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Abstract

Infection Prevention and Control (IPC) forms the backbone of effective healthcare delivery and
disease prevention. This study aimed to explore healthcare workers' perspectives on factors
influencing compliance with infection prevention and control practices in Katavi Regional Referral
Hospital, Tanzania. With a qualitative approach, we aimed to enable a broader narrative; to gain a
more detailed understanding of IPC practices and identify experiences that may be overlooked in a
forced-choice questionnaire. A phenomenological study design was employed, using an interview
guide to collect data from 19 professionals (five doctors, four nurses, four laboratory practitioners,
and six from other subspecialties) between July 24, 2025, and August 23, 2025. Among participants,
nine were the key informants, and 10 were involved in in-depth interviews. Thematic analysis
revealed that the availability of IPC supplies, awareness of IPC protocols, supportive supervision,
institutional support, and desire for personal and patient safety were factors influencing compliance,
while HCWs' negative attitudes towards IPC and the high volume of patients were factors hindering
compliance. To enhance compliance, the health system should strengthen supervision, ensure a
constant supply of IPC materials, and promote positive attitudes among healthcare workers.

Keywords: compliance; infection prevention and control; healthcare worker; Katavi; Tanzania

1. Introduction

Global initiatives by the United Nations (U.N.) to promote healthy lives and well-being for all
populations emphasize a range of health targets, including universal health coverage (UHC), which
focuses on the right to health, financial risk protection, and access to quality health services [1].
According to the World Health Organization (WHO), quality healthcare is regarded as patient-
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centered, safe, effective, timely, efficient, and equitable [2]. Within this framework, infection
prevention and control (IPC) is recognized as a fundamental element in delivering high-quality care
by addressing hospital-associated infections (HAIs), antimicrobial resistance (AMR), and pathogen
containment [3-5]. IPC practices are designed to protect patients, staff, and visitors from exposure
to disease-causing agents (germs) that may be present in the healthcare environment or HAIs [6]. It
includes hand hygiene, PPE use, handling of sharp devices, immunization, post-exposure
prophylaxis, and isolation enacted for the prevention of HAIs [7].

Hospital-acquired infection (HAI) is the most common adverse event in healthcare delivery
systems worldwide, threatening the health of patients and healthcare workers [8-10]. A global report
on infection prevention and control in healthcare settings shows that HAIs kill 7 patients in high-
income countries and 15 patients in lower and middle-income countries (LMICs) annually [7]. In Sub-
Saharan African countries, the HAI rate is 12.9% of which the highest burden (19.7%) was observed
in East Africa [11-15]. Likely in Tanzania, the rate of HAI is 14.8% higher than in the developed world
[16]. The main cause for the high HAI rate is non-compliance with IPC practices among HCWs.
Additionally, the lack of an IPC committee, IPC training, and IPC policies/guidelines impedes their
compliance [17-19].

Fortunately, 55-70% of HAIs can be prevented using available evidence-based IPC strategies.
[20]. Regrettably, only 34% of WHO member states in 2021 had a fully implemented IPC program
across their countries; among them, only 19% reported having a system in place to monitor the
effectiveness and compliance with the implemented prevention and control activities [15]. Bridging
the IPC compliance poses a significant risk for mental health disorders, such as anxiety, depression,
adjustment disorder, panic attacks, post-traumatic stress disorder, and economic burden to the
health systems and family as a result of HAI and AMR [21].

In Tanzania, the IPC of healthcare workers in healthcare facilities has been addressed since 2004,
and a new version of the national IPC documents was published in July 2018, corresponding with
WHO recommendations [22]. These guidelines have been reformulated to improve the compliance
of HCWs with IPC precautions and to interrupt the circulation of infection, consequently protecting
the HCWSs, patients, and the community from HAIs and their consequences. Despite the
interventions, the implementation of the IPC recommendation is still far from satisfactory in most
hospital settings, with a direct impact on the safety of patients and healthcare workers. Therefore,
this study aimed to explore healthcare workers' perspectives on factors influencing compliance with
IPC practices to generate evidence-based strategies that strengthen the resilient health system at
healthcare facilities by enhancing preparedness and response to future unexpected infectious
epidemics.

