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Goals for this talk
Why Talk About IPC in the United States?

1. To show examples of daily IPC work in the US, and through these…

2. To understand the similarities and differences between US and EU 
IPC practices in terms of…
• Goals

• Philosophies

• Strategies

3. To promote international discussion and view IPC practices through 
the lens of multilateralism
• The US in some ways has historically existed in a silo (internal strategies / 

surveillance vs. multilateral cooperation)



Important things to 
keep in mind…
• (Almost) all hospitals in the US are 

private.

• High out of pocket costs, even for the 
insured.

• (Almost) all patient rooms are single or 
double rooms.

• (Relatively) high vaccination rates.

• ~ 50% overall Flu vaccination uptake

• ~ 77% Flu vaccination uptake among 
HCWs

(Rizzo, https://doi.org/10.1080/21645515.2017.1367463)

• (Comparatively) little permitted sick 
leave.

• High “Presenteeism”

https://department.va.gov/integrated-service-networks/visn-04/



Overview of IPC Structure

https://en.wikipedia.org/wiki/United_States_Department_of_Health_and_Human_Services



Who Oversees 
IPC in the United 

States?

Regulatory Agencies: Federal

Department of Health and Human Services:

• Center for Medicare/Medicaid Services (CMS) –
“Conditions of Participation”, Require IPC
programs, Require HAI targets

• Food and Drug Administration (FDA) –
pharmaceuticals, medical devices, sterilization
equipment, issues recalls

Department of Labor

• Occupational Safety and Health Administration
(OSHA) – Workplace safety, PPE, Sharps Safety

Regulatory Agencies: State / 
Municip.

• State and Municipal Public Health Departments

• Hospital Surveyors

• State Legislators

Regulatory Agencies: Private

• The Joint Commission – the accrediting body
of all US hospitals, “The Deeming Authority”

• Hospital Graders: “Leapfrog”

• Local Hospital Administration

Advisory Agencies: Private

• Universities
• Public Action Committees
• Professional Practice Organizations:

• AMA, APIC, SHEA, etc.

Advisory Agencies: State / Municipal

• Public and Municipal Health Departments

Advisory Agencies: Federal
Department of Health and Human Services:

• Centers for Disease Control and Prevention (CDC) –
Conducts research, develops guidelines, sets
benchmarks, conducts outbreak investigations,
collects and disseminates surveillance data

• Agency for Healthcare Research and Quality
(AHRQ) – conducts research on patient safety and
develops guidelines

• National Institute of Health – Funds and supports
biomedical research

• National Institute of Allergy and Infectious
Diseases – biomedical research specifically involving
infectious disease



Carrot and Stick Model

(Almost) all hospitals in the US are private.
• So, what compels them to enact IPC measures?

1. CMS links patient outcomes to insurance reimbursements.
2. Joint Commission provides accreditation to hospitals which meet requisite 

safety and quality standards.

Stated simply:

⮚Hospitals enact IPC programs
⮚ To reduce rates of hospital associated infections

⮚ To receive reimbursements (financial incentive) and remain open 
(existential threat).



