


• Preventing harm to patients, health workers and visitors 
due to infection in health care facilities is fundamental to 
achieve quality care, patient safety, health security and 
the reduction of health care-associated infections (HAIs) 
and antimicrobial resistance (AMR). 

• Similarly, preventing and reducing the transmission of 
infectious diseases that pose global threats, (e.g., 
pandemic influenza, Ebola virus disease and other viral 
haemorrhagic fevers), is paramount.

• Clean, safe care is a patient right and should also be the 
duty and pride of all those working in the health care sector.

The importance of IPC
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● 8 Core components
• 8 Facility level

• 6 National level

● 11 evidence*-based 
recommendations

● 3 good practice 
statements

WHO core components for 
effective IPC programmes

R = recommendation; GPS: good practice statement

* Evidence from LMICs: 
• 7 high-quality studies
• 22 lower quality 
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WHO 2019 Global Survey on IPC 
at the facility level

https://www.who.int/infection-prevention/campaigns/ipc-global-survey-2019/en/
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https://www.who.int/infection-prevention/campaigns/ipc-global-survey-2019/en/


Translating guidelines into action
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• For all countries: to achieve 
implementation/improvement of the full requirements of 
all core components to effectively reduce HAIs and AMR.

• The 8 core components of IPC are the ‘wheels of the 

cart’ that will ensure patients a safe journey while in a 

health care facility.

• Especially for countries where IPC is limited or does not 
exist, it is critical to start this journey by ensuring that at 
least minimum requirements for IPC are in place.

Ultimate goal
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So, what are the minimum 

requirements ? 
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A stepwise approach
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New, launched on 19 November 2019!

https://www.who.int/infection-
prevention/publications/core-components/en/
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https://www.who.int/infection-prevention/publications/core-components/en/
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Classification of health care facilities 
used in the document 

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.
Source: WHO. Water and sanitation for health facility improvement tool (WASH FIT). 2017 
(https://apps.who.int/iris/bitstream/handle/10665/254910/9789241511698-
eng.pdf;jsessionid=0A60107AA8F5A27C5FD16B0823D3F4FA?sequence=1)

Secondary health care facilities included:
➢ Primary-level hospital: Few specialties—mainly internal medicine, obstetrics and 

gynaecology, paediatrics and general surgery, or just general practice; limited laboratory 
services available for general, but not specialized, pathological analysis.

➢ Secondary-level hospital: 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.

Tertiary 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.
Source: WHO. Disease control priorities in developing countries. 2008 
(https://www.who.int/management/facility/ReferralDefinitions.pdf). 27

https://apps.who.int/iris/bitstream/handle/10665/254910/9789241511698-eng.pdf;jsessionid=0A60107AA8F5A27C5FD16B0823D3F4FA?sequence=1
https://www.who.int/management/facility/ReferralDefinitions.pdf


● Clearly defined objectives, functions and annual action plans

● Dedicated, trained IPC professionals (1 IP/250 beds) & 

multidisciplinary team & linkages to other programmes

● Budget & support from the senior management leadership 

● Good quality microbiological laboratory

Core component 1: IPC programmes

Facility level: An IPC programme with a dedicated, trained team 
should be in place in each acute health care facility (strong)

National level: Stand-alone, active national IPC programme with 
clearly defined objwctives, fucntions and activities as well as linked 

with relevant national programmes (GPS)
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Minimum requirements: CC1 
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Core component 2: IPC guidelines

Evidence-based guidelines should be developed and implemented 
for the purpose of reducing HAI and AMR. Education & training of 
relevant HCW on guideline recommendations and monitoring of 

adherence should be undertaken. 

● Strong recommendation (combined national & facility)

● Expertise required

● Local prioritization

● Providing resources for implementation 

● HCWs education on recommended practices 

● Monitoring implementation
30



● The basic set of IPC guidelines should include the 
following: 

• Standard precautions (see core component 1) 

• Transmission-based precautions, including patient identification, 

placement and the use of personal protective equipment.

• Aseptic technique for invasive procedures (including surgery) and 

device management for clinical procedures, according to the scope 

and type of care delivered at the facility level.  

• Specific guidelines to prevent the most prevalent HAIs (for 

example, catheter-associated urinary tract infection, SSI, central line-

associated bloodstream infection, ventilator-associated pneumonia) 

depending on the context and complexity of care. 

IPC Guidelines
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2. Guidelines & implementation 
WHO IPC global guidelines 

http://www.who.int/infection-prevention/en/

http://www.who.int/infection-prevention/en/


Core component 3: IPC 
education & training

Facility level: IPC education should be in place for all health care workers 
by utilizing team- and task-based strategies that are participatory and include 

bedside and simulation training to reduce the risk of HAI and AMR. (strong)

National level: The national IPC programme should support education and 
training of the health workforce as one of its core functions (GPS)

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

professional organizations
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Minimum requirements: CC3 
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Core component 4: HAI surveillance 

Facility level: Facility-based HAI surveillance should be performed to 
guide IPC interventions and detect outbreaks with timely feedback of 

results (strong)

National level: National HAI surveillance programmes and networks 
that include mechanisms for timely data feedback and with the 

potential to be used for benchmarking (strong)

● Budget, leadership support and linkages to other surveillances and health 

information systems needed

● Standardized definitions, appropriate methods, good quality laboratory 

support, quality control needed

● Training and expertise needed

● Timely reporting and feedbackand use of data to plan IPC are crucial 35



Minimum requirements: CC4 

36



Core component 5: Multimodal strategies

Facility level: At the facility level IPC activities should be 
implemented using multimodal strategies to improve practices and 

reduce HAI & AMR. (strong)

