
Region
Cc.9 Global 60 62 60
Overall IPC capacity
South-East Asia 53 59 59
Region
Number of countries South-East Asia 11 11 11
that provided data Region

Abbreviations: HAI, health care-associated infections; IPC, infection prevention and control.

a Each indicator is graded into scores and five levels, corresponding to a continuum from a limited to consolidated performance in the
area indicated. Strong and effective IPC programmes increase the safety of health care. They help deliver essential services by preventing
and controlling outbreaks throughout the health system. It is essential initially that at least the minimum requirements for IPC are in
place at both national and facility levels, and then to progress gradually to achieving all requirements of WHO core components for

IPC programmes. These requirements are the basis for building additional critical components of IPC programmes through a stepwise

approach based on assessments of the local situation.

Source: (119).

Fig. 5.12. Progress regarding the SPAR indicator C.9.1 (IPC programmes)? in the WHO South-East Asia Region, 2021-2023
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Fig. 5.13. Progress regarding the SPAR indicator C.9.2 (HAI surveillance)? in the WHO South-East Asia Region, 2021-2023
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Table 5.7. Proportion of countries with selected reported IPC minimum requirements in the WHO South-East Asia Region,

2023-2024
Core Component® Indicator South-East Asia Region (n=11)"
Number %
Core component1 Active national IPC programme. 8 72.7
Dedicated budget allocated to the IPC programme. 6 54.5
Appointed IPC focal points with dedicated time. 7 63.6
Core component2  Evidence-based, national IPC guidelines accordingto 10 90.9
international standards.
Guidelines adapted and implemented. 10 90.9
Core component 3  National IPC curriculum for in-service training. 5 45.5
Core component4  National strategic plan for HAI surveillance. 4 36.4
Core component5 [PCimprovement interventions coordinated and 8 2.7
supported by national IPC focal point.
MMIS promoted. 9 81.8
Core component 6 National strategic plan for IPC monitoring. 4 36.4
Hand hygiene compliance as key national indicator. 7 63.6

Abbreviations: HAI, health care-associated infections; IPC, infection prevention and control; MMIS, multimodal improvement strategies.
2Core component 1: IPC programmes; core component 2: national and facility-level IPC guidelines; core component 3: IPC education
and training; core component 4: HAI surveillance; core component 5: MMIS for implementing IPC activities; core component 6: IPC
monitoring, audit and feedback.

® Number of countries from the Region enrolled in the survey.

Source: WHO global survey on IPC minimum requirements at the national level, 2023-2024 (WHO, unpublished data).
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5.6.2 Actions

Since 2022, significant strides have been made in improving IPC programmes and policies and integrating IPC
into national health policies across the South-East Asia Region, with a stronger focus on incorporating IPC
into broader areas, such as quality of care and patient safety.

e The following priorities for action have been identified for countries and WHO support.

o Strengthen and expand IPC programmes by enhancing efforts to provide human and financial
resources and fully integrating IPC into national health strategies. These include making a
national IPC curriculum for in-service training available and collaborating with academic
institutions and regional centres of excellence to provide tailored training programmes.

o Develop policy and strategic frameworks, in particular WHO IPC national action plans aligned
with the WHO 2024-2030 GAP/MF (6).

o Enhance monitoring and reporting by having national strategic plans, in particular for hand
hygiene compliance, HAI surveillance and IPC indicators, improving monitoring systems and
reporting through existing monitoring systems such as SPAR, TrACSS and the WHO IPC global
portal.

o Focus on guideline adaptation and implementation with the use of evidence-based guidelines
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and adaptations reflecting local conditions and by including them in training and education
programmes.

o Promote multidisciplinary collaboration by strengthening collaboration between IPC,
quality of care, patient safety, AMR, WASH and emergency preparedness sectors and initiatives,
including through regional meetings and knowledge sharing, with the aim to create a more
resilient and coordinated approach and enhance overall patient safety and care standards.

o Advocate for consistent improvements by developing and disseminating advocacy materials
and case studies to enhance awareness around IPC’s role in patient safety and health systems’
strengthening.

o Facilitate evidence-based improvements by using evidence and data from assessments
to develop targeted improvement strategies and prioritize actions in areas of lower
implementation.

To support these actions with an integrated approach, WHO has organized regional meetings,
bringing together key partners in IPC, quality of care and patient safety to collaborate, share
successes, identify gaps and explore areas for improvement.

In line with the WHO 2024-2030 GAP/MF for IPC (6), advocacy and awareness materials are being
disseminated to support country-specific needs and to promote various IPC-related campaigns
launched by WHO.

In collaboration with academic centres of excellence in the Region, WHO is conducting IPC
training programmes tailored to each country’s specific needs. These efforts have supported the
development of contextually relevant guidelines and action plans, thus further strengthening
national IPC frameworks.

Recognizing the multidisciplinary and cross-cutting nature of IPC, WHO has fostered a close
collaboration with related areas such as AMR, public health emergencies and WASH. This coordinated
approach ensures that efforts are not duplicated and resources are efficiently utilized.

WHO is also preparing a compendium of best practices and case studies in IPC, quality of care and
patient safety showcasing examples from low-resource settings where IPC measures have been
successfully implemented.

® 5, Regional focus
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5.7 Eastern Mediterranean Region?

5.7.1 Situation analysis

Countries in the WHO Eastern Mediterranean Region demonstrated their commitment to strengthen
IPC policies and practices through the endorsement of regional resolutions in 2010 (Infection
prevention and control in health care: time for collaborative action, Regional Committee resolution
EM/RC57/R.6) (176) and in 2017 (Antimicrobial resistance in the Eastern Mediterranean Region,
Regional Committee resolution EM/RC64/R.5) (177). This commitment was recently renewed
through the 2024 “Promoting collaborative action to accelerate the regional response to antimicrobial
resistance, Regional Committee technical paper EM/RC71/4-Rev.1” (178), which was adopted to
support Member States to identify, prioritize, implement and monitor key priority interventions

to tackle AMR. Prevention of infections through strengthening IPC practices and improving WASH
services in health care facilities and in communities is one of the action areas indicated as a high-
impact intervention.

In 2024, according to the country self-assessments recorded through TrACSS (124), the number of
countries in the Region that reported having an IPC programme or plan, but not fully implemented,
increased with respect to the previous two years (level B; 38% versus 29.4% in 2023 versus 35% in
2022 and 42.9% in 2021). Of note, there was no country without a national IPC programme or plan
available (level A). The proportion of countries that reported having an IPC programme supported by
plans and guidelines implemented nationwide slightly decreased with respect to the previous year
(levels D + E; 38% versus 47.1% in 2023 versus 33.3% in 2021, Fig. 5.16).

Countries in the Region consistently provided submissions for the SPAR reporting from 2021 to 2023
(n=21 for every cycle).

The regional average score for (C.9) “IPC capacity” increased from 59 to 62 (level 3, “developed
capacity”) with the global average being around 61. In this Region, the average capacity of C.9.3
(“safe environment in health facilities”) increased over the years from 62 to 66, while the other
capacities (C.9.1, “IPC programmes”, C.9.2, “HAl surveillance”) averaged a higher score in 2023
compared to 2021, but with a slight decrease from 2022. While C.9.1 and C.9.3 had higher average
scores than the global average, C.9.2 was lower (Table 5.8).

Although the overall IPC capacity of countries remained stable from 2021 to 2023 (Fig. 5.20), progress
was seen in countries shifting from levels 1 and 2 (“limited or no capacity”) to a higher capacity,
especially for a strengthened safe environment in health care facilities (Figs. 5.17-5.19).

Comparing data between previous surveys conducted in 2017-2018 and 2021-2022 during the
COVID-19 pandemic, significant improvements were observed in the Region. These concerned the
proportion of countries having a national IPC programme and an appointed IPC-trained national
focal point, a budget dedicated to IPC, national IPC guidelines and a national programme/system
for HAl surveillance, using multimodal strategies for IPC interventions, and having IPC monitoring
and hand hygiene compliance as a key national indicator (8, 121, 127). Conversely, no or limited
improvement was observed in the number of countries with an in-service IPC curriculum for the
training of health and care workers.

In the 2023-2024 WHO global survey on IPC minimum requirements at the national level, 21
countries and territories from the Eastern Mediterranean Region participated® (Table 5.9; WHO
unpublished data). Most countries (76.2%; 16 of 21) reported to have an active national IPC

22 Where “countries” are mentioned, these should be understood to include countries, territories and areas, and not just countries only.
Use of the term “national” should be understood to refer to national or local considerations, as appropriate.

2 Afghanistan, Bahrain, Egypt, Iran (Islamic Republic of), Iraq, Jordan, Kuwait, Lebanon, Libya, Morocco, Oman, Pakistan, occupied
Palestinian territory, including east Jerusalem, Qatar, Saudi Arabia, Somalia, Sudan, Syrian Arab Republic, Tunisia, United Arab Emirates
and Yemen.
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programme and the appointed IPC focal points had dedicated time for their tasks in 66.7% of
countries (14/21). However, only 38.1% of countries (8 of 21) had an identified, protected and
dedicated budget allocated to the IPC programme.

e The development of guidelines involved the use of evidence-based, scientific knowledge and
international/national standards in 90.5% of countries (19 of 21). The IPC programme actively
addressed guideline adaptation and standardization of effective preventive practices and their
implementation to reflect local conditions in 81% of countries (170g 21). Multimodal strategies were
promoted through the inclusion within IPC guidelines, education and training in 61.9% of countries
(13 of 21). Progress is needed to translate guidelines into implementation. For example, a national
IPC curriculum for in-service training of health and care workers was available in only 47.6% of
countries (10 of 21).

e Anational strategic plan for HAI surveillance, developed by a multidisciplinary technical group, was
present in only 38.1% of countries (8 f 21), whereas a strategic plan for IPC monitoring, including an
integrated system for the collection and analysis of data, was available in 57.1% of countries (12 of
21). Hand hygiene compliance monitoring and feedback was identified as a key national indicator in
52.4% of countries (11 of 21).

e Acomparison of results from the two global surveys (2021-2022 and 2023-2024) on the
implementation of IPC minimum requirements in the Region showed both improvements and
declines across selected indicators. The surveys included the same 21 countries and territories* in
both periods and the following considerations can be made.

o High implementation: the development of guidelines involving evidence-based, scientific
knowledge and international standards increased notably from 71.4% (15 of 21) to 90.5% (19 of
21).

o Improvement: the percentage of countries with appointed IPC focal points having dedicated
time for the tasks increased from 61.9% (13 of 21) to 66.7% (14 of 21). The promotion of MMIS
also saw a slight increase from 57.1% (12 of 21) to 61.9% (13 of 21).

o Lower implementation and areas for improvement: although there was an increase in the
presence of a dedicated budget allocated to IPC programmes from 28.6% (6 of 21) to 38.1% (8 of
21), it leaves much room for improvement. Notable decreases were observed in hand hygiene
compliance monitoring, which dropped from 71.4% (15 of 21) in 2021-2022 to 52.4% (11 of 21) in
2023-2024. The development of a national strategic plan for HAI surveillance also saw a decline
from 57.1% (12 of 21) in 2021-2022 to 38.1% (8 of 21) in 2023-2024. Additionally, overall and
with a rather low implementation, the development of a national IPC curriculum for in-service
training of health and care workers decreased slightly from 52.4% (11 of 21) in 2021-2022 to
47.6% (10 of 21) in 2023-2024.

® 5, Regional focus

e These surveys provide an interesting and current snapshot of IPC in the region as most or all
countries participated. A comparison with the 2017-2018 global survey was possible for only about
one half of participating countries. Thus, these comparisons may have limitations and should be
interpreted with caution.

¢ Afghanistan, Bahrain, Egypt, Iran (Islamic Republic of), Iraq, Jordan, Kuwait, Lebanon, Libya, Morocco, Oman, Pakistan, occupied
Palestinian territory, including east Jerusalem, Qatar, Saudi Arabia, Somalia, Sudan, Syrian Arab Republic, Tunisia, United Arab Emirates
and Yemen.
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Fig. 5.16. Country/area progress in implementation of IPC and WASH programmes in the Eastern Mediterranean Region,
2024
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B A No nationalinfection prevention and control (IPC) programme or operational plan is available.

[l B.Anational IPC programme or operational plan is available. National IPC and water, sanitation and hygienea (WASH) and
environmental health standards exist but are not fully implemented.
C. A national IPC programme and operational plan are available and national guidelines for health care IPC are available and
disseminated. Selected health facilities are implementing the guidelines, with monitoring and feedback in place.

B D. Anational IPC programme available, according to the WHO IPC core components guidelines and IPC plans and guidelines
implemented nationwide. All health care facilities have a functional built environment (including water and sanitation), and
necessary materials and equipment to perform IPC, per national standards.

B E.IPC programmes are in place and functioning at national and health facility levels, according to the WHO IPC core components
guidelines. Compliance and effectiveness are regularly evaluated and published. Plans and guidance are updated in response to
monitoring.

Data not available
Not applicable

Abbreviations: IPC, infection prevention and control; WASH, water, sanitation and hygiene.

Map creation date: 04 October 2024.

Map production: WHO Geographic Information Systems (GIS) Centre for Health, Department of Data and Analytics (DNA) within the
Division of Data, Analytics and Delivery for Impact (DDI).

Source: (124).