IPC Structure: Core Functions US compared to EU

Core Functions of IPC per CDC:
1. Leadership

2. Education & Training of Healthcare Workers on IPC Topics

3. Patient and Caregiver Education

4. Performance Monitoring and Feedback (Including 
Surveillance)

5. Standard Precautions
5a. Hand Hygiene

5b. Environmental Cleaning/Disinfection

5c. Injection Safety

5d. PPE Risk Assessment

5e. Minimizing Potential Exposures

5f. Reprocessing Reuseable Medical Devices

6. Transmission-Based Precautions

7. Management of Indwelling Devices and Infection Risk

8. Occupational Health

Core Competencies for IPC per ECDC:
1. Program Management

a) Elaborating and advocating an infection control program

b) Management of an infection control program, work plan and projects 

2. Quality Improvement
a) Contributing to quality management

b) Contributing to risk management

c) Performing audits of professional practices and evaluating performance

d) Infection control training of employees

e) Contributing to research

3. Surveillance and Investigation of HAIs
a) Designing a surveillance system

b) Managing (implementation, follow up, evaluation) a surveillance system

c) Identifying, investigating and managing outbreaks 

4. Infection Control Activities
a) Elaborating infection control interventions

b) Implementing infection control healthcare procedures

c) Contributing to reducing antimicrobial resistance

d) Advising appropriate laboratory testing and use of laboratory dat

e) Decontamination and sterilization of medical devices

f) Controlling environmental sources of infections 

https://www.cdc.gov/infection-control/hcp/core-practices/index.html https://www.ecdc.europa.eu/sites/default/files/media/en/publications/Publications/infection-control-core-competencies.pdf



What does an Infection Preventionist do?

Daily Tasks:

• Surveillance

• Auditing / Monitoring
• Hand Hygiene
• Indwelling devices
• Environment of Care

• Manage Isolation / Bed Flow

• Staff and Patient Education

• Infection risk analysis and mitigation 
for construction activities

• Contact Tracing

• Outbreak Investigation

Longterm Strategy Work:

• Represent IPC interests in leadership 
meetings

• Annual infection risk assessment and 
gap analysis

• Annual and long-term strategy 
development

• Project initiatives and process 
improvement



Let's look at some of these activities, 
keeping in mind certain 
considerations unique to the US…



Unique Considerations:
US Hospital Design, Hand Hygiene, and Isolation



Prevalence of Single and Double 
Patient Rooms in US Hospitals

Consider: Patient rooms in the US are almost 
always single-occupancy (private room) or double-
occupancy (semi-private)

New constructions are almost universally single-
occupancy

What are the implications for IPC?



Impact on Hand-
Hygiene

Easier to track

With single-occupancy, can track hand-hygiene “in-and-out” rather than the 
WHO “5-moments”.

CMS/Joint-Commission requires that all hospitals track hand-hygiene and 
have hand-hygiene improvement programs.

Easier to control

Hand-Sanitizer is placed at the entrance to every room (not unique)

Because staff must pass through the entrance to get to another patient, they 
always pass by hand-sanitizer before patient contact

Hand Hygiene is the #1 focus of Infection Prevention Programs in 
the US



Hand Hygiene 
Continued

Regulations (CMS/Joint-
Commission) requires healthcare 
facilities to have Hand-Hygiene 
Improvement Programs

Private hospital raters (Leapfrog) 
require a certain number of 
hand-hygiene observations per 
month

Healthcare systems often hire 
dedicated hand hygiene 
observers

Healthcare systems are 
increasingly adopting automated 
hand-hygiene surveillance
systems



Johns Hopkins Rules for Hand-
Hygiene Observers

https://www.hopkinsmedicine.org/HEIC-HHtraining/story.html



Rise of Automated Hand-Hygiene Surveillance

https://vitalacy.ai/automated-hand-hygiene-monitoring-technology/

https://www.leapfroggroup.org/sites/default/files/Files/leapfrog-HH-report-2024_FINAL.pdf
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Background

• Consistent hand hygiene (HH) compliance is a crucial 
component of infection prevention.1

• Factors affecting healthcare personnel (HCP) HH behaviors 
include perceived risk for infection, perceived social norms, 
perceived role models, visibility of safety programs, and levels 
of work stress.1

• Components of multimodal interventions to successfully 
promote HH include infrastructure for HH stations, education 
of HCP, routine monitoring & feedback to HCP, institutional 
safety climate, workplace reminders, and rewards incentives.1-

2

• Incentives programs can lead to sustained improvement in HH 
compliance.3-4

• This project explores the use of non-monetary rewards, for HH 
compliance, and for HH verbal workplace reminders.