2. Materials and Methods

The guidelines for conducting qualitative studies established by the Consolidated Criteria for
Reporting Qualitative Research (COREQ) and the Standard for Reporting Qualitative Research were
followed [1,2]

2.1. Design

A phenomenological study design was employed to explore HCWs' perspectives on factors
influencing the IPC compliance among healthcare workers at Katavi Regional Referral Hospital in
Tanzania. In this type of qualitative research design, 5 to 25 people are interviewed to collect data on
common experiences about a particular phenomenon [23]. All participants who participated in this
study had lived experiences of being involved in providing health services and obligated to practice
the IPC cautions during service delivery. As such, the most appropriate design that we deemed fit to
help elicit and describe the meanings the healthcare workers gave to their lived experiences
concerning IPC compliance was a phenomenological design, as we sought to explore the HCWs'
perspectives on factors influencing IPC compliance among healthcare workers. In this study, in-
depth interviews from the participants and key informants were used, this being a form of structured
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discussion performed in a non-threatening environment, which encourages in-depth discussion
through one-to-one interaction

2.2. Study Setting and Period

Data for the current study were collected from 24th July to 23rd August 2025 at Katavi Regional
Referral Hospital (KRRH), one of 28 Tanzanian government regional referral hospitals located in
Mpanda Municipality. According to the 2022 Census, the hospital serves a catchment population of
1,152,958 [27]. The hospital offers a range of inpatient and outpatient services, including medical,
surgical, obstetrics and gynecology, child health, investigation, and medication services. It receives
patients from Katavi’s councils, neighboring regions, and the Democratic Republic of Congo and
makes referrals to the zonal hospitals in Mbeya (550 km), Bugando Hospital in Mwanza 745 km,
KCMC Hospital in Kilimanjaro (1265 km), Muhimbili National Hospital (1500 km), and Benjamin
Mkapa Hospital (712 km). KRRH has 445 employees of various cadres, which is below the minimum
range of recommended staffing requirements for a Regional Referral Hospital according to the
Tanzania’s MoH guidelines [28]. Out of 445 employees, 366 (82.2%) are HCWs (i.e., 83 doctors, 252
nurses, and 31 laboratory practitioners).

2.3. Study Population

HCWs who were permanently employed at KRRH for at least six months, directly involved in
patient care, and provided informed consent were included in the study. HCWs not present at the
time of data collection were excluded.

2.4. Sampling of Participants

A purposive sampling was used to select 10 IDIs (three doctors, four nurses, and three laboratory
practitioners) due to their knowledge about IPC measures implemented in a study area, to gain their
perspectives and lived experiences regarding factors associated with compliance with IPC practices.
Additionally, purposive sampling was used to select nine Key Informants (KIs) (three administrative
officers, three ward in-charges, and three quality improvement team members) to engage in data
collection. These key informants, who were not part of the study population, were engaged for their
expertise and supervisory roles in infection prevention and control in the hospital. Their perspectives
provided valuable contextual and managerial insights into system-level factors influencing
compliance. The 19 participants were sufficient to achieve thematic saturation for the study, as also
established elsewhere [29].

2.5. Data Collection

Data collection was conducted between July and August 2025. The research team (C.C., L.M,,
DM, EB,FM., AN, ED, EA, EE, DB, EM, BN, RB., and N.5.) was appointed and trained by
C.C, LM, B.N,, D.B., R.B., and N.S. An interview guide (in English) was developed by C.C., L.M,,
and B.N. and piloted to two medical interns employed at KRRH, then translated into Kiswahili by
D.M.,, F.M,, AN, E.D., and F.M. In Kiswahili, the English term “Infection Prevention and Control
(IPC)” has been adopted into the language; therefore, the term IPC was also used in a translated
interview guide. A suitable day for conducting the IDI and KI interviews was agreed upon between
the research team, ward in-charges, and the heads of the department. The individual face-to-face
interviews were conducted in the clinician's private workplaces and lasted for about 20 minutes. Each
interview was conducted by two members of the research team, one being the main interviewer while
the other handled audio recording and took notes for backup. All interviews were held in the Swahili
language, and the interview started with the main interviewer giving verbal information about the
study, followed by some standard questions on demographic characteristics. Saturation was reached
when no new information emerged.
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2.6. Data Analysis