Table 5.8. Average score per SPAR indicator for IPC? globally and in the WHO Eastern Mediterranean Region, 2021-2023

Indicator Region Score (average)
2021 2022 2023

C.9.1 Global 63 64 61
IPC programmes

Eastern 64 67 65

Mediterranean

Region
C.9.2 Global 56 59 56
HAI surveillance

Eastern 51 57 54

Mediterranean

Region

2 Each indicator is graded into scores and five levels, corresponding to a continuum from limited to consolidated performance in the area
indicated. Strong and effective IPC programmes increase the safety of health care. They help deliver essential services by preventing
and controlling outbreaks throughout the health system. It is essential initially that at least the minimum requirements for IPC are in
place at both national and facility levels and then to progress gradually to achieving all requirements of WHO core components for

IPC programmes. These requirements are the basis for building additional critical components of IPC programmes through a stepwise
approach based on assessments of the local situation.
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Indicator Region Score (average)
2021 2022 2023

C.9.3 Global 62 62 61
Safe environment in
health facilities Eastern 62 65 66

Mediterranean

Region
C.9 Global 60 62 60
Overall IPC capacity

Eastern 59 63 62

Mediterranean

Region
Number of countries Eastern 21 21 21
that provided data Mediterranean

Region

Abbreviation: HAI, health care-associated infections; IPC, infection prevention and control.
Source: (119).

Fig. 5.17. Progress regarding the SPAR indicator C.9.1 (IPC programmes)® in the WHO Eastern Mediterranean Region,
2021-2023
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Fig. 5.18. Progress regarding SPAR indicator C.9.2 (HAI surveillance)® in the Eastern Mediterranean Region, 2021-2023
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Fig. 5.19. Progress regarding the SPAR indicator C.9.3 (safe environment in health facilities)® in the Eastern Mediterranean
Region, 2021-2023
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Fig. 5.20. Progress regarding SPAR indicator C.9 (overall IPC capacity)® in the Eastern Mediterranean Region, 2021-2023
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Table 5.9. Proportion of countries with selected reported IPC minimum requirements in the Eastern Mediterranean
Region, 2023-2024

Core component® Indicator Eastern Mediterranean Region
(n=21)>
Number %
Core component 1 Active national IPC programme. 16 76.2
Dedicated budget allocated to the IPC programme. 8 38.1
Appointed IPC focal points with dedicated time. 14 66.7
Core component 2 Evidence-based, national IPC guidelines according to 19 90.5
international standards.
Guidelines adapted and implemented. 17 81
Core component 3 National IPC curriculum for in-service training. 10 47.6
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Core component® Indicator Eastern Mediterranean Region
(n=21)*
Number %
Core component 4 National strategic plan for HAI surveillance. 8 38.1
IPC improvement interventions coordinated and 15 71.4
Core component 5 supported by national IPC focal point.
MMIS promoted. 13 61.9
Core component 6 National strategic plan for IPC monitoring. 12 57.1
Hand hygiene compliance as key national indicator. 11 52.4

Abbreviations: HAI, health care-associated infections; IPC: infection prevention and control; MMIS, multimodal improvement strategies.
2Core component 1: IPC programmes; core component 2: national and facility level IPC guidelines; core component 3: IPC education
and training; core component 4: HAI surveillance; core component 5: MMIS for implementing IPC activities; core component 6: IPC
monitoring, audit and feedback.

® Number of countries from the Region enrolled in the survey.

Source: WHO global survey on IPC minimum requirements at the national level, 2023-2024 (WHO, unpublished data).

5.7.2 Actions

e |IPCisan areain which this Region made substantial gains during the COVID-19 pandemic. The WHO
Eastern Mediterranean Regional Office has worked closely with WHO country offices and partners
to support country capacity building to address the implementation of IPC practices. This included
the development of technical documents and tools, provision of training and implementation of IPC
principles, monitoring and evaluation of IPC programmes.

e The Region is at a critical juncture to capitalize on the momentum from the COVID-19 response.
Turning temporarily scaled-up IPC capacity in countries and territories into permanent capacities,
agendas and networks will strengthen health security and systems for the future.

e Significant progress has been made in developing IPC as part of national health agendas. As
an example, eight of the nine countries in the Region classified as “fragile, conflict-affected and
vulnerable” were able to establish an IPC unit or programme and develop national IPC guidelines,
despite the numerous challenges they are facing including political instability, resource constraints
and ongoing humanitarian crises.

e Theintegration of IPC programmes into health systems continues, maintaining links with key related
areas such as AMR, WASH, public health emergencies, and patient and health care worker safety.

e At present, the highest priority for countries in the Region is to develop and execute an IPC national
action plan in line with the WHO GAP/MF (6), based on pre-identified country-specific priorities. This
will allow to focus on some current gaps, such as the low proportion of countries with a dedicated
budget for IPC, a HAI surveillance system, and an IPC curriculum for in-service training, which are
all among the top core targets of the WHO GAP/MF for IPC. This important endeavour is strongly
supported by the WHO Regional Office working closely in collaboration with regional and national
stakeholders and partners.

® 5, Regional focus
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5.8 European Region?®

5.8.1 Situation analysis

e Several critical policies on AMR, including IPC as a pillar for strategies and plans, have been issued
by WHO and the European Commission over the last decades (179-182). Following the European
Strategic Action Plan on AMR (183) adopted by Member States in 2011, a Roadmap on AMR for the
WHO European Region 2023-2030 was recently adopted to support countries to identify, prioritize,
implement and monitor high-impact interventions to tackle AMR (184). IPC in health care facilities is
one of the action areas indicated as a high-impact intervention.

e Between 2017 and 2019, 15 countries in the Region conducted the voluntary JEE?® (122). The
average score among participant countries showed that attributes of IPC were in place. However,
sustainability has not been ensured, for example, through inclusion in the operational plan of the
national health sector with a secure funding source. Between 2021 and 2023, an additional four
countries? conducted the voluntary JEE, while two?® repeated it, showing limited to demonstrated
capacity overall (levels 2-3). Joint development of recommendations for strengthening IPC capacity
was country-specific, such as the finalization, approval and implementation of a national action
plan on IPC policies with clear responsibilities and defined roles, or the development of a protocol to
conduct surveillance on HAI at national level in hospitals and long-term care facilities.

e In 2024, according to the country self-assessments collected through TrACSS (124), 26% (versus 22%
in 2023 and 26.0% in 2021) of countries in the Region still either did not have an IPC programme
or plan or, if they had one, it was not fully implemented (levels A + B). However, 56% (versus 58%
in 2023 and 54.0% in 2021) of countries had an IPC programme supported by plans and guidelines
implemented nationwide (Fig. 5.21, levels D + E), with most also reporting the presence of a
mechanism to monitor the effectiveness of IPC programmes and compliance with recommendations.
HICs in the European Region were likely to have these elements of IPC at the national level.

e Submissions for the SPAR reporting from countries in the Region slightly increased from 2021 to 2023
(n=51 to n=54). The regional average score for (C.9) “IPC capacity” (around 73) was higher than the
global average (around 61) across the years. The average capacity score for all sub-capacities (C.9.1,
“IPC programmes”; C.9.2, “HAl surveillance; C.9.3, “safe environment in health facilities”) remained
stable over the years in the Region and were consistently higher than the global average (Table 5.10).

e With regard to national overall IPC capacity, as well as every sub-capacity (IPC programmes, HAI
surveillance and safe environment in health facilities), the reported capacity remained quite stable
from 2021 to 2023 with most countries having demonstrated or sustained capacity (level 4 or 5). (Figs.
5.22-5.25).

e A comparison of data from the WHO global surveys on IPC conducted in 2017-2018 and 2021-2022
during the COVID-19 pandemic, showed that significant improvements were made in the European
Region. These concerned the proportion of countries having an appointed IPC trained national focal
point, in-service IPC curriculum, national programme for HAI surveillance, promotion of MMIS for IPC

® 5, Regional focus

interventions, IPC monitoring, and hand hygiene compliance as a key national indicator (8, 121, 127).
Conversely, no or limited improvement was observed for having an active national IPC programme,
IPC dedicated budget or national IPC guidelines.

* Inthe2023-2024 global survey on IPC minimum requirements at the national level, 37 countries from

% Where “countries” are mentioned, these should be understood to include countries, territories and areas, and not just countries only.
Use of the term “national” should be understood to refer to national or local considerations, as appropriate.

% Albania, Armenia, Belgium, Finland, Georgia, Kyrgyzstan, Latvia, Lithuania, Republic of Moldova, North Macedonia, Serbia, Slovakia,
Switzerland, Turkmenistan. For more information about the JEE, please refer to: https://www.who.int/emergencies/operations
international-health-regulations-monitoring-evaluation-framework/joint-external-evaluations.

2" Azerbaijan, Estonia, Ukraine, Uzbekistan.

2 Armenia, Kyrgyzstan.
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the European Region participated® (Table 5.11; WHO unpublished data). Approximately two thirds of
countries (64.9%; 24/37) reported having an active national IPC programme, but the appointed IPC
focal points had dedicated time for the tasks in less than one half of countries (43.2%; 16 of 37). Only
40.5% (15 of 37) of countries had an identified, protected and dedicated budget allocated to the IPC
programme according to planned activity.

e The development of guidelines involved the use of evidence-based, scientific knowledge and
international/national standards in 86.5% of countries (32 of 37). National IPC programmes actively
addressed guideline adaptation and standardization of effective preventive practices and their
implementation to reflect local conditions in 83.8% of countries (31 of 37). MMIS were promoted
through their inclusion within IPC guidelines, education and training in 70.3% of countries (26 of 37).
However, progress is needed to translate guidelines into implementation. For example, only 24.3% of
countries (9 of 37) had a national IPC curriculum for in-service training of health and care workers.

e Anational strategic plan for HAI surveillance, developed by a multidisciplinary technical group, was
present in 70.3% of countries (26 of 37), whereas a strategic plan and system for IPC monitoring
and feedback were available in only about one half of countries (51.4%; 19 of 37). Hand hygiene
compliance monitoring and feedback was identified as a key national indicator in 62.2% of countries
(23 of 37).

e Acomparison of results from the two global surveys (2021-2022 and 2023-2024) on the
implementation of IPC minimum requirements in the Region was possible for only a subset of

countries and showed both improvements and declines across selected indicators. The surveys
included the same 28 countries® in both periods and the following considerations can be made.

o High implementation: The development of guidelines involving evidence-based, scientific
knowledge and international standards remained high, although it slightly decreased from
92.9% (26 of 28) to 89.3% (25 of 28). The mandate of the national IPC programme to produce
guidelines for preventing and controlling HAl increased from 85.7% (24 of 28) to 96.4% (27 of 28).

o Improvement: there was an improvement in the implementation of a strategic plan for IPC
monitoring from 42.9% (12 of 28) to 53.6% (15 of 28). The development of a national strategic
plan for HAI surveillance also slightly increased from 71.4% (20 of 28) to 78.6% (22 of 28). The
promotion of MMIS saw an increase from 71.4% (20 of 28) to 82.1% (23 of 28).

o Lower implementation and areas for improvement: the availability of a national IPC
curriculum for in-service training of health and care workers decreased notably from 46.4% (13 of
28) to 25% (7 of 28). A decrease was observed in the presence of an active IPC programme at the
national level, which dropped from 78.6% (22/28) in 2021-2022 to 67.9% (19 of 28) in 2023-2024.
Additionally, the percentage of countries with appointed IPC focal points having dedicated time
for the tasks decreased from 64.3% (18 of 28) to 46.4% (13 of 28). The presence of an identified,
protected and dedicated budget allocated to the IPC programme also decreased from 53.6% (15
of 28) to 46.4% (13 of 28).

® 5, Regional focus

e These surveys provide an interesting and current snapshot of IPC in the region. However, when
interpreting these results, it is important to note that the data represented only a percentage of the
countries from the WHO European Region. Therefore, the trends and changes observed may not fully
capture the overall regional context.

2 Albania, Armenia, Austria, Azerbaijan, Belarus, Belgium, Bulgaria, Cyprus, Czechia, Denmark, Estonia, Finland, France, Georgia,
Germany, Iceland, Ireland, Italy, Kazakhstan, Kyrgyzstan, Latvia, Lithuania, Luxembourg, Malta, Montenegro, Netherlands, Norway,
Poland, Republic of Moldova, Romania, Serbia, Spain, Sweden, Switzerland, Tajikistan, Ukraine, and United Kingdom of Great Britain and
Northern Ireland.

% Albania, Armenia, Azerbaijan, Bulgaria, Cyprus, Czechia, Denmark, Estonia, Finland, France, Georgia, Germany, Ireland, Italy,
Kazakhstan, Kyrgyzstan, Lithuania, Luxembourg, Malta, Netherlands, Norway, Republic of Moldova, Serbia, Spain, Sweden, Tajikistan,
Ukraine and the United Kingdom of Great Britain and Northern Ireland.
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Fig. 5.21. Country/area progress in the implementation of IPC and WASH programmes in the WHO European Region, 2024

0 500 1000 2000 km

B A No national infection prevention and control (IPC) programme or operational plan is available.

[ B.Anational IPC programme or operational plan is available. National IPC and water, sanitation and hygienea (WASH) and
environmental health standards exist but are not fully implemented.

C. A national IPC programme and operational plan are available and national guidelines for health care IPC are available and
disseminated. Selected health facilities are implementing the guidelines, with monitoring and feedback in place.