• We implemented a positive reinforcement HH program in a 
large VA healthcare system in 8/2024, including 3 inpatient 
medical/surgical floors and 4 intensive care units (ICUs), and 
assessed its impact on HH compliance. 

• The program incorporated HH education, code word 
education, a tiered non-monetary incentive points program, 
real-time feedback (verbal and coupons), and performance 
tracking by unit.  

• A code word “take 5” was developed to provide all HCP with 
non-confrontational language for verbal workplace reminders 
to one another to perform HH and/or wear personal 
protective equipment (PPE) when indicated.  
o “Take 5” word choice intends to invoke the importance 

of pausing for patient safety, and taking the 5 fingers of 
one’s hand to the nearest HH station for washing. 

• HCP were given 1 point for performing HH or wearing PPE, or 
2 points for using the code word “take 5” to remind 
coworkers to perform HH or wear PPE.  Individual HCP 
winners with the most points were selected every 2 weeks.  

• HH compliance rates were monitored through direct 
observation by trained staff (unit-based and independent), 
pre- (1/2024-7/2024) and post- (10/2024-3/2025) 
intervention.  Dates 8/2024-9/2024 were excluded during 
education roll out. 
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and the HICPAC/SHEA/APIC/IDSA Hand Hygiene Task Force.” MMWR 2002, 51, no. RR-16.
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Conclusions

• Tiered non-monetary rewards were:
o Stickers (Figure 1), for all point earners
o Candy, for all HCP who were observed using 

the code word “take 5” 
o Premium parking spot or lunch with 

hospital executive leadership (winner’s choice), 
for HCP winners who earned the most points

• 17 HCP winners were identified in 8/2024-3/2025, and most elected the 
premium parking spot. 

• An average of 208 “take 5” observations were submitted per month, 
with an average of 11 submitted observations per month of non-
infection prevention HCP using the “take 5” code word to remind 
colleagues to perform HH or wear PPE.  

• Participation in the program was higher on the medical/surgical floors 
than in the ICUs (Figure 2).

• Participation was higher among “unit-based” HCP (e.g., nurses, nursing 
assistants) than among HCP who were “independent” of and serving 
multiple units (e.g., physicians, APPs, radiology technicians, 
environmental services, food services) (Figure 3).

• A positive reinforcement HH campaign, including code words 
and non-monetary rewards, can be effectively adopted in a 
large healthcare system to increase HH compliance. 

• To our knowledge, this is the first report of a rewards program 
that incentivizes HCP to remind one another to perform HH.  

• Administrative sanction of rewarding HCP in this manner 
signaled institutional prioritization of HH, and led to active HCP 
participation in HH promotion.

• All of the HCP observed reminding others to perform HH using 
the code word “take 5” were unit-based HCP, such as nurses. 

• Programs like ours may promote social norms in which all HCP 
are empowered to give verbal workplace reminders for HH.

• The HH compliance rate on medical/surgical floors was 
decreasing pre-intervention, and the baseline rate in the 3 
months prior to intervention was 83%.  Compliance increased 
post-intervention (p = 0.0321), with current average 89% 
(Figure 4).  

• The average HH compliance rate in ICUs was stable pre- and 
post-intervention, at 94% and 96%, respectively (Figure 4).  

Figure 4. Hand hygiene compliance rates by unit type, pre- and post-intervention, with 
medical/surgical floors (black squares) and ICUs (gray circles). 

“Take 5”: Positive Reinforcement to Improve Hand Hygiene Rates

Figure 2. Program participation by unit type, including medical/surgical floors (black squares) and 
ICUs (gray circles).  

Figure 1. Stickers and posters were designed to serve as visual workplace reminders 
for HH.

Figure 3. Percentage of HCP who were unit-based (red) or independent (blue), who [A] were 
observed in the program, [B] were observed using the “take 5” code word, and [C] were winners in 
the program.  