The recorded audios from IDIs and KI were transcribed and translated separately by team
members who had been present at the interviews to maintain the authenticity and context of each
participant group. In the interview, the audio recording failed; in this case, the notes from the
observing team members served as the basis for analysis. Translations were undertaken by clinicians
at KRRH who were fluent in both Kiswahili and English. Part of the translated materials from each
translator was back-translated by C.C. to ensure quality and conformity of the translations. NVIVO
12 Software was used for data management to analyze. However, during the analysis phase, data
were analyzed thematically in a combined manner as both approaches explored similar themes and
research questions from different perspectives, which allowed comparison, triangulation, and a
richer understanding of the issues. Codes were identified, categorized, and themes were developed
both inductively and deductively by co-authors L.M., D.M., EM., EM., AN, ED,, EA, FE, DB,
R.B., and N.S. at regular seminars. Responses relating to high-level codes and direct quotes were
reported. Some verbatim reporting was done in instances where the actual words of the participants
were needed to convey meaning or emphasize an important issue. Simple descriptive analysis was
conducted on the respondents’ demographics, including age, sex, profession, and position.

2.7. Triangulation

Triangulation is a qualitative research strategy that enhances validity and reliability by
incorporating multiple data sources, methods, perspectives, or researchers to examine a phenomenon
[3]. This study applied data source triangulation by including participants with varied professional
experiences, qualifications, ages, and genders. Such diversity enabled comparison across contexts,
reducing the influence of any single demographic or professional viewpoint. By capturing both
common and contrasting experiences, triangulation strengthened the credibility and transferability
of the findings. Additionally, themes were developed through an iterative and reflexive process and
refined until data saturation was reached, defined as the point at which no new ideas emerged.
Saturation occurred after approximately 10 interviews. This approach ensured that the final themes
authentically reflected the lived experiences of HCWs on IPC practices, consistent with the
phenomenological aim of capturing the essence of experience across diverse contexts.

2.8. Ethical Consideration

Ethical clearance was obtained from the Institutional Review Board (IRB) of the Medical
Research and Ethics Committee (MMREC) in Mbeya, Tanzania (SZEC-2439/R. A/25/11), and
permission to conduct the study was granted by the Research and Publication department of Katavi
Regional Referral Hospital (KRRH). Study participants provided written informed consent to
participate voluntarily. The authors declare that the information presented in this research article is
original work that has not been previously published elsewhere.

3. Results

3.1. Socio-Demographic Characteristics

Of the 19 participants who were interviewed, the average age of the participants was 32 years,
and the highest age was 55 years. Ten participants were male, five were doctors, four were laboratory
practitioners, and four were nurses who held the designation of ward in charge in addition to their
other job profiles at the health facility, as illustrated in Table 1.

© 2025 by the author(s). Distributed under a Creative Commons CC BY license.


https://doi.org/10.20944/preprints202512.0513.v1
http://creativecommons.org/licenses/by/4.0/

Preprints.org (www.preprints.org) | NOT PEER-REVIEWED | Posted: 4 December 2025 d0i:10.20944/preprints202512.0513.v1

5 of 13
Table 1. Characteristics of study participants.
Engagement Category
S/N  Participants Characteristics In-depth interview, N=10 Key informant, N=19
1 Age (18 - 55 years) 10 9
2 Sex
Male 6 4
Female 4 5
4 Profession
Doctors 4 1
Nurses 3 1
Laboratory practitioners 3 1
Others 0 6
6 Position
Administrative officers 0 3
Quality Improvement officers 0 3
Ward in-charges 0 3
Others (nurses, doctors, laboratory 10 0

practitioners)

3.2. Perspective of Healthcare Workers on Factors Influencing IPC Compliance

Healthcare workers' perspectives towards factors influencing compliance with IPC practices in
their working areas were divided into seven subthemes: availability of IPC supplies, desire for
personal safety and patient protection, attitude towards the IPC activities, high patient volumes,
institutional support, awareness of IPC protocols, and supportive supervision.

Table 2. Predefined themes and subthemes.

Main theme Subthemes

Availability of IPC supplies

Desire for Personal Safety and Patient Protection

High volume of patients

Factors influencing IPC compliance Awareness of IPC protocols

Institutional Support

Supportive supervision
HCWSs’ Attitude Towards IPC Activities

3.2.1. Availability of IPC Supplies

In Katavi Regional Referral Hospital, most key informants mentioned that IPC supplies were
one of the factors influencing compliance with IPC practices. The majority of the KIs reported that
IPC supplies are readily available at nearly all points of healthcare delivery, enabling HCWs to
perform different IPC practices like waste segregation, hand washing, and disinfection, as one of the
key informants reported that:

“As an administrative unit, we ensure that all requirements for IPC practices are present. For example,
we have purchased bin liner machines and ensure that all bin liners are available in different colors as per IPC
guidelines. Even the safety boxes are always available. When it comes to waste disposal, we have a high-tech
incinerator that functions very well. So far, we have not had any issues concerning this machine.” (KI 5,
41years, M, June 2025)

Another key informant added:

“IPC practices have been performed in nearly all departments. Issues like waste segregation are also being
done, as the buckets are also available, and also the SOPs are available...” (KI2, 37yrs, F, June 2025).
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On the other hand, some key informants reported the existence of occasional shortages of PPEs
at least once a month and inadequate waste containers in some departments; however, this crisis is
reported to be not critical, as portrayed in this quote:

“Almost every month, we have at least one week of shortage......Some containers are only emptied once a
day. By the time it’s 2 p.m., they are already full.” (KI1, 29yrs, M, June, 2025)

3.2.2. Desire for Personal Safety and Patient Protection

The majority of HCWs at Katavi Regional Referral Hospital emphasized that personal safety and
patient protection are the core components of the non-maleficence principle in medical ethics. This
component is a key motivator for IPC compliance, as illustrated in the quote below;

“I feel proud when a patient comes to my department and leaves safely without acquiring nosocomial
infections... following IPC guidelines puts me and my patients on the safe side.” (R8, 30yrs, M, June 2025).

However, some participants argued that the difference in shift duration and teamwork
influences the healthcare habits of adhering to the IPC practices, as explained by one of the
participants:

“You can’t manage it alone as we work in different shifts, and honestly, IPC conditions during night shifts
are so scary. If you saw it, you'd laugh; the dustbins are there, but theyve placed a box where all types of waste
are dumped together. Everyone knows about them...Almost everyone you try to talk to tells you they're tired,
which is very disappointing.” (R7, 29years, F, June 2025)

3.2.3. High Volume of Patients

A high volume of patients was a factor pointed out by many HCWs to increase the likelihood of
not complying with IPC practices, and this was related to understaffing and congested patient wards
that create environments for inadequate IPC practices. The problem of high patient volume was
mentioned by the majority of the participants, as revealed in this quote:

“The high number of patients... sometimes there’s overcrowding, and following the guidelines strictly
becomes a challenge. If you are to remove gloves and wash hands after each patient, it becomes hard because of
the long queue.” (R2, 29yrs, M, June,2025).

3.2.4. HCWs' Attitude Towards the IPC Activities

Attitudes towards the IPC practices accelerate one's intention to action, as explained by the
majority of HCWs, who explained that the existence of negative attitudes towards the IPC practices
among healthcare workers may be the reason preventing HCWs from complying with IPC practices,
as one participant explained:

“Changing people’s mindset is the biggest challenge... Some HCWs think that IPC activities are for a few
trained staff and therefore they fail to perform IPC, thinking that there is a special person for such activity;
ideally, it’s incorrect, IPC is for us all.” (IDI 10, 30yrs, M, June, 2025).

3.2.5. Institutional Support

The majority of the study participants acknowledged that institutional supports play a major
role in ensuring HCWs comply with IPC practices. Despite consistent IPC supplies in an institution,
HCWs feel energized to perform the IPC activities by being motivated and recognized publicly after
performing well, as explained by one of the participants:

“Surely, on this, an institution tries on its part to provide all the equipment for IPC Practices, which I am
now speaking about in my ward. Though I think it is important to find a way to motivate people... when people
see their colleagues winning and receiving recognition, they too will be encouraged to follow IPC procedures.”
(IDI 3, 30yrs, F, June 2024).
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3.2.6. Awareness of the IPC Protocol

Most of the key informants agreed that for the HCWs to perform the IPC very well, awareness
of the IPC protocols and guidelines is essential. The IPC knowledge sharing during the on-the-job
training, training from the Ministry of Health, and seminars enables all HCWSs to be aware of these
IPC practices, regardless of their cadres. However, these trainings have been conducted for only a
few HCWs, leaving a large proportion of HCWs untrained, as revealed in the quote below:

“As the hospital we usually do IPC training, for example, in the last quarter, the hospital facilitated
training to 70 HCWs starting with the WIT members from each department, also whenever anything new
arises, like modification or changing of the guidelines, few members are usually called by the Ministry of Health
and trained, as they return, they share the knowledge to others.” (KI2, 37yrs, F, June 2025).