B D. Anational IPC programme available, according to the WHO IPC core components guidelines and IPC plans and guidelines
implemented nationwide. All health care facilities have a functional built environment (including water and sanitation), and
necessary materials and equipment to perform IPC, per national standards.

B E.IPC programmes are in place and functioning at national and health facility levels, according to the WHO IPC core components
guidelines. Compliance and effectiveness are regularly evaluated and published. Plans and guidance are updated in response to
monitoring.

Data not available
Not applicable

Abbreviations: IPC, infection prevention and control; WASH, water, sanitation and hygiene.

Map creation date: 04 October 2024.

Map production: WHO Geographic Information Systems (GIS) Centre for Health, Department of Data and Analytics (DNA) within the
Division of Data, Analytics and Delivery for Impact (DDI).

Source: (124).

Table 5.10. Average score per SPAR indicator for IPC? globally and in the WHO European Region, 2021-2023

Indicator Region Score (average)
2021 2022 2023

C.9.1 Global 63 64 61
IPC programmes

European Region 69 71 69
C.9.2 Global 56 59 56
HAI surveillance

European Region 70 72 69
C.9.3 Global 62 62 61
Safe environment in
health facilities European Region 77 77 78

2 Each indicator is graded into scores and five levels corresponding to a continuum from limited to consolidated performance in the area
indicated. Strong and effective IPC programmes increase the safety of health care. They help deliver essential services by preventing
and controlling outbreaks throughout the health system. It is essential initially that at least the minimum requirements for IPC are in
place at both national and facility levels, and then to progress gradually to achieving all requirements of WHO core components for

IPC. programmes. These requirements are the basis for building additional critical components of IPC programmes through a stepwise
approach based on assessments of the local situation.
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Indicator Region Score (average)
2021 2022 2023
C.9 Global 60 62 60
Overall IPC capacity
European Region 72 74 72
Number of countries European Region 51 53 54

that provided data

Abbreviations: HAI, health care-associated infections; IPC, infection prevention and control.
Source: (119).
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Fig. 5.24. Progress regarding SPAR indicator C.9.3 (safe environment in health facilities)® in the European Region, 2021-2023
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2 Table 5.11. Proportion of countries with selected reported IPC minimum requirements in the WHO European Region,
£ 2023-2024
19}
;ﬁ Core component? Indicator European Region (n=37)°
A
. Number %
g
2
© Core component 1 Active national IPC programme. 24 64.9
o
®
i Dedicated budget allocated to the IPC programme. 15 40.5
A
. Appointed IPC focal points with dedicated time. 16 43.2
=
g Core component 2 Evidence-based national IPC guidelines according to 32 86.5
L international standards.
T
N Guidelines adapted and implemented. 31 83.8
c
2 Core component 3 National IPC curriculum for in-service training. 9 24.3
-
o . . .
= Core component 4 National strategic plan for HAI surveillance. 26 70.3
N
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Core component? Indicator European Region (n=37)"
Number %
Core component 5 IPC improvement interventions coordinated and 26 70.3

supported by national IPC focal point.

MMIS promoted. 26 70.3
Core component 6 National strategic plan for IPC monitoring. 19 51.4
Hand hygiene compliance as key national indicator. 23 62.2

Abbreviations: HAI, health care-associated infections; IPC, infection prevention and control; MMIS, multimodal improvement strategies.
2 Core component 1: IPC programmes; core component 2: national and facility-level IPC guidelines; core component 3: IPC education
and training; core component 4: HAI surveillance; core component 5: MMIS for implementing IPC activities; core component 6: IPC
monitoring, audit and feedback.

® Number of countries from the Region enrolled in the survey.

Source: WHO global survey on IPC minimum requirements at the national level, 2023-2024 (WHO, unpublished data).

5.8.2 Actions

e According to the priorities emerged from the results of the above mentioned surveys, the WHO
Regional Office for Europe continues to support countries to implement the minimum requirements
and the core components of IPC programmes through a tailored, country-focused approach, which
includes:

o supporting IPC programmes at regional, national, and facility levels to assess their level of
implementation and help countries take the journey to develop and maintain IPC guidelines;

o guiding national IPC programmes to deliver IPC training to the health workforce as one of its
core functions, thus building skills and competence in support of the health workforce agenda;

o developing national HAI surveillance strategies and supporting countries to undertake point
prevalence surveys in collaboration with the ECDC;

o communicating the need for a clean and/or hygienic, well-equipped environment that
prevents and controls HAls, as well as AMR, at every level where health care is provided, and
includes all the necessary WASH infrastructure and services;

o strengthening collaboration between IPC and focal points of AMR, WASH and quality of care
programmes;

o facilitating collaboration with international stakeholders and donors supporting IPC
activities in low- resourced settings, and

o supporting Member States to develop and execute national action plans in line with the WHO
2024-2030 GAP/MF on IPC (6) adopted at the 77th World Health Assembly (7).

® 5, Regional focus




® 5, Regional focus

112

I Global report on infection prevention and control 2024

5.9 Western Pacific Region*

5.9.1 Situation analysis

The WHO Western Pacific Regional Office conducted a desk review in 2020-2023 to assess the status
of the implementation of IPC programmes in six LMICs®* in the Region. The findings were recently
published in a regional report and revealed country-specific gaps in terms of promulgating legal
provisions towards a national-level IPC strategy and policies, an insufficient translation of policy
into implementation, hardly any monitoring of existing IPC programmes, and a lack of a system

in place to integrate skills-based training with health worker licensing and health care facility
regulations (185). On the positive side, compliance monitoring with IPC practices was implemented
through facility-led approaches in three countries®, where past and ongoing facility-level auditing
mechanisms, tools and projects are in place. Countries are being supported by the WHO Regional
and Country Offices to critically review their current IPC programme and practices in light of the
scoping review results and in alignment with the WHO 2024-2030 GAP/MF framework on IPC (6).

In 2024, according to the country self-assessments reported through TrACSS (124), the proportion of
countries in the Region having an IPC programme or plan, but not fully implemented, had returned
to its previous level in 2021 (22% versus 13.6% in 2023 and 23.5% in 2021; level B). There was no
country without a national IPC programme or plan available (level A). An increasing number of
countries (52%) had an IPC programme supported by plans and guidelines implemented nationwide
(versus 45.5% in 2023 and 47.1% in 2021; levels D + E; Fig. 5.26).

Submissions for the SPAR reporting from countries in the Region increased from 2021 to 2023 (n=22
to n=26). The regional average score for (C.9) “IPC capacity” in 2023 was similar to the global average
(62 versus 61), but decreased from around 70 in previous years. The average capacity score for all
sub-capacities (C.9.1, “IPC programmes”; C.9.2, “HAl surveillance”; C.9.3, “safe environment in health
facilities”) decreased in 2023 with respect to the previous years. However, the score was on par for
C.9.2 and C.9.3 with the global average, while C.9.1 was higher (Table 5.12).

The number of countries with a demonstrated or sustained capacity (levels 4 or 5) with regard to
national overall IPC capacity, as well as every sub-indicator (IPC programmes, HAI surveillance and
safe environment in health facilities) remained quite stable from 2021 to 2023. HAI surveillance was
reported as the least developed pillar, with countries reporting having no capacity (level 1) (Figs.
5.27-5.30).

In the 2023-2024 global survey on IPC minimum requirements at the national level, 24 countries
from the Region participated® (Table 5.13; WHO unpublished data). Most countries (83.3%; 20 of

24) reported to have an active national IPC programme and the appointed IPC focal points had
dedicated time for their tasks in 70.8% of countries (17 of 24). 58.3% of countries (14 of 24) had an
identified, protected and dedicated budget allocated to the IPC programme.

The development of guidelines involved the use of evidence-based, scientific knowledge and
international/national standards in almost all countries (95.8%; 23 of 24). The IPC programme
actively addressed guideline adaptation and standardization of effective preventive practices and
their implementation to reflect local conditions in 83.3% of countries (20 of 24). MMIS were promoted
through their inclusion within IPC guidelines, education and training in 79.2% of countries (19 of 24),
while coordination and support for IPC improvement interventions by the national IPC focal point
was even reported by 91.7% of countries (22 of 24).

31 Where “countries” are mentioned, these should be understood to include countries, territories and areas, and not just countries only.
Use of the term “national” should be understood to refer to national or local considerations, as appropriate.

32 Cambodia, Laos PDR, Papua New Guinea, Philippines, Solomon Islands and Viet Nam.

3 Cambodia, Laos PDR, Philippines.

3 Australia, Brunei Darussalam, Cambodia, China, Cook Islands, Japan, Laos PDR, Malaysia, Marshall Islands, Mongolia, Nauru, New
Zealand, Palau, Papua New Guinea, Philippines, Republic of Korea, Samoa, Singapore, Solomon Islands, Tonga, Tuvalu, Vanuatu, Viet
Nam and Wallis and Futuna.
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e Anational IPC curriculum for in-service training of health and care workers was available in only
40.7% of countries (10 of 24).

e Anational strategic plan for HAI surveillance, developed by a multidisciplinary technical group, was
present in 54.2% of countries (13 of 24), while a strategic plan for IPC monitoring and feedback was in
place in only 45.8% of countries (11 of 24). Hand hygiene compliance monitoring and feedback was
identified as a key national indicator in 91.7% of countries (22 of 24).

e Theresults of the 2023-2024 global survey indicates a very positive engagement by countries in the

Western Pacific Region towards serious improvements in IPC implementation, especially regarding
active national IPC programmes and adherence to evidence-based guidelines. However, other critical
areas require strengthening, such as creating local IPC expertise, delivering regular training, and
improving HAIl surveillance and IPC monitoring systems.

e Acomparison of data between previous surveys conducted in 2017-2018 and 2021-2022 during
the COVID-19 pandemic showed that significant improvements were observed in the Region. These
concerned the proportion of countries having an appointed IPC trained national focal point, in-
service IPC curriculum, conducting HAI surveillance and monitoring of IPC indicators (8, 121, 127).
Conversely, no or limited improvement was observed for having an active national IPC programme,
a budget dedicated to IPC, evidence-based and standardized national IPC guidelines, the promotion
of multimodal strategies for IPC interventions, and hand hygiene compliance as a key national
indicator. As these comparisons could only be made based on four countries enrolled in both
surveys, these comparisons should be interpreted with caution.

e The number of countries participating in the WHO global surveys increased substantially from six
in 2021-2022 to 24 in 2023-2024, indicating a strong and growing commitment to IPC efforts in the
Region.

e However, a comparison of the results from the two global surveys (2021-2022 and 2023-2024) on
the implementation of IPC minimum requirements in the Region was possible for only a subset of
countries and showed both improvements and consistent high implementation across selected
indicators. The surveys included the same six countries® in both periods and the following
considerations can be made.

o Highimplementation: The mandate of the national IPC programme to produce guidelines,
as well as the development of guidelines involving evidence-based, scientific knowledge and
international standards, remained consistently high at 100% (6 of 6) in both surveys.

o Improvement: The percentage of countries with appointed IPC focal points having dedicated
time for the tasks increased from 83.3% (5 of 6) to 100% (6 of 6). Having an identified, protected
and dedicated budget allocated to the IPC programme also increased from 66.7% (4 of 6) to
83.3% (5 of 6). The development of a national strategic plan for HAI surveillance increased from
50% (3 of 6) to 66.7% (4 of 6). The promotion of MMIS saw a significant improvement from 50%
(3 of 6) to 100% (6 of 6). The implementation of a strategic plan for IPC monitoring also improved
from 50% (3 of 6) to 66.7% (4 of 6).

o Lower implementation and areas for improvement: The development of a national IPC
curriculum for in-service training of health and care workers remained low and unchanged at
33.3% (2 of 6) in both surveys.

® 5, Regional focus

e When interpreting these results, it is important to note that the data represented only a percentage of
the countries from the WHO Western Pacific Region. Therefore, the trends and changes observed may
not fully capture the overall regional context, especially with the small number of countries included
in this comparison.

* China, Malaysia, Philippines, Singapore, Vanuatu and Viet Nam.
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Fig. 5.26. Country/area progress in the implementation of IPC and WASH programmes in the WHO Western Pacific
Region, 2024

0 5001000 2000 km

B A No national infection prevention and control (IPC) programme or operational plan is available.

B. A national IPC programme or operational plan is available. National IPC and water, sanitation and hygienea (WASH) and
environmental health standards exist but are not fully implemented.

C. A national IPC programme and operational plan are available and national guidelines for health care IPC are available and
disseminated. Selected health facilities are implementing the guidelines, with monitoring and feedback in place.

B D. Anational IPC programme available, according to the WHO IPC core components guidelines and IPC plans and guidelines
implemented nationwide. All health care facilities have a functional built environment (including water and sanitation), and
necessary materials and equipment to perform IPC, per national standards.

B E.IPC programmes are in place and functioning at national and health facility levels, according to the WHO IPC core components
guidelines. Compliance and effectiveness are regularly evaluated and published. Plans and guidance are updated in response to
monitoring.

Data not available

Not applicable

Abbreviations: IPC, infection prevention and control; WASH, water, sanitation and hygiene.

Map creation date: 04 October 2024.

Map production: WHO Geographic Information Systems (GIS) Centre for Health, Department of Data and Analytics (DNA) within the
Division of Data, Analytics and Delivery for Impact (DDI).

Source: (124).