Impact on Patient 
Isolation
Isolation in place

In single occupancy beds, the patient need not be moved to go into 
isolation

In double occupancy, only the roommate must move

Typically, US hospitals do not have dedicated isolation wards

Isolation rooms dispersed throughout every ward

Limits exposures

Fewer exposures when a patient is discovered to have a 
transmissible disease later into their stay

PPE staged outside door in carts or wall cubbies

https://www.cdc.gov/infection-control/media/pdfs/contact-precautions-sign-P.pdf



Isolation and Transmission 
Based Precautions

• CDC defines 3 kinds of Transmission Based 

Precautions (Isolation Precautions)

• Contact

• Droplet

• Airborne

• Individual Health Systems may define more:

• Contact-Plus (C. diff / Norovirus)

• Elevated Contact Precautions (CRE / C. auris)

• Organisms of epidemiological significance

• Elevated Droplet Precautions (COVID-19)

• Closed door, optional respirator



Single Rooms with PPE 
Caddies



(Leaking) Elevated Contact/Droplet 
Isolation Room (Left)

“Ball-in-the-Wall” Negative Pressure 
Indicator (Below)



Contact Precautions 
Isolation Room



Impact on Environmental 
Cleaning/Disinfection

Fewer room transfers

No need to transfer patients to isolation wards

More opportunities to terminal clean

After one patient discharges, the room is empty and can be terminally 
cleaned

Opportunities to use UV-c or vapor H2O2 whole room treatments (not 
common)

Requires a heavy investment in EVS staff



IPC Activity:
Construction Risk Analysis and Mitigation



IPC Activity:
Construction Risk Analysis and 
Mitigation

• Infection Preventionists monitor any dust-generating 
construction or maintenance activity

• Construction cannot proceed without IP signature

• IPC weekly rounding

• Physical barriers, air filtration, and air pressure 
differentials are used to mitigate risk

• First step is to conduct a risk analysis

• Major concerns:
• Dust and dust borne pathogens

• Disruptions to water flow / cleanliness

• Disruptions to normal air handling





Mitigation



Unique Considerations:
Surveillance and a Focus on Device-Related Infections



What IPC metrics affect 
reimbursement?

1. Central Line-Associated Bloodstream 
Infection (CLABSI)

2. Catheter-Associated Urinary Tract 
Infection (CAUTI)

3. Surgical Site Infection (SSI)
• Specifically, Colon and Hysterectomy SSIs
• Post-Op Sepsis
• Post-Op Wound Dehiscence

4. MRSA bacteremia (MRSA-BSI)

5. Clostridioides difficile Infection (CDI)

https://www.cms.gov/medicare/quality/value-based-programs/hospital-acquired-
conditions



US Emphasis on Device-Related Infections

CMS provides reimbursement for performance on these metrics:

1) Central Line-Associated Bloodstream Infection (CLABSI),
2) Catheter-Associated Urinary Tract Infection (CAUTI), 
3) Surgical Site Infection Rates (SSI), 
4) MRSA bacteremia (MRSA-BSI), 
5) Clostridioides difficile Infection Rates (CDI)

This leads research and prevention efforts to also focus on these areas

Less (but definitely not zero) focus on:

• Environmental disinfection

• MDROs other than MRSA

https://www.cdc.gov/c-diff/media/images/Cdiff.jpg



National Surveillance

Inpatient (including ER) Charting:
Microbiology Reports, Patient Charts, Labs, 

Surgical Reports, Etc.

Infection Preventionist Identifies HAIs

Hospital-

Onset HAI

Community-

Onset HAI

Infection Preventionist 

tracks internal rates. 

Compares to “Expected” 

rate

National Surveillance:

NHSN (CDC) collates data and tracks 

national trends

Outpatient Charting:
Clinics, Primary Care, Doctor’s 

Offices, etc.

