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Abstract

The Society for Healthcare Epidemiology of America, the Association of Professionals in Infection Control and Epidemiology, the Infectious
Diseases Society of America, and the Pediatric Infectious Diseases Society represent the core expertise regarding healthcare infection
prevention and infectious diseases and have written multisociety statement for healthcare facility leaders, regulatory agencies, payors, and
patients to strengthen requirements and expectations around facility infection prevention and control (IPC) programs. Based on a systematic
literature search and formal consensus process, the authors advocate raising the expectations for facility IPC programs, moving to effective
programs that are:

• Foundational and influential parts of the facility’s operational structure
• Resourced with the correct expertise and leadership
• Prioritized to address all potential infectious harms

This document discusses the IPC program’s leadership—a dyad model that includes both physician and infection preventionist leaders—its
reporting structure, expertise, and competencies of its members, and the roles and accountability of partnering groups within the healthcare
facility. The document outlines a process for identifying minimum IPC programmedical director support. It applies to all types of healthcare
settings except post-acute long-term care and focuses on resources for the IPC program. Long-term acute care hospital (LTACH) staffing and
antimicrobial stewardship programs will be discussed in subsequent documents.

(Received 14 March 2025; accepted 14 March 2025; electronically published 28 April 2025)

Executive summary

Within all types of healthcare facilities, a wide array of preventable
infectious risks that can lead to healthcare-associated infections
(HAIs) exist. These can cause significant harm to patients,
healthcare personnel, and visitors, and threaten the successful and
safe operations of the healthcare facility. The facility’s Infection
Prevention and Control (IPC) Program is essential to identify,
mitigate, and prevent these infection-related harms, and over the
past two decades, reductions in reported HAIs reflect an increased

focus on HAI prevention and the requirement for facilities to
systematically address these harms through their IPC programs.
Despite these gains, IPC programs remain vulnerable and under-
resourced, the composition of and resources committed to IPC
programs vary widely, and the scope and intensity of IPC activities
differ between facilities. Instead of being a foundational necessity
that accommodates healthcare facilities of all types and sizes, an
adequately resourced IPC program that addresses all infectious
harms may be seen by some as optional and static. Given their
impact on the safety, quality and operations of healthcare facilities,
the expectations for facility IPC programs must be raised,
moving to maximally effective programs that are foundational and
influential parts of the facility’s operational structure, resourced
with the correct expertise and leadership, and prioritized to address
all potential infectious harms. This position paper from leading
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infection prevention and infectious disease societies outlines a call
to action for healthcare facility leaders, IPC programmembers, and
regulatory agencies. The role and impact of IPC programs, the
components of IPC programs that are necessary to move from
active to also being highly effective, and strategies to build towards
a more effective IPC program are discussed.

Introduction and call to action

Healthcare-associated infections (HAIs) are common. In 2015,
the U.S. Centers for Disease Control and Prevention (CDC)
conducted their second national prevalence survey examining the
burden ofHAIs inU.S. acute care hospitals.1 Approximately 1 in 31
hospitalized patients developed a HAI after admission to the
hospital. HAIs cause substantial morbidity and mortality and also
have considerable impact on healthcare costs, length of stay, and
the operational efficiency of a healthcare facility.2–6 Performance
on select HAIs is now part of publicly reported quality measures
with increasingly heightened financial penalties and inclusion in
reputational consumer and publicly reported surveys,7,8 emphasiz-
ing the importance of preventing these harms as much as possible.

Many other infectious risks exist in healthcare facilities. While
some HAIs are known to broad audiences due to publicly reported
performance metrics (eg, bloodstream infections associated with
central venous catheters used to deliver medication [known as
central line-associated bloodstream infections, or CLABSIs]),
other infectious risks exist in healthcare facilities that are absent
from public HAI reporting. These include but are not limited to
contagious disease exposures and outbreaks, breakdowns in device
and instrument cleaning and sterilization/disinfection, lapses in
environmental controls (eg, ventilation failures or water intru-
sions), and outbreaks related to contaminated medications,
supplies, or medical products. These risks can lead to significant
harm to patients, healthcare personnel (HCP), and visitors, and
threaten the successful and safe operations of the healthcare
facility.