Table 5.12. Average score per SPAR indicator for IPC? globally and in the WHO Western Pacific Region, 2021-2023

Indicator Region Score (average)
2021 2022 2023

C.9.1 Global 63 64 61
IPC programmes

Western Pacific 73 75 70

Region
C.9.2 Global 56 59 56
HAI surveillance

Western Pacific 59 65 56

Region

2 Each indicator is graded into scores and five levels, corresponding to a continuum from limited to consolidated performance in the area
indicated. Strong and effective IPC programmes increase the safety of health care. They help deliver essential services by preventing
and controlling outbreaks throughout the health system. It is essential initially that at least the minimum requirements for IPC are in
place at both national and facility levels, and then to progress gradually to achieving all requirements of WHO core components for

IPC programmes. These requirements are the basis for building additional critical components of IPC programmes through a stepwise
approach based on assessments of the local situation.
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Indicator Region Score (average)
2021 2022 2023
C.9.3 Global 62 62 61
Safe environment in
health facilities Western Pacific 71 72 61
Region
c.9 Global 60 62 60
Overall IPC capacity
Western Pacific 68 71 62
Region
Number of countries Western Pacific 22 19 26
that provided data Region

Abbreviations: HAI, health care-associated infections; IPC, infection prevention and control.
Source: (119).

Fig. 5.27. Progress concerning the SPAR indicator C.9.1 (IPC programmes)? in the WHO Western Pacific Region, 2021-2023
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Fig. 5.28. Progress concerning the SPAR indicator C.9.2 (HAI surveillance)® in the WHO Western Pacific Region, 2021-2023
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Fig. 5.29. Progress concerning the SPAR indicator C.9.3 (safe environment in health facilities)? in the WHO Western Pacific
Region, 2021-2023
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% Fig. 5.30. Progress concerning the SPAR indicator C.9 (overall IPC capacity)® in the WHO Western Pacific Region, 2021-2023
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& Table 5.13. Proportion of countries with selected reported IPC minimum requirements in the WHO Western Pacific
N Region, 2023-2024
_ Core component?® Indicator Western Pacific Region (n=24)°
fe Number %
o
e
o Core component1 | Active national IPC programme. 20 83.3
A
o Dedicated budget allocated to the IPC programme. 14 58.3
2
§ Appointed IPC focal points with dedicated time. 17 70.8
:
~ Core component 2 | Evidence-based national IPC guidelines according to 23 95.8
A international standards.
g Guidelines adapted and implemented. 20 83.3
kS
= Core component3 | National IPC curriculum for in-service training. 10 40.7
N
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Core component?® Indicator Western Pacific Region (n=24)"
Number %
Core component 4 National strategic plan for HAI surveillance. 13 54.2
IPC improvement interventions coordinated and 22 91.7

Core component5 | supported by national IPC focal point.

MMIS promoted. 19 79.2
Core component 6 | National strategic plan for IPC monitoring. 11 45.8
Hand hygiene compliance as key national indicator. 22 91.7

Abbreviations: HAI, health care-associated infections; IPC, infection prevention and control; MMIS, multimodal improvement strategies.
2 Core component 1: IPC programmes; core component 2: national and facility-level IPC guidelines; : core component 3: IPC education
and training; core component 4: HAI surveillance; core component 5: MMIS for implementing IPC activities; core component 6: IPC
monitoring, audit and feedback.

® Number of countries from the Region enrolled in the survey.

Source: WHO global survey on IPC minimum requirements at the national level, 2023-2024 (WHO, unpublished data).

5.9.2 Actions

e Since 2022, significant progress has been made in developing IPC as part of national health agendas,
with stronger integration into health systems across the Western Pacific Region, strengthening
links with key related areas such as WASH, maternal and child health programmes, public health
emergencies, patient and health care worker safety and AMR.

e Regarding the ongoing work to establish IPC monitoring and evaluation, WHO has supported
countries in implementing simulation-exercise modules to enhance in situ IPC training and
assessment. These exercises have allowed facilities to assess their IPC practices in real-time, driving
immediate improvements and informing mid- and long-term strategies to strengthen the quality
of IPC programmes. Notably, in Solomon Islands, 30% of provincial health care facilities have
undergone these assessments, with a national plan in place to scale-up coverage to 100% by 2025.
Additionally, more countries in the Region, including Fiji, Cambodia and Laos PDR, have requested
WHO and partners’ support in introducing and scaling-up with this approach so as to strengthen IPC
practices in their facilities.

e The WHO Western Pacific Regional Office is now using the findings included in the recent
regional report on IPC to drive country-specific priorities (185). This review has provided a clearer
understanding of the barriers and enablers for IPC integration, allowing WHO to provide targeted,
evidence-based support to countries as they refine their IPC strategies and plans.

e Thefollowing areas have been identified as priority for action for countries and WHO support:

® 5, Regional focus

o creating a regional initiative for IPC together with patient safety initiatives, ensuring alignment
with WHO core components for IPC programmes (2), HR requirements (118) and the WHO
2023-2030 GAP/MF on IPC (6);

o developing national action plans aligned with the WHO IPC GAP/MF indicators, providing a
comprehensive structure for evaluating national IPC programmes;

o developing robust HAI surveillance mechanisms and systems in line with the recent WHO
practical handbook (186) on this topic.




Nutritionist assesses 2-year-old to determine her
nutritional status in a facility in United Republic of
Tanzania. © WHO / Mwesuwa Ramsey
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Chapter 6.
The way forward

The 2022 WHO global report on IPC (8) identified several key technical and policy areas requiring action

by WHO across the three levels of the organization and by international stakeholders and partners. It also
indicated some priorities for countries to focus on with a certain sense of urgency, based upon the reported
data on gaps in IPC implementation and the harm caused to patients and health workers due to weak or
inappropriate IPC practices.

Although, inevitably, the pace at which change is being achieved in countries varies for
historical, logistical and financial reasons, significant progress has been made both at
the global and national level over the past two years. However, this updated report also
shows that many gaps still exist and some improvements achieved during the COVID-19
pandemic may have been recently lost due to disinvestment in IPC and WASH and a
reallocation of resources and funds to other areas.

Building upon the call for action made by the WHO Global IPC Network since 2017 (187), the key priorities and
directions indicated in the 2022 WHO global report and the lessons learned during the COVID-19 pandemic,
Member States have made unprecedented steps forward in the past two years in recognizing and elevating
the importance of IPC in the global and national health agenda.

First, a resolution focusing on IPC as a critical priority across the continuum of the health system in any
settings where health care is delivered was developed and adopted at the 75th World Health Assembly in
2022 (126). The resolution formulated 13 recommendations for Member States and requested the WHO
Secretariat to work with them to develop a global strategy, action plan and monitoring framework on IPC.
During the following year, the global strategy was developed through a wide consultative process and
approved at the 76th World Health Assembly. The strategy is underpinned by the following ambitious, yet
inspirational vision.

By 2030, everyone accessing or providing health care is safe from associated infections.

The WHO global strategy on IPC includes eight strategic directions (Fig. 6), which served as the backbone for
the GAP/MF for IPC (6) (also mentioned in chapters 3 and 4). These were developed between 2023 and 2024
through another strong consultative process and adopted by all countries at the 77th World Health Assembly
in May 2024 (7). The GAP/MF indicates actions, indicators and targets to achieve the effective implementation
of the global strategy and track progress over time at the global, national, sub-national and facility level (6).

Recognizing the core role of IPC to achieve their own objectives, other programmes have also recently
included strategic directions and targets on IPC in alignment with the GAP/MF in important political
documents.

e Inthe WHO Global Pandemic Agreement (188) being negotiated among Member States, the
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improvement of IPC measures and their rapid and effective implementation when another pandemic
threat arises are mentioned several times as critical to prevent and mitigate pandemic-related risks
and to ensure health systems’ resilience.

e The Political Declaration of the High-level Meeting on AMR (189) recently agreed upon at the
2024 United Nations General Assembly indicates that priority needs to be given to effective
implementation of measures to prevent and control infections in order to achieve the targets
established in the 2024-2030 WHO GAP/MF. In addition, considering that most of the burden
(disability and premature mortality) of AMR is due to HAls (see chapter 2), effective IPC interventions
will have a significant role in achieving the new global target to reduce the global deaths caused by
drug-resistant bacterial infections by 10% by 2030.

e  Finally, WHO and UNICEF recently launched the Global Framework for Action 2024-2030 on universal
WASH, waste and electricity services in all health care facilities (190) to achieve quality health
care services. Subsequently, a Consensus Statement on the role of policy-makers and partners
in implementing the Global Framework was issued. The fundamental idea that WASH and waste

nnexes

management practices are complementary to and enablers of IPC practices is fully integrated in <
A
these documents. From the political action point of view, the implementation of the GAP/MF on IPC
in integration with WASH and waste management policies and interventions are strongly agreed g
upon as a high priority in the Global Framework and in the Consensus Statement. This demonstrates %
a clear understanding from countries of the complementarity of IPC and WASH and the efficiency &
A
gained in progressing them together.
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Elevating IPC in the global health and political agenda through all these documents
represents a turning point in history as this area of work has never been singled out so
far among the top priorities for commitment and action in such a strong way.

This represents a powerful tool for advocacy to policy- and decision-makers and for empowering IPC focal
points to take the lead on the critical step of implementation of these country calls into the field setting.

The role of WHO and international/national partners and stakeholders

The GAP/MF primarily targets those responsible for developing plans and implementing action on IPC at the
national and health care facility level and is aimed at guiding and supporting them.

However, WHO and international and national partners and stakeholders have a critical role on the way
forward to achieving the global strategy vision and supporting the implementation of the GAP/MF.

The WHO GAP/MF (6) identified priority actions and indicators for these international and national key players
(Annex 2) in supporting country efforts to make progress in the next years and achieve the established targets
by 2030. These players can have a significant role to help advance these efforts, particularly by synergizing

at country level to provide financial and technical support to implement the IPC national action plans and
strategies, with special attention to address real local needs, while avoiding duplication of efforts, and
maximizing collaboration and coordination.

Targets to be achieved at country level

The way forward at country level should be driven by the key actions, core indicators
and targets identified in the WHO GAP/MF to be achieved by 2030 at the national
(reflected as “global” targets achieved) and facility (reflected as “national” targets
achieved) levels (Table 6.1).

This MF for IPC (which also includes some additional indicators and targets) will allow regular tracking of
progress with regards to the actions of the GAP at all levels and thus will provide a form of accountability. The
IPC MF was developed through a thorough consensus-building process and prioritization exercise, including
international expert meetings, eight global and regional online consultations with country representatives,
as well as a Delphi study. A high level of agreement on the proposed IPC indicators and targets was achieved,
with a total of 136 IPC indicators at global, national and facility levels in the final GAP, which mainly reflect the
execution of the recommended actions.

Of 32 targets in total, eight were prioritized to be achieved at the national level and four at the facility level
(Table 6.1). The great majority of these targets can be monitored using existing monitoring systems (see
Supplementary annex 3 of the GAP/MF) and are referred to in chapters 3 and 4 of this report.

Table 6.1. Core targets of the IPC MF at the global and national level

‘ Eight core targets at global® level

1. Increase of proportion of countries with a costed and approved national action plan and monitoring framework
on IPC.
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2. Increase of proportion of countries with legislation/regulations to address IPC.

3. Increase of proportion of countries having an identified protected and dedicated budget allocated to the national
IPC programme and action plan.

4. Increase of proportion of countries meeting all WHO IPC minimum requirements for IPC programmes at national
level (through WHO global IPC portal).

5. Increase of proportion of countries with national IPC programmes at levels 4 or 5 according to SPAR C.9.1 and levels
D and E in TrACSS.

6. Increase of the proportion of countries with (1) basic water, (2) sanitation, (3) hygiene, and (4) waste services in all
health care facilities.

7. Increase of proportion of countries that have achieved their national targets on reducing HAls.

8. Increase of proportion of countries with a national HAI surveillance system.

Four core targets at national® level

1. Increase of proportion of facilities meeting all WHO IPC minimum requirements for IPC programmes.

2. Increase in the proportion of facilities with a dedicated and sufficient funding for WASH services and activities.

3. Increase of proportion of facilities providing training to all frontline clinical and cleaning staff upon employment
and annually and to managers upon employment.

4. Increase of proportion of tertiary/secondary health care facilities having an HAI and related AMR surveillance
system.

Abbreviations: HAI, health care-associated infections; IPC, infection prevention and control; MF, monitoring framework; TrACSS, Tracking
AMR Country Self- Assessment Survey.

“Reflecting progress at national level.

PReflecting progress at facility level.

Source: (6).

IPC integration and coordination

In addition to achieving targets specific to IPC and WASH (Table 6.1), the coordination and alignment of the
IPC programme with other complementary programmes to avoid duplications and amplify achievements
is critical for success, such as those focusing on AMR, quality of care, patient safety, occupational health
and health emergencies, as well as human immunodeficiency virus, tuberculosis, hepatitis, maternal/child
health, surgical care and other programmes.

While IPC is a specialized area of work that requires specific expertise and dedicated
human and financial resources, it is a cross-cutting area that contributes substantially
to the achievement of other programmes’ objectives and benefits from active synergies
with them.

This is relevant at both national and facility level. Under strategic direction #3, the WHO GAP/MF provides
several examples of actions that can be undertaken to implement the coordination of IPC with different
programmes.