CLABSI

CAUTI

SSI

C. Difficile

BSI

Any Reportable 

Infectious Diseases

Outpatient SSI 

Surveillance

Resistance Patterns

Any Reportable 

Infectious Diseases

CDC Calculates the “Expected” HAI rates 

based on acuity, patient population, 

hospital size. Returns expected rates to 

hospitals

Development 

of National 

Strategies
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NHSN Definition – Bloodstream Infection

https://www.cdc.gov/nhsn/pdfs/pscmanual/4psc_clabscurrent.pdf



IPC Activity:
Rounding on the “Environment of Care”



Environment of Care 
Rounds

• Environment of Care (EOC) rounds are 

walkthroughs of patient care areas used to identify

and rectify patient risks present in the care 

environment.

• EOC rounds are…

• Multidisciplinary

• Ongoing (weekly)

• Non-Judgmental or Blame-Seeking

• Semi-Random or Unannounced

• Systematic and documented, with follow-up

• Required by regulation

• What might we find…



Leaks or sewage 
back-ups



Dust



Splashes



Cross 
Contamination



Improper 
storage / 
handling



Unique Considerations:
Physician Shortages, Nurse Professionals, and The Rise of the “Mid-Level”



IPC Structure: Core Staff

IPC Staff Roles in the US:
• Physicians

• Mid-Level Providers
• Nurse Practitioners (Master or 

Doctorate of Nursing Practice)
• Physician Assistant (Master or Doctorate 

of Medical Science) 

• Nursing

• Pharmacists

• Other Health Professionals:
• Microbiologists
• Public Health Scientists
• Epidemiologists

There is no US physician specialty in 
healthcare epidemiology or hospital 
hygiene.

• Instead a physician may…
• Get a dual degree (MD/MPH, 

MD/PhD, MD/MS, etc)

• Become Certified in Infection Control 
and Prevention (CIC) through the 
Certification Board of Infection 
Preventionists.



Mid Level Providers 
in the US
Nurse Practitioners and Physician 
Assistants now provide >25 % of ER care.
• From 2013 to 2019, ER care provided 

by NPs and Pas rose from 14% to 26%

• https://hms.harvard.edu/news/fourth-
us-health-visits-now-delivered-non-
physicians

• This shapes IPC departments as well

• Barring recent news, nurses have long 
been considered “professionals”

• Leadership roles often filled by Nurse 
Practitioners and Doctors of Nursing 
Practice

https://hms.harvard.edu/news/fourth-us-health-visits-now-delivered-non-physicians
https://hms.harvard.edu/news/fourth-us-health-visits-now-delivered-non-physicians
https://hms.harvard.edu/news/fourth-us-health-visits-now-delivered-non-physicians


Future Directions



Future Directions
“…either brace yourself for elimination
or else your hearts must have the courage for the changing of the guards.” -Bob Dylan

IPC in a changing America

Changes to the CDC, FDA, NHSN, and other public health 
institutions.

Changes to recognition of career-professionals.

Increasing isolationism. Withdrawal from WHO.

https://eu.usatoday.com/picture-gallery/news/politics/2024/11/07/robert-f-
kennedy-jr-a-political-career-in-photos/76110044007/



What are we to do?
Embrace multilateralism! Embrace cooperation!

• States have rebuked the federal withdrawal from public 

health with new interstate cooperations.

• New coalitions have formed:

• Share data

• Develop guidelines

• Coordinate regional health threats

1. Northeast Public Health Collaborative

• Connecticut, Maine, Massachusetts, New Jersey, New York, 

Pennsylvania, Rhode Island.

2. West Coast Health Alliance

• California, Oregon, Washington

3. Governor's Public Health Alliance

• National coordination between 15 different states

https://www.diseasedaily.org/2025/11/17/u-s-states-form-health-alliances-in-response-to-federal-public-health-landscape/
https://en.wikipedia.org/wiki/Northeast_Public_Health_Collaborative

https://en.wikipedia.org/wiki/West_Coast_Health_Alliance



Questions?

adrian.clifford@meduniwien.ac.at 
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