However, some key informants had different perspectives where they emphasized that it was
individual responsibility to seek IPC knowledge and practice, as reported in this quote:

“At our level, and considering the kind of work we do, it shouldn’t be an excuse not to know where to
discard gloves. However, laziness could be a contributing factor. The solution is for everyone to understand
their responsibilities and to stop such careless habits.” (K11, 29 yrs., M, June 2025)

3.2.7. Supportive Supervision

Supportive supervision via peer-to-peer motivation and internal supervision enabled HCWs to
learn IPC skills regardless of attending the IPC training. The majority of key informants insisted that
for healthcare workers to comply with IPC practices, they need to be supported and supervised in
IPC implementation, as described in the quote below:

“Even though some have not yet attended these IPC trainings, many continue to support one another
while performing their activities. We persist by instructing one another on these IPC protocols through
supportive supervision from the QI section and each other.” (K12, 37yrs, F, June, 2025).

Additionally, the hospital has assigned the quality improvement team with various
responsibilities, including overseeing the IPC activities to enable HCWs to comply well, as explained
by one of the key informants:

“As part of the Quality Improvement team, I have come across staff who end up mixing different types of
garbage. What I do is to speak with them, encourage them, and support them to engage more actively in IPC
practices.” (KI1, 29yrs, M, June, 2025)

4. Discussion

4.1. General Discussion

This study explored healthcare workers' perspectives on factors influencing compliance with
infection prevention and control (IPC) practices at Katavi Regional Referral Hospital. Although poor
IPC has similar causes across countries, the factors affecting compliance may vary by country,
depending on its specific conditions and healthcare system characteristics. The current study
revealed that IPC compliance was influenced by the availability of IPC supplies, awareness of IPC
protocols, supportive supervision, institutional support, motivation for personal and patient safety,
HCWs' attitudes, and workload.

The availability of IPC supplies was identified as a key factor affecting IPC compliance, with
most participants explaining that steady access to materials like PPE, waste bins, and disinfectants
helps ensure adherence to standard IPC. These findings align with earlier studies in Ethiopia and
Gambia, which reported that HCWs who had access to PPE were more likely to follow IPC standards
than those without easy access to PPE [30,31]. This observation underscores the critical role of PPEs
in enabling and sustaining IPC compliance. However, occasional shortages of PPEs and waste
containers were observed in this study, demonstrating ongoing logistical challenges that may hinder
consistent IPC practices. Recurrent unavailability of such essential IPC supplies could potentially
demoralize previously compliant staff members, leading to a lapse in compliance.
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The participants in our study generally expressed a belief that they have sufficient awareness
and knowledge of IPC measures that influenced them to comply with IPC practices. This knowledge
was acquired through on-the-job training, Ministry of Health-led sessions, and internal seminars.
Previous studies supported and confirmed these findings [32]. Additionally, IPC misconceptions
existed among HCWs, whereby IPC practices were only considered in some situations, like non-
emergencies. Further analysis suggested that the existence of observed misconceptions in this study
could be a result of the workload among healthcare workers. Fatigue and burnout resulting from
excessive workload have an impact on the effectiveness of IPC measures like hand hygiene,
particularly under emergencies, despite HCWs' familiarity with recommended hand washing
procedures [32].

Right now, most Tanzanian health facilities face unique systemic challenges, such as
understaffing and low salary scale levels [33,34]. As reported in our findings, the consequences of
this situation are poor compliance with IPC, leading to increased risk of infection and potential
spread of infections within the health facility and beyond. This corroborates a recent Cochrane review
that identified a need for training of all HCWs and a need for adequate staff numbers in IPC practices
[35]. Therefore, more proactive initiatives must be put in place to foster a genuine commitment to
adhering to IPC standards. Health systems need to ensure that HCWs receive a refresher training
program that imparts IPC knowledge, but most importantly, a sense of responsibility and a culture
of compliance with IPC standards within healthcare delivery [31].

The current results also confirmed the findings of many previous studies on the positive effects
of IPC training on HCWs' compliance with IPC standards. For instance, the majority of the
participants in this study considered the IPC training they received from peer learning, internal and
external mentorship from the Ministry of Health, and the hospital quality improvement team as
beneficial in that it helped increase their knowledge about IPC issues. The benefits of IPC training for
improving knowledge of IPC standards among HCWs in a hospital setting were highlighted in
previous studies [36-39]. However, some participants in the current study regarded IPC practices as
the responsibility of a few trained individuals rather than all HCWs. Additionally, a recent study
identified that lack of training by experts in the field, lack of use of technological tools such as
multimedia or digital simulation during training, and lack of effective feedback after training are
situations that prevent the development of training [40]. Thus, more engaging and innovative
training methodologies, like including bedside teaching, mandatory sessions during paid work
hours, and drama, could further enhance IPC compliance among HCWs [41]. However, more in-
depth research is needed to tailor training programs to the specific needs of staff, the clinic, and the
overall context.