Integration is particularly important with AMR and in the context of public health emergencies. The inclusion
of IPC principles, strategies and standards within policies, national action plans and implementation projects
on AMR should be ensured and the complementarity of IPC and antimicrobial stewardship interventions
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should be nurtured, in particular at facility level.HAl and AMR surveillance is another important area for
integration. Furthermore, IPC should be integrated and supported as a core component of the national

preparedness, readiness and response plan within the context of public health emergencies and given a
prominent role in outbreak prevention and control in health care facilities.

Priority areas for improvement

Chapters 3 and 4 of this report highlight not only improvements, but also document progress setbacks and
confirmed gaps at both national and facility level according to data collected through several systems in
2023-2024 when compared to previous years.

The compass for future improvement is the WHO 2023-2030 GAP/MF on IPC (6).

Table 6.2 shows the most important areas for improvement and the current situation regarding the core
targets to be monitored according the WHO MF. It also provides the available “baseline” data for tracking
progress up to 2030 through 2026 and 2028 as indicated in the GAP/MF.

Table 6.2. Priority areas for improvement according to the most recent data available in relation to the MF core targets

Priority area

2022-2024 key data:
national level

National target by
2030

2022-2024 key data:
facility level

Facility target by 2030

Political
commitment

44% of countries (66 of
150) have a dedicated
budget for the IPC
programme.

No data currently exist
on the proportion

of countries with
legislation/regulations
to address IPC.

Increase of the
proportion of
countries with an
identified dedicated
budget allocated
to the national IPC
programme and action
plan to:

50% by 2026

75% by 2028

>90% by 2030

Increase of the
proportion of countries
with legislation/
regulations for IPC to:

30% by 2026

50% by 2028

>80% by 2030

43.1% of health

care facilities (751

of 1742; secondary
and tertiary) have a
dedicated budget for
IPC activities.

Increase of the
proportion of health
care facilities with an
adequate dedicated
budget for IPC to:
30% by 2026
50% by 2028
>80% by 2030

IPC programme

71.3% of countries
(107 of 150) have an
active national IPC
programme.

38.7% of countries (72
of 186) at levels D and
E in TrACSS indicator
3.5.

31.4% of countries (61
of 194) at levels 4 and 5
in SPAR indicator C.9.1.

Increase of the
proportion of countries
with national IPC
programmes at Level
4 or5insection C9.1
of SPAR 9.1 and Level
D or E in section 3.5 of
TrACSS to:

50% by 2026

75% by 2028

>90% by 2030

86.7% of health care
facilities (548 of 632;
tertiary) have an IPC
programme.

Increase of the
percentage of
secondary and
tertiary health care
facilities with an IPC
programme to:

30% by 2026

60% by 2028

>90% by 2030
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Priority area

2022-2024 key data:
national level

National target by
2030

2022-2024 key data:
facility level

Facility target by 2030

No data currently exist
on the proportion of
countries that have
achieved their national
targets on reducing
HAISs.

Increase of the
proportion of countries
that have achieved
their national targets
on reducing HAls
(among those having
such targets) to:

30% by 2026
50% by 2028
>80% by 2030
WASH to support  78% and 57% of Increase of the No data exist at Increase of the
IPC countries have basic proportion of countries present regarding the  proportion of facilities
water services and with basic water, percentage of health with a dedicated and
hand hygiene in all sanitation, hygiene and care facilities with sufficient funding for
health care facilities. waste services in all dedicated and sufficient WASH services and
health care facilities to: funding for WASH activities to:
60 % by 2026 services and activities. 40% by 2026
80% by 2028 80% by 2028
100% by 2030 100% by 2030
3% of countries Increase of the
have dedicated and proportion of countries
sufficient funding for with dedicated and
WASH services and sufficient funding for
activities. WASH services and
activities to:
40% by 2026
80% by 2028
100% by 2030
IPC training 38% of countries (57 Increase of the 61.8% of health care Increase of the

of 150) have a national
IPC curriculum for in-
service training.

proportion of countries
having a national IPC
curriculum for in-
service training to:

50% by 2026

75% by 2028

>90% by 2030

Increase of the
proportion of countries
with an IPC training
programme for health
workers to:

30% by 2026

50% by 2028

>80% by 2030

facilities (3421 of 5537)
providing training to all
frontline staff.

proportion of facilities
providing and/or
requiring training to
all frontline clinical
and cleaning staff
upon employment
and annually and
to managers upon
employment to:

30% by 2026

60% by 2028

>90% by 2030

HAI surveillance

50% of countries (75
of 150) have a national
strategic plan for HAI
surveillance.

51% of countries
(47/108) have a
national system for HAI
surveillance.

Increase of the
proportion of countries
with a national
surveillance system
for HAls and related
AMR to:

30% by 2026

50% by 2028

>80% by 2030

70.6% of health care
facilities (1230 of 1742;
secondary and tertiary)
with a HAI surveillance
system.

Increase of proportion
of tertiary/secondary
health care facilities
having a surveillance
system for HAIs and
related AMR to:

30% by 2026

50% by 2028

>80% by 2030

® 6. The way forward




® 6. The way forward

126

N Global report on infection prevention and control 2024

Priority area

2022-2024 key data:
national level

National target by
2030

2022-2024 key data:
facility level

Facility target by 2030

31% of countries
(29/108) established
national targets on
reducing HAls.

Increase of the
proportion of countries
with a national target
on reducing HAls to:
50% by 2026

75% by 2028

100% by 2030

IPC monitoring

51.3% of countries (77
of 150) have an IPC
monitoring national
strategic plan and
system.

Increase of the
proportion of countries
with a national IPC
monitoring system to:

30% by 2026

50% by 2028

>80% by 2030

78% of health care
facilities (1359 of 1742;
secondary and tertiary)
with an IPC monitoring
system.

Increase of the
proportion of tertiary/
secondary health care
facilities having an IPC
monitoring system to:

30% by 2026

50% by 2028

>80% by 2030

IPC interventions
using MMIS

75.3% of countries (113
of 150) promote MMIS.

Increase of the
proportion of countries
that promote MMIS
through the inclusion
of the approach in the
development of IPC
guidelines, education
and training to:

30% by 2026

50% by 2028

>80% by 2030

74% of health care
facilities (4098 of 5537)
using MMIS for IPC
interventions.

Increase of the
proportion of facilities
with implemented IPC
interventions based on
MMIS to reduce specific
HAls according to local
priorities to:

30% by 2026

50% by 2028

>80% by 2030

IPC minimum
requirements

6% of countries (9 of
150) meet all MR.

Increase of the
proportion of
countries meeting
allWHO minimum
requirements for
IPC programmes at
national level to:
30% by 2026
60% by 2028
>90% by 2030

15.8% of health care
facilities (874 of 5537)
meet all minimum
requirements for IPC.

34% of health care
facilities (1885 of 5537)
meet 90% of minimum
requirements for IPC.

Increase of the
proportion of
facilities meeting
all WHO minimum
requirements for IPC
programmes to:
30% by 2026
60% by 2028
>90% by 2030

Abbreviations: HAI, health care-associated infection; IPC, infection prevention and control; MMIS, multimodal improvement strategies;
MR, minimum requirements (for IPC); SPAR, States Party Self-assessment annual reporting (tool); TrACSS, Tracking AMR Country Self-

Assessment Survey; WASH, water, sanitation and hygiene.
Source: JMP (150), SPAR (119), TrACSS (124), WASH (191), WHO Global Patient Safety Report (27), WHO global survey on IPC minimum
requirements at the national level, 2023-2024 (WHO, unpublished data).

Conclusions

The data provided in this report show the need for further investments on IPC at both the national and facility
levels. In many countries there is a clear dichotomy between having programmes, policies and guidelines
and the lack of consistent implementation in the field, coordinated by the national and/or subnational

levels and adequately supported by human and financial resources, a strong built environment, and robust
monitoring and evaluation systems. Furthermore, significant and striking differences emerge in IPC capacity
and progress between low- and lower-middle-income countries and other income levels across all data sets
on IPC indicators at the national and facility level.
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The achievement of the WHO minimum requirements (5) (Annex 1) should be an
urgent priority for all countries and health care facilities in order to provide minimum
protection and safety to patients, health workers, as well as families and visitors to
facilities, and to achieve targets for AMR reduction.

Several country examples (192) show that nations that treat IPC and WASH capacity building and
implementation as critical health priorities can make progress and protect their patients and health
workforce. In this report, we provide two country examples (Annex3) showing effective approaches to
achieve a powerful national IPC programme (Nigeria) and to implement at facility level a MMIS in the context
of a national initiative coordinated by the ministry of health (Saudi Arabia).

Country efforts to improve IPC not only benefit their own people and health systems, but strongly contribute
to the achievement of the health-related Sustainable Development Goals (193) and global health security.
They also work towards the effective implementation of other major global health priorities, including

the IHR (24), AMR action plans, patient and health worker safety and integrated people-centred care.
Furthermore, the overarching focus on quality essential health services as part of a primary health care-
driven approach to universal health coverage is well-served by strong IPC at all levels of the health service.

® 6. The way forward
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Annex 1

WHO Recommendations and minimum requirements for the core components of IPC
programmes, at national and health care facility level

Table Al. Recommendations and minimum requirements for the core components of IPC programmes, at national and health care facility level

Recommendations for National level Facility level

Core Component 1:

IPC programmes Active, stand-alone, national IPC programmes with clearly defined An IPC programme with a dedicated, trained team should be in place
objectives, functions and activities should be established for the in each acute health care facility for the purpose of preventing HAl and
purpose of preventing HAI, promoting patient safety and combating combating AMR through IPC good practices.

AMR through IPC good practices.
National IPC programmes should be linked with other relevant national
programmes and professional organizations.

©
o
o
)
=
[0}
e
o
3
o
=
i:
@
o
=5
o
=
ko]
=
o
<
[0}
=
=5
o
=
[}
>
o
o
o
=
=
[=s
=X
N
o
N}
=

Minimum A functional IPC programme should be in place, including at least: Primary care: IPC trained health care officer

requirements
e one full-time focal point trained in IPC; and e Atrained IPC link person, with dedicated (part-) time in each
e adedicated budget forimplementing IPC strategies/plans. primary health care facility

e OneIPC-trained health care officer at the next administrative
level (for example, district) to supervise the IPC link
professionals in primary health care facilities

Secondary care: functional IPC programme

e Atrained IPC focal point (one full-time trained IPC Officer
[nurse or doctor]) at the recommended ratio of 1:250 beds
with dedicated time to carry out IPC activities in all facilities
(for example, if the facility has 120 beds, one 50% full-time
equivalent dedicated officer)

* Dedicated budget for IPC implementation

Tertiary care: functional IPC programme

e Atleast one full-time trained IPC officer (nurse or doctor) with
dedicated time per 250 beds

e |IPC programme aligned with the national programme and with
a dedicated budget

e Multidisciplinary committee/team
Access to microbiology laboratory
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Recommendations for
Core Component 2:
National and facility
level IPC guidelines

National and facility level

Evidence-based guidelines should be developed and implemented for the purpose of reducing HAl and AMR. The education and training of relevant
health care workers on the guideline recommendations and the monitoring of adherence with guideline recommendations should be undertaken to

achieve successful implementation.

Minimum
requirements

National IPC guidelines

e  Evidence-based, ministry-approved guidelines adapted
to the local context and reviewed at least every five years

Primary care: facility-adapted standard operating procedures (SOPs) and
their monitoring

e  Evidence-based facility-adapted SOPs based on the national IPC
guidelines
e Asaminimum, the facility SOPs should include:

hand hygiene;

decontamination of medical devices and patient care equipment;
environmental cleaning;

health care waste management;

injection safety;

health care worker protection (for example, at least post-exposure
prophylaxis, vaccinations);

aseptic techniques;

triage of infectious patients; and

o basic principles of standard and transmission-based precautions.

0O O O 0o o o

o O

®  Routine monitoring of the implementation of at least some of the IPC
guidelines/SOPs

Secondary and tertiary care: all requirements as for the primary health
care facility level, with additional SOPs on:

e standard and transmission-based precautions (for example, detailed,
specific SOPs for the prevention of airborne pathogen transmission);
septic technique for invasive procedures, including surgery;

e specific SOPs to prevent the most prevalent HAIs based on the local
context/epidemiology; and

e occupational health (detailed).
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Recommendations for Core
Component 3:
IPC education and training

National level

The national IPC programme should support education and
training of the health workforce as one of its core functions.

Facility level

IPC education should be in place for all health care workers by using team- and task-
based strategies that are participatory and include bedside and simulation training
to reduce the risk of HAl and AMR.

Minimum
requirements

National training policy and curriculum

e National policy that all health care workers are trained
in IPC (in-service training)

e Anapproved IPC national curriculum aligned with
national guidelines and endorsed by the appropriate
body

e National system and schedule of monitoring and
evaluation to check on the effectiveness of IPC training
and education (at least annually)

Primary care: IPC training for all front-line clinical staff and cleaners upon hire

e Allfront-line clinical staff and cleaners must receive education and training
on the facility IPC guidelines/SOPs upon employment.

e AllIPC link persons in primary care facilities and IPC officers at the district
level (or other administrative level) need to receive specific IPC training.

Secondary care: IPC training for all front-line clinical staff and cleaners upon
hire

e Allfront-line clinical staff and cleaners must receive education and training
on the facility IPC guidelines/SOPs upon employment.
e AllIPC staff need to receive specific IPC training.