National level: National IPC programmes should coordinate and 
facilitate the implementation of IPC activities through multimodal 

strategies on a nationawide or sub-national level. (strong)

A multimodal strategy comprises several elements or components 

(3 or more; usually 5) implemented in an integrated way with the aim 

of improving an outcome and changing behaviour. It includes tools, 

such as bundles and checklists, developed by multidisciplinary teams 

that take into account local conditions. 
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• It is “THE” modern way to implement IPC interventions 

✓ to achieve the change of system, climate and behaviour
supporting IPC progress and, ultimately, the measurable impact 
that benefits patients and health care workers (outcome)

• Multimodal thinking means that IPC practitioners do not focus only 
on single strategies to change practices (for example, training and 
education), but consider a range of strategies that target different 
influencers of human behaviour, e.g. procurement, monitoring and 
feedback, infrastructures or organizational culture.

• All (five) elements should be considered and necessary action taken, 
based on the local context and situation informed by periodic 
assessments. “Unimodal” strategies are less likely to result in 

improvements and are short-lived and not sustainable.

What is a multimodal strategy?
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IPC improvement strategy: 
multimodal thinking

Source: http://www.who.int/infection-prevention/tools/core-components/cc-implementation-guideline.pdf?ua=1
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Minimum requirements: CC5 
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Core component 6: Monitoring/audit of 
IPC indicators & feedback

Facility level: Regular monitoring/audit and timely feedback of 
health care practices should be undertaken according to IPC 

standards. Feedback should be provided to all audited persons and 
staff. (strong)

National level: A national IPC monitoring and evaluation programme
should be established to assess the extent to which standards are 
being met and activities performed. Hand hygiene monitoring with 

feedback should a key performance indicator. (strong)

● To achieve behaviour change or other 
improvements

● To document progress and impact

● Essential: timely feedback and data 

interpretation for action

● Integration/alignment with other 
monitoring systems needed

● Hand hygiene: national KPI 41



Minimum requirements: CC6 
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WHO Workload Indicators of Staffing Need (WISN) method

http://www.who.int/hrh/resources/wisn_user_manual/en/)

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

Facility level only: In order to reduce the risk of HA and the spread of 
AMR the following should be addressed: (1) bed occupancy should 

not exceed the standard capacity; (2) health care worker staffing 
levels should be adequately assigned according to patient workload. 

(strong)

● Overcrowding recognized as being a public health issue that can lead to 

disease transmission

● Standards for bed occupancy should be one patient per bed with 

adequate spacing between beds (at least 1 metre) 

● HCWs staffing levels should be adequately assigned according to patient 

workload
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http://www.who.int/hrh/resources/wisn_user_manual/en/


Minimum requirements: CC7 
(facility level)

* The national health system, IPC programme and any other relevant body should coordinate and support the implementation of this core component at the facility level.44



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

At the facility level patient care activities should be undertaken in a 
clean and/or hygienic environment that facilitates practices related to 

the prevention and control of HAI, as well as AMR, including all 
elements around the WASH infrastructure and services and the 
availability of appropriate IPC materials and equipment. (GPS)

At the facility level, materials and equipment to perform appropriate 
hand hygiene should be readily available at the point of care. (strong)

● All requirements to achieve appropriate clean and hygienic 
environment, WASH services, and materials and 
equipment for IPC, in particular for HH
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WHO/UNICEF Joint Monitoring Programme for Water Supply, Sanitation and Hygiene. Joint Monitoring Programme definitions of improved water/sanitation. 2019; 

WHO. Guidelines on sanitation and health. 2018; 

WHO. Essential environmental health standards in health care. 2008; 

WHO. Safe management of wastes from health care. 2014; 



Minimum requirements: CC8 
(facility level*)

* The national health system, IPC programme and any other relevant body should coordinate and support the implementation of this core component at the facility level.
46

• WHO/UNICEF Joint Monitoring Programme for Water Supply, Sanitation and Hygiene. Joint Monitoring Programme definitions of improved 

water/sanitation. 2019; 

• WHO. Guidelines on sanitation and health. 2018; 

• WHO. Essential environmental health standards in health care. 2008; 

• WHO. Safe management of wastes from health care. 2014; 



Minimum requirements: CC8 
(facility level*)

47
* The national health system, IPC programme and any other relevant body should coordinate and support the implementation of this core component at the facility level.
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An advocacy document aimed at policy-makers
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IPC to reduce burden of AMR

• Provides shocking data on the health and economic impact of HAIs 
and AMR

• IPC is cost-saving in controlling AMR and saves lives

• Patient story from Vanessa Carter, who was harmed by an antibiotic-
resistant health care-associated infection

• Role of IPC in attaining Universal Health Coverage

• Central role of IPC core components and introduction to the IPC 
minimum requirements

• https://www.who.int/infection-prevention/tools/focus-amr/en/

https://www.who.int/infection-prevention/tools/focus-amr/en/


⚫ Leadership and IPC program management

⚫ Prevention of urinary tract infections 

⚫ Prevention of catheter-associated bloodstream infections 

⚫ Prevention of respiratory tract infections 

⚫ Prevention of surgical site infections

⚫ Reprocessing of medical devices

⚫ Outbreak management in healthcare 

settings

⚫ IPC to control antibiotic resistance 

⚫ HAI surveillance 

⚫ Injection safety

WHO IPC Training Package

• Slides deck
• Trainer’s manual
• Student’s handbook
• Videos
• E-learning module

https://www.who.int/infection-prevention/en/



WHO Infection Prevention and Control

Learn more at: http://www.who.int/infection-prevention/en/

THANK YOU