Motivation for personal safety and patient protection was a strong driver of IPC compliance
observed in the current study. Our findings confirmed the association between IPC practices and
perceived risk among HCWs [42]. Most participants were of the view that since they (HCWs) were
most vulnerable to infections, it was necessary not to neglect their protection and engage in
preventive practices, including IPC. This reflects a sense of professional responsibility and ethical
duty among HCWs. Similar sentiments were reported in a Ghanaian study, where HCWs perceived
IPC compliance as an ethical obligation to prevent HAI [43]. Similarly, Houghton et al reported that
self-motivation by perceiving IPC value of protecting themselves, their families, or their patients is a
behavioral change motive towards IPC compliance [44].

On the other hand, some HCWs in this study emphasized the role of supportive workplace
culture and institutional support in terms of encouragement and public recognition after performing
IPC well as an important factor for sustaining compliance. During supportive supervision, IPC
activities are monitored, implementation gaps are identified, and easily addressed. Such observed
initiatives have been acknowledged by previous researchers in the rapid qualitative evidence
synthesis and some studies in Gambia [31,44]. Rewards and penalties encourage HCWs to adhere
to the IPC practices and encourage others to follow suit [45]. The WHO also recommends that
hospitals should institutionalize IPC leadership and recognition mechanisms to strengthen
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ownership and accountability [46]. Thus, intervention involving self-motivation, including
incentives, non-monetary, and recognition, should be prioritized for significant improvement of IPC
compliance among HCWs at KRRH and similar settings.

Conversely, the current study revealed that a negative attitude towards IPC was the major
barrier to compliance, as some HCWs believed that IPC practices were the responsibility of a few
trained personnel. Some HCWs admitted that one's positive attitude toward IPC practice is a critical
component for achieving change, even when other factors are addressed. This observation aligns
with Darboe et al, who found that a positive attitude towards the IPC practices was a strong
determinant of IPC compliance among HCWs [31]. Also, Appiah et al found that a non-concerned
attitude of some HCWs in Ghana contributed to the spread of HAI and prolonged patients' hospital
stay [43]. Therefore, the significance of fostering a positive attitude toward IPC compliance cannot be
overstated in the context of preventing HAI. The health management team must implement
systematic and effective measures that prioritize understanding and modifying healthcare workers'
negative attitudes towards IPC standards.

4.2. Strengths and Limitations of the Study

The strength of this study lies in its findings, which are based on the perspectives of individuals
with first-hand experience. The direct insights from those actively engaged in clinical practices add
authenticity and relevance to the findings, making them highly applicable to real-world settings. By
gathering data from HCWs who encounter IPC challenges daily, the study ensures that the results
reflect the actual factors influencing the IPC practices at the healthcare delivery points. Additionally,
the study employed a qualitative methods approach, providing in-depth insights into the underlying
causes of the problem.

Despite the strength, this study has several limitations. Firstly, being a qualitative study
conducted in a single tertiary hospital, it limits the transferability of the findings to other hospitals or
levels of care. Secondly, although we included nurses, doctors, and laboratory practitioners who
work directly in patient care and play a critical role in the measurement of IPC compliance, the
inclusion of other stakeholders could have further broadened the results and scope of the study.
These limitations may have introduced some bias or reduced the generalizability of the findings;
however, their overall impact on the study’s conclusions is considered minimal.

5. Conclusions

Compliance with IPC practices are vital for patients and healthcare workers who were the focus
of this study. This research found that the availability of IPC supplies, awareness of IPC protocols,
supportive supervision, institutional backing, and the desire for personal and patient safety
encouraged high IPC compliance, while negative attitudes and heavy workloads hampered
adherence. The findings from this study could improve our understanding of IPC practices and serve
as the basis for developing future strategies and assessment methods to boost compliance with IPC
standards in healthcare. To improve compliance, the study suggests that the health systems should
strengthen supervision, ensure a consistent supply of IPC materials, and foster positive attitudes
among healthcare workers. Further research is needed to explore the relationship between the
identified factors, uncover additional drivers, and extend the findings to a wider context, considering
that the nature of the qualitative study
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