Tertiary care: IPC training for all front-line clinical staff and cleaners upon hire
and annually:

e Allfront-line clinical staff and cleaners must receive education and training
on the facility IPC guidelines/SOPs upon employment and annually.
e AllIPC staff need to receive specific IPC training.
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Recommendations for
Core Component 4:
HAI surveillance

National level

National HAI surveillance programmes and networks that include
mechanisms for timely data feedback and with the potential to be
used for benchmarking purposes should be established to reduce
HAl and AMR.

Facility level

Facility-based HAI surveillance should be performed to guide IPC interventions
and detect outbreaks, including AMR surveillance, with timely feedback

of results to health care workers and stakeholders and through national
networks.

Minimum
requirements

IPC surveillance and a monitoring technical group

e  Establishment by the national IPC focal point of a
technical group for HAI surveillance and IPC monitoring
that:

o ismultidisciplinary; and

o develops a national strategic plan for HAl surveillance
(with a focus on priority infections based on the local
context) and IPC monitoring,.

Primary care

e  HAlsurveillance is not required as a minimum requirement at the
primary facility level, but should follow national or sub-national
plans, if available (for example, detection and reporting of outbreaks
affecting the community is usually included in national plans).

Secondary care

e HAlsurveillance should follow national or subnational plans.

Tertiary care: functional HAI surveillance

e  Active HAI surveillance should be conducted and include information
on AMR:

o enabling structures and supporting resources need to be in place
(for example, dependable laboratories, medical records, trained
staff), directed by an appropriate method of surveillance; and

o the method of surveillance should be directed by the priorities/
plans of the facility and/or country.

e  Timely and regular feedback needs to be provided to key
stakeholders in order to lead to appropriate action, in particular to
the hospital administration.
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Recommendations for National level Facility level I
Core Component 5: @
Multimodal National IPC programmes should coordinate and facilitate the IPC activities using multimodal strategies should be implemented to &
. . o ey . . . . Q
improvement strategies implementation of IPC activities through multimodal strategies on a improve practices and reduce HAl and AMR. 5
for implementing IPC nationwide or subnational level. 3
activities 5
=}
5
8
5
Minimum Multimodal improvement strategies for IPC interventions Primary care: multimodal strategies for priority IPC interventions b=
requirements $
e  Multimodal strategies should be used to implement IPC e  Use of multimodal strategies - at the very least to implement %
interventions according to national guidelines/SOPs under interventions to improve hand hygiene, safe injection S
the coordination of the national IPC focal point (or team, if practices, decontamination of medical instruments and devices o
existing). and environmental cleaning. ;
3
Secondary care: multimodal strategies for priority IPC interventions %
o
N
S

e  Use of multimodal strategies - at the very least to implement
interventions to improve each one of the standard and
transmission-based precautions, and triage.

Tertiary care: multimodal strategies for all IPC interventions

e Use of multimodal strategies to implement interventions to
improve each one of the standard and transmission-based
precautions, triage, and those targeted at the reduction of
specific infections (for example, surgical site infections or
catheter-associated infections) in high-risk areas/patient
groups, in line with local priorities.
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Recommendations for Core
Component 6:
IPC monitoring, evaluation

National level

A national IPC monitoring and evaluation programme should be

Facility level

Regular monitoring/audit and timely feedback of health care practices

and feedback established to assess the extent to which standards are being met and according to IPC standards should be performed to prevent and control
activities are being performed according to the programme’s goals and HAI and AMR at the health care facility level. Feedback should be provided
objectives. Hand hygiene monitoring with feedback should be considered  to all audited persons and relevant staff.
as a key performance indicator at the national level.

Routine monitoring of adherence to IPC standards at facility level should

Presence and adequacy of national IPC policies and strategies should be be done through integrated health service delivery assessments.
monitored regularly using an integrated Governance and Policies Progress
Matrix tool.

Minimum IPC surveillance and a monitoring technical group Primary care

requirements

Establishment by the national IPC focal point of a technical group
for HAI surveillance and IPC monitoring that:

o ismultidisciplinary;

o develops a national strategic plan for HAl surveillance and IPC
monitoring;

o develops an integrated system for the collection and analysis
of data (for example, protocols and tools);

o provides training at the facility level to collect and analyse
these data; and

o develops recommendations for minimum indicators (for
example, hand hygiene).

e Monitoring of IPC structural and process indicators should be put
in place at primary care level, based on IPC priorities identified
in the other components. This requires decisions at the national
level and implementation support at the subnational level.

Secondary and tertiary care

e  There should be a person responsible for the conduct of the
periodic or continuous monitoring of selected indicators for
process and structure, informed by the priorities of the facility or
the country.

Hand hygiene is an essential process indicator to be monitored.
Timely and regular feedback needs to be provided to key
stakeholders in order to lead to appropriate action, particularly
to the hospital administration.
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Recommendations for Core
Component 7: Workload,
staffing and bed occupancy
at the facility level

Facility level®

The following elements should be adhered to, in order to reduce the risk of HAl and the spread of AMR: (1) bed occupancy should not exceed the
standard capacity of the facility; (2) health care worker staffing levels should be assigned according to patient workload.

Minimum
requirements

Primary care

e  Toreduce overcrowding: a system for patient flow, a triage system (including referral system) and a system for the management of
consultations should be established according to existing guidelines, if available.

e  To optimize staffing levels: assess whether staffing levels are appropriate, depending on the categories identified when using WHO/national
tools (national norms on patient/staff ratio), and develop an appropriate plan.

Secondary and tertiary care
e To standardize bed occupancy:

establish a system to manage the use of space in the facility and to establish the standard bed capacity for the facility;
ensure hospital administration enforcement of the system developed;

ensure no more than one patient per bed;

provide spacing at least one metre between the edges of beds; and

ensure overall occupancy does not exceed the designed total bed capacity of the facility.

o O O O o

e To reduce overcrowding and optimizing staffing levels: apply the same minimum requirements as for primary health care.
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Recommendations for Core
Component 8:

Built environment,
materials and equipment
for infection

Facility level®

Patient care activities should be undertaken in a clean and hygienic environment that facilitates practices related to the prevention and control of HAI, as
well as AMR, including all elements around WASH infrastructure and services and the availability of appropriate IPC materials and equipment. Materials
and equipment to perform appropriate hand hygiene should be readily available at each point of care.

Minimum
requirements

Primary care

Water should always be available from a source on the premises (such as a deep borehole or a treated, safely managed piped water supply) to
perform basic IPC measures, including hand hygiene, environmental cleaning, laundry, decontamination of medical devices and health care
waste management according to national guidelines.

A minimum of two functional, improved sanitation facilities should be available on-site, one for patients and the other for staff; both should be
equipped with menstrual hygiene facilities.

Functional hand hygiene facilities should always be available at points of care/toilets and include soap, water and single-use towels (or if
unavailable, clean reusable towels) or ABHR at points of care and soap, water and single-use towels (or if unavailable, clean reusable towels)
within five metres of toilets.

Sufficient and appropriately labelled bins to allow for health care waste segregation should be available and used (less than five metres from
point of generation); waste should be treated and disposed of safely via autoclaving, high-temperature incineration, and/or buried in a lined,
protected pit.

The facility layout should allow adequate natural ventilation, decontamination of reusable medical devices, triage and space for temporary
cohorting/isolation/physical separation if necessary.

Sufficient and appropriate IPC supplies and equipment (for example, mops, detergent, disinfectant, personal protective equipment and
sterilization) and power/energy (for example, fuel) should be available for performing all basic IPC measures according to minimum
requirements/SOPs, including all standard precautions, as applicable; lighting should be available during working hours for providing care.

® Annexes
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Secondary and tertiary care

e Asafe and sufficient quantity of water should be available for all required IPC measures and specific medical activities, including for drinking,
and piped inside the facility at all times - at a minimum to high-risk wards (for example, maternity ward, operating room/s, intensive care
unit).

e A minimum of two functional, improved sanitation facilities that safely contain waste available for outpatient wards should be available and
one per 20 beds for inpatient wards; all should be equipped with menstrual hygiene facilities.

®  Functional hand hygiene facilities should always be available at points of care, toilets and service areas (for example, the decontamination
unit), which include ABHR and soap, water and single-use towels (or if unavailable, clean reusable towels) at points of care and service areas,
and soap, water and single-use towels (or if unavailable, clean reusable towels) within 5 metres of toilets.

Minimum e Sufficient and appropriately labelled bins to allow for health care waste segregation should be available and used (less than 5 metres from
requirements point of generation) and waste should be treated and disposed of safely via autoclaving, incineration (850° to 1100°C), and/or buried in a
lined, protected pit.

e The facility should be designed to allow adequate ventilation (natural or mechanical, as needed) to prevent transmission of pathogens.

e Sufficient and appropriate supplies and equipment and reliable power/energy should be available for performing all IPC practices, including
standard and transmission-based precautions, according to minimum requirements/SOPs; reliable electricity should be available to provide
lighting to clinical areas for providing continuous and safe care, at a minimum to high-risk wards (for example, maternity ward, operating
room/s, intensive care unit).

e  The facility should have a dedicated space/area for performing the decontamination and reprocessing of medical devices (that is, a
decontamination unit) according to minimum requirements/SOPs.

e  The facility should have adequate single isolation rooms or at least one room for cohorting patients with similar pathogens or syndromes, if
the number of isolation rooms is insufficient.
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@ Core components 7 and 8 apply only to the facility level.

Abbreviations: ABHR: alcohol-based handrub; AMR: antimicrobial resistance; HAI: health care-acquired infection; IPC: infection prevention and control; SOPs: standard operating
procedures; WASH: water, sanitation and hygiene.

Source: (5).
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Annex 2

Global actions and indicators for the WHO Secretariat
and international and national stakeholders and partners
in the context of the global action plan and monitoring
framework on IPC

Table A2.1. Strategic direction #1. Political commitment and policies

Action

Key players

Indicator(s)

Global and regional (supranational) level

Key action #1

Achieve demonstrable high-
level commitment to IPC at the
global and regional level.

Leaders of the WHO Health
Emergencies Programme (WHE),
Universal Health and Life Course
(UHL), and Antimicrobial Resistance
(AMR) Divisions, IPC secretariat at WHO
headquarters, Patient Safety Flagship,
quality of care, AMR, occupational
health, water, sanitation and hygiene
(WASH); regional IPC focal points; WHO
country offices.

Government leaders, officials and
United Nations delegations, political
and health care leaders and policy-
makers at ministries of health (and
other relevant ministries such as water
or environment and finances), and
senior managers and administrators
responsible for planning and budgets;
global IPC network members and other
key stakeholders and partners.

Global action plan (GAP) and
monitoring framework (MF) adopted
at the Seventy-seventh World Health
Assembly (May 2024).

IPC units created in WHO regional
offices and IPC focal points located
in each WHO country office.

All the following indicators are
achieved and IPCis:

represented in the International
Health Regulations (IHR)
amendment (May 2024);

addressed in the pandemic
prevention, preparedness, and
response accord;

mentioned in the United Nations
General Assembly (UNGA) resolution
on WASH;

included in the AMR agenda item at
UNGA (September 2024);

placed on the agenda for future
UNGA meetings (for example, on
universal health coverage (UHC),
primary health care (PHC), etc.)
(2030).

Key action #2

Develop the financial
investment case for prioritizing
IPC.

WHO IPC secretariat, international
partners and relevant academic
institutions.

Publication of the 2024 updated
global report on IPC, including the
financial investment for IPC based
on new cost-effectiveness data from
WHO/Organisation for Economic Co-
operation and Development (OECD)
modelling (2024).

New WHO cost and cost-
effectiveness data/calculator tool for
IPC for use by countries, developed,
tested and published (2025).




Table A2.2. Strategic direction #2. Active IPC programmes

Annex 2

Action

Key players

Indicator(s)

Global and regional level

Key action #1

Work across the three levels of
WHO to support countries to
establish or strengthen active
national IPC programmes.

WHO IPC teams at headquarters; IPC
focal points in WHO regional offices and
country offices.

Political, government and health
care leaders; IPC focal points, leaders
at public health and other national
institutes.

1. Proportion of countries with
national IPC programmes at level 4
or 5 (highest levels) according to the
WHO State Party self-assessment
annual reporting tool (SPAR 9.1)
and level D or E in the Tripartite
AMR country self-assessment
survey (TrACSS 3.5).

2. Country scoring improved within
section 3.5 of TrACSS and/or within
section 9.1 of SPAR.

Key action #2
Demonstrate evidence of
a global improvement of
national IPC programmes
(i.e., meet WHO minimum
requirements)

WHO IPC teams at headquarters; IPC
focal points in WHO regional offices and
country offices.

International and national stakeholders
and partners.

Political, government and health
care leaders; IPC focal points, leaders
at public health and other national
institutes

1. Proportion of countries meeting all
WHO IPC minimum requirements
for IPC programmes at national
level (through the WHO IPC global
portal).

2. Proportion of countries that have a
national target on reducing health
care-associated infections (HAIs)
(monitored by the WHO Patient
Safety Flagship).

3. Proportion of countries that have
achieved their national targets
on reducing HAls (based on self-
assessment).

Key action #3

Support and demonstrate
improvement globally in
WASH and cleaning and waste
services in order to enable IPC
practices.

Political, government and health
care leaders; IPC focal points, leaders
at public health and other national
institutes.

WHO/United Nations Children’s Fund
(UNICEF), WASH and IPC leaders and
teams; WASH and IPC focal points in

WHO regional and country offices.

1. Basic WASH and waste services
available in all health care facilities
(per each indicator as monitored in
the WHO/UNICEF Joint Monitoring
Programme; see footnote in
Strategic direction 2 for definitions).

Table A2.3. Strategic direction #3. IPC integration and coordination

Action

Key players

Indicator(s)

Global and regional level

Key action #1

Establish mechanisms

for crosscutting work/
collaborations across all
programmes relevant for/
complementary to IPC? (as
listed in the global strategy on
IPC) within WHO headquarters
and regional offices.

WHO - focal points/leaders and teams
in the IPC programmes and other
complementary programmes at WHO
headquarters, as well as regional and
country offices.

Global and regional taskforces
established including all relevant
programmes related to IPC with terms
of reference and in line with WHO’s 14t
General Programme of Work (2026).
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Action

Key players

Indicator(s)

Global and regional level

Key action #2

Ensure that IPC principles,
indicators and tools are
reflected/cross-referenced in
each WHO programme that is
complementary to IPC.

WHO - focal points/leaders and teams
in the IPC programmes and other
complementary programmes at WHO
headquarters, as well as regional and
country offices.

1. Deskreview and situational
analysis for IPC integration within
other programmes completed
(2026).

2. Key existing IPC policies, principles,
indicators and tools identified,
appropriately included and
cross-referenced within each WHO
programme complementary to IPC
(2028).

Key action #3

Ensure that principles,
indicators and tools of

other WHO programmes
complementary to IPC are
reflected/cross-referenced
in the IPC programme within
WHO headquarters and
regional offices.

WHO - focal points/leaders and teams
in the IPC programmes and other
complementary programmes at WHO
headquarters, as well as regional and
country offices.

1. Desk review and situational
analysis of integration of other
programmes within the IPC
programme completed. (2026).

2. Key existing policies, principles,
indicators and tools from each
WHO programme identified,
appropriately included and
cross-referenced within the IPC
programme (2028).

2 Programmes/areas of work complementary to IPC programmes: AMR; occupational health; patient safety; public health emergencies;
quality of care; WASH and health care waste; specific infectious diseases programmes (for example., human immunodeficiency virus,
tuberculosis); others.

Table A2.4. Strategic direction #4. IPC knowledge among health and care workers and career pathways for IPC
professionals

160

Action

Key players

Indicator(s)

Global and regional level

Key action #1
Develop international IPC
standardized curricula

IPC and other focal points/leaders in
WHO headquarters and regional offices;
WHO Academy; education working
group within the global IPC network

1. WHO international IPC curricula for:
pre-graduate education;
postgraduate education;

in-service training published (2026).

Key action #2

Establish an international

IPC certification and/or
support and promote existing
certificates

IPC and other focal points/leaders in
WHO headquarters and regional offices;
WHO Academy; education working
group within the global IPC network

1. International IPC certification
established and in use (2030).




Table A2.5. Strategic direction #5. Data for action
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Action

Key players

Indicator(s)

Global and regional level

Key action #1
Establish/strengthen global
data collection and tracking
systems for IPC monitoring
(with a hand hygiene
compliance monitoring
system as a subset).

IPC and other leaders at WHO
headquarters and regional offices.

International and national stakeholders
and partners.

1. Global IPC monitoring and
reporting system (IPC global
portal) strengthened and fully
implemented (to track progress of
IPC minimum requirement and core
components’ implementation at
national and facility levels) (2026).

2. Standardized global hand hygiene
compliance monitoring system
established (2026).

3. Proportion of countries regularly
reporting via the IPC global portal.

Key action #2

Working across the three
levels of WHO, support
countries to establish or
strengthen national IPC
monitoring systems.

WHO - IPC and leaders of other divisions
and departments (for example, WASH);
WHO regional and country offices.

International and national stakeholders
and partners.

Leaders at public health and other
national institutes, and in health
information management systems;
national IPC focal points and teams.

1. Guidance and data collection
tools for IPC monitoring, taking
into account country specificities,
developed/reviewed in all countries
(2028).

Key action #3

Support HAI surveillance
capacity building in countries
through the establishment
of a technical working group
and the development/review
of guidance, standardized
protocols and data collection

tools (including early warning

systems) for HAI surveillance
within the existing national
disease surveillance systems.

WHO - IPC and leaders of other divisions
and departments (for example, AMR,
WHE); WHO regional and country offices.

International and national stakeholders
and partners.

Leaders in national surveillance systems
and health information management
systems, and at public health and other
national institutes; national IPC focal
points and teams; IPC committees and
technical expert working groups.

1. Guidance, standardized protocols
and data collection tools for priority
HAls taking into account country
specificities, developed/reviewed
in all countries (2028).

Key action #4

Working across the three
levels of WHO, support
countries to establish or
strengthen national HAI
surveillance systems within/
in line with existing national
disease surveillance systems,
including for pathogens that
are antimicrobial-resistant
and/or prone to epidemics
and pandemics and for
monitoring antimicrobial
consumption.

WHO - IPC and leaders of other divisions
(for example, AMR, WHE), including
surveillance of other infectious diseases;
WHO regional and country offices.

International and national stakeholders
and partners.

Leaders in national surveillance systems
and health information management
systems, and at public health and other
national institutes; national IPC focal
points and teams; IPC committees and
technical expert working groups.

1. Proportion of countries reporting to
the WHO Global antimicrobial and
use surveillance system (GLASS)
with discrimination of community
versus hospital origin of pathogens.
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Table A2.6. Strategic direction #6. Advocacy and communications

Action

Key players

Indicator(s)

Global and regional level

Develop an IPC communications template
to be implemented early in and throughout
future outbreaks.

divisions and teams, with the
support of WHO communication
departments.

Key action #1 WHO - IPC and leaders of other 1. Globaland regional
Develop global and regional IPC divisions and departments and IPC advocacy and
communications and advocacy strategies teams, with the support of WHO communications strategies
(as stand-alone or apart of wider strategies, ~ communication departments. (according to Key action #1)
for example, on AMR, patient safety or developed (2026).
WASH), including engaging global and International and national 2. Proportion of global and
regional champions, addressing the stakeholders and partners. regional IPC advocacy
importance of integrated and coordinated champions.
advocacy and communications across
WHO programmes complementary to IPC,
and supporting countries to develop their
national advocacy and communication
strategy and plans for IPC.
Key action #2 WHO - IPC and leaders of other 1. [IPCincludedin a global
Ensure that IPC and AMR in health divisions and teams, with the programme that is designed
care are included in efforts addressing support of WHO communication to manage and actively
misinformation and infodemics about departments. respond to misinformation
medical and public health topics. and infodemics (2026).
International and national
stakeholders and partners.
Key action #3 WHO - IPC and leaders of other 1. IPC communications

template for outbreaks
developed (2026).

Table A2.7. Strategic direction #7. Research and development

Action

Key players

Indicator(s)

Global and regional level

Key action #1

Develop a global IPC
research agenda, as well

as a research gap analysis,
based on country needs,
including a multisectoral and
multidisciplinary approach
with a focus on AMR, a
public health emergency
programme, WASH and low-
resource settings.

WHO - IPC and other teams (for
example, Research for Health, AMR,
public health emergency programme,
WASH) in collaboration with the global
IPC network, WHO Collaborating
Centres, research institutions, other
stakeholders and donors.

1. Global IPCresearch agenda
developed, including a summary
of the current state of IPC research
(best practices and methodology)
and gap analysis and research
questions (2026).

Key action #2

Develop guidance on
methods/protocols and tools
for IPC research.

WHO - IPC and other teams (for
example, Research for Health, AMR,
public health emergency programme,
WASH), in collaboration with the global
IPC network, WHO Collaborating
Centres, research institutions, other
stakeholders and donors.

1. Protocols and tools for IPC research
are developed and hosted on a
readily available central platform
(2028).

162




Annex 2

Action

Key players

Indicator(s)

Global and regional level

Key action #3

Engage global and national
donors and grant/funding
bodies for the inclusion of IPC
in research calls and projects.

WHO - IPC and other leaders (for
example, Integrated Health Services,
UHL, Research for Health, AMR, public
health emergency programme, WASH)
in collaboration with the global IPC
network, research institutions, other
stakeholders and donors.

1. Proportion of annual:

calls for IPC research proposals;
funded research projects on IPC.
Proportion of publications on IPC
research per year.

Key action #4

Lead/support research in

line with the IPC research
priorities included in the WHO
global AMR?, IPC, patient
safety research agendas.

WHO - IPC and other focal points/
leaders and teams; global IPC network,

research institutions, other stakeholders

and donors.

1. Proportion of published research
results in line with the IPC research
priorities included in the AMR
research agenda.

2 Global research agenda for antimicrobial resistance in human health, Geneva: World Health Organization; 2023.

Table A2.8. Strategic direction #8. Collaboration and stakeholder support

Action

Key players

Indicator(s)

Global and regional level

Key action #1

Map partners, international
organizations and societies
relevant for IPC at the
global and regional levels,
taking a multisectoral and
multidisciplinary approach.

WHO - IPC and other leaders and
teams in WHO headquarters, as well
as regional and country offices, in
collaboration with the global IPC
network and other stakeholders.

1. Globaland regional mapping
exercises performed and available
(2026) and mechanisms in place for
regular updates.

2. Global collaboration agenda to
support IPC developed (2028).

3. Profile of IPC global and regional
stakeholders regularly updated (for
example, annually) (organizations/
societies/partners/donors/etc.)
(2030).

Key action #2

Maintain and strengthen

the global IPC network,
including organizing
international IPC meetings/
conferences to share country
experiences.

WHO - IPC leaders and teams in WHO
headquarters and in collaboration with
regional offices.

1. Proportion of consultative processes
of the global IPC network per year
(minimum 1 per year).

2. Proportion of WHO products
developed in collaboration with the
global IPC network per year.

3. Proportion of international IPC
meetings/conferences organized
by WHO and/or global IPC network
members per year.

Key action #3

Establish regional multi-
stakeholder partnerships
and networks on IPC
including terms of reference
and a memorandum of
understanding aligned with
the objectives of the global
strategy and action plan on
IPC and country needs.

WHO - IPC and other leaders and teams
in WHO headquarters, region and
country offices; the global IPC network
and other stakeholders.

1. Proportion of regional IPC
stakeholder partnerships and
networks (baseline and 2030).

2. Proportion of active members in the
WHO IPC Community of Practice.
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Leading representatives of the University of Lagos, Nigeria Centre for Disease Control and Prevention, International Infection Control Branch of the United

States Centers for Disease Control and Prevention, Dr Ameyo Stella Adadevoh Health Trust, and Orange Network infection prevention and control focal
persons during the 2nd Orange Network workshop in February 2022. © NCDC comms / Musa Abdullahi

Turn Nigeria Orange: the birth of a strong IPC programme at national and
facility level

Nigeria, the most populous country on the African continent, with 36 states and its Federal Capital Territory,
spread across six different geopolitical zones, encompassing a total of 774 local government areas, has
shown what the successful development and implementation of a national IPC programme

looks like.

Key players

e Federal Ministry of Health and Social Welfare

e Nigeria Centre for Disease Control and Prevention (NCDC)

e National Primary Health Care Development Agency (NPHCDA)

e College of Medicine, University of Lagos (CMUL)

e Nigeria Society for Infection Control (NSIC)

e DrAmeyo Stella Adadevoh Health Trust (DRASA), a national, public non-profit organization

e Key partners, namely the World Health Organization (WHO), United States Centers for Disease
Control and Prevention (CDC), Infection Control Africa Network (ICAN), United States Agency for
International Development (USAID), Africa Field Epidemiology Network (AFENET), APIN Public Health
Initiatives (used to be “AIDS Prevention Initiative in Nigeria”), and Germany’s Robert Koch Institute (RKI).

! Country data was provided by country counterparts and may not reflect the official WHO data.




Main steps
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2017: Nigeria conducted a situational analysis to create its AMR national action plan, which
highlighted that a national IPC programme did not exist and was needed.

In 2018, the first national IPC focal point was established in NCDC, with a pivotal role in coordinating
IPC activities nationwide.

Between 2018 and 2021, Nigeria developed and published national IPC guidelines with the support
of RKI.

In 2019, another situational analysis was conducted to assess the current national state of IPC using
the WHO IPCAT2 tool, providing a clearer picture of the challenges and areas needing improvement.
On 5 May 2019, in alignment with the AMR National Action Plan, Nigeria launched its Turn Nigeria
Orange programme. This comprehensive initiative aimed to establish a robust national IPC
programme, with strong links to other national programmes, particularly AMR. The programme’s
philosophy, “one nation, one plan,” sought to unite stakeholders under a common goal of advancing
IPC across the whole of Nigeria.

The National IPC Programme was thus established, with strong links to AMR and support for health
facilities.

State IPC focal points were nominated in each of the states’ ministries of health, as well as in the
Federal Capital Territory.

Athorough stakeholder mapping exercise and networking efforts were undertaken, leading

to strong relationships with key partners and their alignment with the national IPC programme
priorities and plans.

IPC expertise was gradually built up, in part by growing numbers participating in the national

IPC training programme, which equips health workers with the knowledge and skills to establish
and maintain IPC programmes in their facilities. Graduates become part of a network of health
champions and remain engaged in ongoing communities of practice.

Starting in 2019, a refined Participatory approach to learning in systems (PALS) for health care
facilities was implemented, and state-level IPC focal points were trained through ad hoc workshops,
as well as facility health workers, through the national IPC training programme, anchored by the
Centre for Infection Control and Patient Safety (CiCaPS) at the CMUL, in collaboration with the NCDC.
Launched in 2020, the Orange Network is a key component of Nigeria’s national IPC programme.

It consists of public tertiary health care facilities across the country, identified to become centres of
excellence in IPC. Initially, the programme focused on five of the eight WHO IPC core components,
with the long-term goal of strengthening all eight. By March 2023, the Orange Network had expanded
to 41 active sites, achieving the goal of having one network facility per state.
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o Membership of the Orange Network requires facilities to participate in all network
activities, routinely assessing IPC practices, developing and executing annual IPC action
plans, allocating budget to IPC activities, and annually monitoring and evaluating
implemented activities, using WHO tools.

o Joining the network begins with the nomination of an IPC focal point and team, and the
establishment of a governance structure with an IPC committee. Focal points are then
onboarded through a series of three workshops, focusing on understanding the WHO
core components, multimodal hand hygiene improvement, and the feasibility of HAI
surveillance across network facilities.

o Opportunities for support and engagement naturally arise through consultations with the
national programme, access to IPC webinars, supportive supervision, and peer-to-peer learning
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networks. The national IPC programme also engages with chief medical directors of network
facilities, to advocate for IPC support within their institutions.

o The development cycle of the Orange Network follows a 5-step implementation strategy,
including planning and stakeholder engagement, baseline assessments, work plan development,
a review of routine activities, and peer learning and mentorship opportunities.

In 2024, the APIN Orange Network was also created for secondary health facilities and primary health
care centres (PHCs), with support provided by the CDC, NCDC, AFENET, NPHCDA and Resolve To Save
Lives.

Inaugurated in 2024, the national IPC Technical Working Group, comprised of above-mentioned key
players from the Nigerian government, disease programmes, partner organizations, and academia,
provides a strong platform to improve IPC coordination among stakeholders.

Key results

Publication of the first national IPC manual for health facility implementation in 2021.
Publication of priority disease guidelines for COVID-19, VHF, mpox and diphtheria.

Update of the national IPC policy in 2022.

41 tertiary care facilities, 111 secondary care facilities, and 256 PHCs included in the Orange
networks and in the IPC communities of practice, as of Q3 2024.

Dedicated resources and budget for IPC at national and facility levels secured.

Development of a health care worker safety strategy, including several tools to track and
investigate health care workers’ infections and monitor IPC practices.

More than 100 IPC professionals reached advanced levels in the national IPC training programme,
between 2021 and 2024.

Significant improvements in the IPCAF scores: 83% of facilities reached Intermediate or Advanced
IPC levels after one year (2022), up from the 41% baseline in 2021.

Success factors, accelerators and enablers

Advocacy and leadership buy-in. Continuous advocacy for leader buy-in at all health system levels,
with a clear vision from the Turn Nigeria Orange programme; Chief medical directors’ engagement
(leadership support for IPC at the policy and facility levels).

Partnerships and collaboration. Building IPC capacity requires partnerships and collaboration, as
demonstrated by Nigeria’s strong collaborations with local and regional institutions like ICAN, CMUL,
DRASA, and NSIC.

A realistic, achievable approach. Setting reasonable and attainable initial goals for IPC programmes
is crucial for future success, emphasizing the importance of starting small and slow, learning and
then gradually scaling up.

Sustainable IPC workforce. Investment in people leading and implementing IPC programmes is key
to sustainability, with Nigeria prioritizing training and mentorship for a committed team of health
care workers; Standardized training curriculum for in-service training of IPC professionals.

Leverage existing resources. Using resources existing within the health system and outside of it.
This is because strengthening IPC requires a cross-cutting approach.

The participatory way of working with Orange Network of IPC focal points. Unique way of

working that encourages the use of local resources to address priority IPC problems, including
communication through an active WhatsApp group, engaging in site visits by peers, and more
experienced members providing advice and support.



Challenges, barriers and suggestions
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Establishment of the national IPC technical working group posed a challenge. There was the need
to accommodate multiple stakeholders with varying interests on a single platform for strengthening
IPC. The strong political commitment and leadership of the coordinating Minister of Health and
Social Welfare ensured that all stakeholders came and worked together towards a unifying One
nation, One plan strategy under the stewardship of the national IPC programme coordinator.

The following structural and legal deficiencies represented significant barriers to progress: lack of

an IPC legal framework, absence of mandatory standards, limited human resources for IPC, lack
of or limited infrastructure (WASH, equipment and PPE, hospital design and overcrowding), weak
monitoring and evaluation at all levels, under-reporting of health care workers’ exposure events, and
a lack of career path for IPC professionals.

To address these challenges, the programme is focusing on establishing an IPC legal framework that
will set out regulations for IPC standard, collecting HAI surveillance and IPC practice data to improve
safety. This includes establishing a national HAI surveillance system (Naija HAINet), reporting hand
hygiene compliance nationally, creating a monitoring and evaluation framework, expanding the
Orange Network approach, and periodically reassessing the state of IPC in the country.

Another significant challenge is developing a sustainable funding approach for the IPC programme.
The programme’s establishment was supported by non-state actors with limited funding. To
maintain and advance the programme, funding from all three tiers of Nigeria’s Government will be
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needed. The adoption of a revised national IPC policy is a positive step towards institutionalizing IPC
programmes, but a legal framework and standards for IPC will ultimately be required for sustainable
change.

Tools and resources

Presentation of the Turn Nigeria Orange programme: https://youtube.com/
watch?v=HoFW4COvAE4&feature=shared
Participatory approach to learning in systems (PALS): https://nicadeipcpals.ncdc.gov.n



https://youtube.com/watch?v=HoFW4C0vAE4&feature=shared
https://youtube.com/watch?v=HoFW4C0vAE4&feature=shared
https://nicadeipcpals.ncdc.gov.ng/
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More than 1 year without CLABSI: ICU staff in participating hospital in Riyadh, Saudi Arabia, celebrates the successful implementation of the initiative’s
measures. © King Salman Hospital, Riyadh, Saudi Arabia.

Leading with excellence - National IPC initiative on reducing central-line
bloodstream infections in Saudi Arabia

Central line-associated bloodstream infections (CLABSI) are a serious type of infection affecting patients who
need a central venous catheter and are usually treated in intensive care units (ICU).

CLABSI are also an important public health issue as they often manifest with sepsis and have a significant
impact on patient outcomes and increase health care costs and the length of hospitalization.

Saudi Arabia has been at the forefront of an initiative aimed at reducing CLABSI. This national initiative,
led by the Ministry of Health (MoH) and supported by a number of different stakeholders, serves as an
inspirational story of success in infection prevention and control (IPC), since it demonstrates the power of
strategic planning, collaboration and the implementation of best practices.

Key players

e Ministry of Health: General Directorate of IPC (GDIPC), in collaboration with other relevant general
directorates (GD), such as the General Administration of Medical Supplies, and GD of Nursing Affairs
and of Quality and Patient Safety, and the MoH regional branches

e Other national government bodies: Public Health Authority (Weqaya) and Ministry of Defence Health
Services

e General Administration of Hospitals and Adult Intensive Care Leaders and Hospital Network

Main steps

e Theinitiative was launched in 2022 in response to concerning CLABSI data, particularly from adult
ICUs, and is still ongoing in 2024.

e The primary objective was to significantly reduce CLABSI rates across health care facilities (all
hospitals with adult medical and surgical ICU, including MoH-associated and private facilities)
through a comprehensive and strategic approach.

* In 2021, a task force, including all key players, was established to advise on the initiative.
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e Asafirst step, a comprehensive baseline assessment of CLABSI rates was conducted across the
targeted health care facilities nationwide. This assessment provided a clear picture of the current
situation and highlighted areas needing urgent attention.

¢ Aroot cause analysis was then conducted using a fishbone assessment to identify the underlying
factors contributing to high CLABSI rates.

e Based on the data and recommendations from the task force, a strategic plan for the CLABSI Rate
Reduction Strategy (CRRS) was developed. This plan included setting a clear vision, mission, and
SMART national level objectives.

e The strategic components of the initiative are:

o Governance. At the start of the initiative, MoH regional health branches had the mandate to
launch the initiative and activate all its components. Its implementation remains centrally
monitored and supervised by the GDIPC.

o Surveillance. A national surveillance system was employed to effectively monitor CLABSI rates
and trends. This included a national electronic platform which was updated and maintained
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to provide high-quality and accurate data from all facilities, facilitating real-time monitoring of
CLABSI rates and device utilization.

o Guidelines and implementation tools. Evidence-based guidelines for central line insertion and
maintenance were developed, along with the associated implementation tools.

o System change. A plan for ensuring the availability of necessary supplies and infrastructure to
implement the recommended best practices was made and regularly updated.

o Education and training. Hybrid (online and on site) training programmes on CLABSI prevention
were delivered by GDIPC members, coordinators from the MoH branches, and IPC staff in the
hospitals for health care providers, including infection preventionists, nurses and physicians.

o Competition for excellence. A Go Green competition initiative was launched, encouraging
hospitals to participate in a national competition with the target of reducing CLABSI rates from
2.5t0 0.9 per 1000 central line days.

o Monitoring and evaluation. Regular data analysis and reporting to all stakeholders of CLABSI
rates at the national, regional and hospital levels, are still performed to track progress towards
the initiative target. Each aspect of the strategy is also regularly monitored. Feedback from
health care providers is gathered to identify barriers and opportunities for further improvement.

Key results

e 222 health care facilities have participated in the initiative across the country.

o Decrease of CLABSI rates. The average CLABSI rate significantly decreased from 2.5 per 1000
central catheter days in 2021 to 1.81in 2022, 1.68 in 2023, and 1.28 per 1000 central catheter days
in Q3 of 2024, reflecting a 48.8% reduction from the baseline. Additionally, other health care-
associated infection (HAI) rates also declined, highlighting the broader effectiveness of the initiative’s
comprehensive IPC measures.

e Training of around 5000 health care providers, resulting in their increased knowledge of IPC practices
and skills related to central line care, with an overall compliance of 98% with the central line
maintenance bundle in Q4 of 2024.

e Improvement of the nationwide surveillance system in 2022 which enabled consistent data
collection, analysis, benchmarking and reporting of HAI rates and trends, facilitating real-time
monitoring and informed decision-making.

e Strengthening of stakeholders’ collaboration in the field of IPC and intensive care, and across
different general directorates in the Ministry.

e  Strengthening of supply chain management process procurement with the creation of a ticketing
system to notify when critical supplies were unavailable, ensuring prompt follow-up and supply
availability at the hospital, cluster and regional levels.
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Success factors, accelerators and enablers

Government support and leadership. Strong commitment and leadership by the MoH, supported
by hospital leadership and key stakeholders.

Strong national IPC programme and national strategy. Solid foundation across the health care
system and commitment from all hospitals and health care workers.

Dedicated IPC teams. Adequate staffing and resources at all levels (national, regional and local),
including active participation from infection preventionists, nurses and physicians.
Comprehensive IPC training. Regular training and competency assessments increased health care
workers’ knowledge and skills in IPC practices. The comprehensive national training programme was
initially rolled out across all hospitals and continues in those hospitals with high rates.

Robust surveillance system. Enhanced system for monitoring CLABSI rates, supported by an
electronic platform, enabling thorough data analysis and informed, timely decision-making.
Benchmarking and data-sharing. Performance comparisons, driving continuous improvement.
Effective communication and collaboration. Regular meetings and interactions (across all levels
and within each level) involving multidisciplinary teams ensured alignment and commitment to

the initiative’s goals. Establishing a community of practice and WhatsApp group within the national
Health Electronic Surveillance Network for communications and data-sharing.

Incentives and recognition. Initiatives like the Go Green competition motivated hospitals to reduce
CLABSI rates, fostering a culture of excellence. Winning hospitals are acknowledged during the
annual forum in the presence of MoH leaders and via official MoH communication channels.
Necessary supplies and equipment. Ensuring the continuous availability of hand hygiene products,
central line care kits and other critical supplies.

Challenges, barriers and solutions

One of the primary challenges was understanding the actual problem. This required conducting
many meetings and widespread visits to define the scope of the issue, for each hospital. Tools such
as fishbone assessments were used to identify the root causes of high CLABSI rates.

Making sure that the initiative was going in the right direction was sometimes challenging.
Making data-driven decisions was critical for measuring progress and informing strategy
adjustments. The use of electronic systems for surveillance and communication facilitated
continuous monitoring, feedback and improvement.

Health care workers’ knowledge gaps and old behaviour patterns posed other significant
barriers. Implementing comprehensive training programmes was essential to tackling old
behaviour patterns and increasing health care workers’ knowledge and competency. Empowering
IPC champions provided additional support and leadership with promoting correct IPC practices
and encouraging adherence among peers. Likewise, encouraging error reporting without fear of
retribution helped identify areas for improvement and fostered a culture of continuous learning and
safety.

The availability of infrastructure and supplies was another critical challenge. Ensuring that all
health care facilities had the necessary supplies was essential for the effective implementation of IPC
practices.

Lack of communications and different views between health care providers and policy-makers
initially represented an obstacle to the acceptance of the initiative. Building partnerships between
health care providers and policy-makers helped create a collaborative environment. These
partnerships were essential for sharing knowledge, resources and best practices.
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