Reduction of these infectious harms is possible. Many of these
infectious harms can be reduced through the application of
recommended evidence-based practices (eg, hand hygiene,
environmental cleaning and disinfection, standardized interven-
tions around surgical and other procedures, safe medication
handling, and interventions that mitigate the risk of patient- and
HCP-related spread of contagious pathogens). Within healthcare
facilities, it is essential that a rigorous program be in place to
identify, mitigate, and prevent the wide variety of infection-related
harms from affecting patients, HCPs, and visitors, as well as
positively impacting the operations and the financial and reputa-
tional security of the facility. This program, typically known as the
Infection Prevention and Control (IPC) program, is entrusted with
having expertise around infection surveillance, control, and
prevention; policy implementation; data analysis; epidemiology;
regulatory requirements; and quality improvement to oversee and
direct the efforts of the facility to prevent and control HAIs.

IPC Programs are essential. The increased scrutiny and
expectations by groups that assess the safety and quality of
healthcare facilities have been important in raising the minimum
standards of IPC programs to address harms caused by HAIs. IPC
programs are required as part of the U.S. Centers for Medicare and
Medicaid Services (CMS) conditions of participation (CoP). For
acute care hospitals, CMS states:

“The hospital must have active hospital-wide programs for the surveillance,
prevention, and control of HAIs and other infectious diseases, and for the

optimization of antibiotic use through stewardship. The programs must
demonstrate adherence to nationally recognized infection prevention and
control guidelines, as well as to best practices for improving antibiotic use
where applicable, and for reducing the development and transmission of
HAIs and antibiotic-resistant organisms. Infection prevention and control
problems and antibiotic use issues identified in the programs must be
addressed in collaboration with the hospital-wide quality assessment and
performance improvement (QAPI) program.”9

Over the past two decades, reductions in reported HAIs reflect
an increased focus on HAI prevention and the requirement for
facilities to systematically address these harms through their IPC
programs.10 Despite these gains, IPC programs remain vulnerable
and under-resourced. This was illustrated during the COVID-19
pandemic when reported HAI rates increased significantly to levels
not seen for several years as attention to core IPC practices eroded
amid an overwhelmed healthcare system.11,12 The typical IPC
program has the minimum resources to meet regulatory standards
and reduce endemic infectious harms. IPC programs are often not
resourced to mitigate and respond to unanticipated events, both
facility-specific (eg, a unit outbreak of an infectious disease) and
more regional or global (eg, a public health emergency such as the
COVID-19 pandemic) while maintaining the hospital’s adherence
to IPC practices for HAI prevention.

“Active” does not necessarily mean fully effective. Even in the
absence of a global pandemic, the composition of and resources
committed to facilities’ IPC programs vary widely, and the scope
and intensity of IPC activities differ.13 While CMS requires an
“active” IPC program, what constitutes active is not clearly defined.
One facility’s IPC program that has an infection prevention
committee with policy review, reports the required HAIs to CMS,
and meets regulatory expectations might be deemed as “active.”
However, compare that facility to the effectiveness of another,
where in addition to the above, the IPC program partners with
frontline staff in proactive practice assessments to reduceHAIs and
track other infectious harms. Most importantly, the second facility
conducts rigorous review of all HAIs for patterns of variability in
expected practices, develops action plans for improvement, and
sets and communicates institutional metrics and expectations for
infection prevention for all its personnel. Comparatively speaking,
the first facility may be “active” but not as “effective” as the second.

IPC programs remain under-resourced and under-prioritized.
The resources and support that facilities provide for their IPC
programs are often extensively scrutinized and are constantly
under threat.13 IPC programs are under-resourced and under-
prioritized for a number of reasons, such as failure to add more
resources to the IPC program in the setting of facility expansion
(eg, through acquisition of ambulatory surgical or outpatient
centers) and delegation of IPC leadership to individuals without
the necessary competencies in infection prevention. These
approaches reflect the perception that an adequately resourced
IPC program that is able to address all infectious harms is optional
and static, instead of being a foundational necessity that
accommodates healthcare facilities of all types and sizes. Some
facilities may only focus on publicly reportedHAIs or IPC program
functions that are expected by regulatory agencies instead of fully
addressing the larger harms and activities that are not “required”
but directly impact patient and facility outcomes. This under-
resourced approach fails to recognize how the work of the IPC
program is vital to the facility’s efficiency, effectiveness, and
financial stability and neglects the larger burden of preventable
harms. It is time to raise the bar for IPC programs to ensure they
are adequately and appropriately resourced, led, and supported.
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The Society for Healthcare Epidemiology of America (SHEA),
the Association of Professionals in Infection Control and
Epidemiology (APIC), the Infectious Diseases Society of
America (IDSA), and the Pediatric Infectious Diseases Society
(PIDS) represent the core expertise regarding healthcare infection
prevention and infectious diseases (ID). Considering the sub-
jectivity of the CMS requirement for an “active” IPC program and
the threat of reduced resources and prioritization placed upon IPC
programs, SHEA, APIC, IDSA, and PIDS have written this call to
action for healthcare facility leaders, regulatory agencies, payors,
and patients to strengthen requirements and expectations around
facility IPC programs. We advocate raising the expectations for
facility IPC programs, moving to effective programs that are:

• Foundational and influential parts of the facility’s operational
structure

• Resourced with the correct expertise and leadership
• Prioritized to address all potential infectious harms

As noted by a survey of experts in the field, “[a]n effective [IPC]
program is one that is “continuously improving the program,
adopting new strategies to reduce the HAIs to the irreducible
minimum’” and is focused on “proactive prevention and risk
reduction.”14 This document discusses aspects of the IPC program,
including the leadership and reporting structure, expertise and
competencies of its members, and the roles and accountability of
partnering groups within the facility. It applies to all types of
healthcare settings, excluding post-acute long-term care, which
will be addressed later in a partner document. This document’s
recommendations for resources for the IPC program do not
include recommendations for resources for a facility’s antimicro-
bial stewardship (AS) program. AS programs, which are important
quality and safety programs that are often partnered with the IPC
program, require their own resources and support to ensure
effective impact. A forthcoming multisociety position paper will
detail the recommendations on resource needs for AS programs.

Intended use

This position paper followed the literature review process outlined
in the “Handbook for SHEA-Sponsored Guidelines and Expert
Guidance Documents.”15 No guideline, expert guidance, or
position paper can anticipate all clinical situations, and this
document is not meant to be a substitute for individual judgment
by qualified professionals or to supersede more stringent state or
regulatory requirements.

Methods

This document follows the literature review and consensus process
outlined in the “Handbook for SHEA-Sponsored Guidelines and
Expert Guidance Documents.”16 The manuscript proposal was
approved by the SHEA Publications Committee and the SHEA
Board of Trustees.

Literature review

The writing panel organized the document around several themes
and within those developed PICO-style (population, intervention,
control, and outcomes questions that were used in the development of
search terms (medical subject heading (MeSH) and text word) by a
professional medical librarian (see Acknowledgements). The
librarian developed a search strategy for PubMed and Cochrane

(January 2000 toApril 2023), restricted to English language articles on
human subjects. Panel members screened article abstracts. Using the
abstractmanagement software Covidence (Melbourne, Australia), the
abstracts from the literature search yieldwere screened by two authors
for inclusion or exclusion. Lead authors (TT and SW) resolved
conflicts from the abstract screening, and author subgroups reviewed
and extracted the remaining full-text articles for inclusion in the
manuscript using a standardized form. See Supplementary Material,
Appendix 1 for the literature review criteria, PICO questions, search
strategies, and the Preferred Reporting Items for Systematic Reviews
and Meta-Analyses.

Consensus

This document was developed following SHEA’s process for
reaching consensus,15 which includes anonymous comment and
voting periods using an online voting form. For this document’s
recommendations, full consensus was achieved.

Authors

The authors include current and past members of the Society for
Healthcare Epidemiology of America (SHEA). Rebecca Bartles,
DrPH, MPH and Tania N. Bubb, PhD, RN served as authors and
representative for APIC; Thomas G. Fraser, MD served as author
and representative for IDSA; Vidya Mony, DO served as author
and representative for PIDS. All authors and representatives served
as volunteers.

Review and endorsement

The document was reviewed and approved by the SHEA
Publications Committee and endorsed by the SHEA Board of
Trustees, APIC Board of Directors, PIDS Board of Directors, and
IDSA Board of Directors.

Section I: Infection prevention and control programs:
essential role and multifaceted impact

A core tenet of healthcare is to “do no harm,” but infectious risks to
patients, HCP, and visitors are pervasive in all types of healthcare
facilities. Much of this harm can be prevented through evidence-
based infection prevention practices, such as hand hygiene,
environmental cleaning, and protocolized handling of invasive
devices. A core set of experts in these infection prevention practices
who comprise the facility’s IPC program, can markedly reduce the
risk and impact of infectious harms as well as the financial and
reputational risk to the institution. Unfortunately, IPC programs at
many healthcare facilities are under-resourced and may be seen as
ancillary instead of foundational to successful facility operations.
This section discusses the role of IPC programs and their impact on
the operational success of all types of healthcare facilities.

Recommendation

Healthcare facility leaders and regulatory partners should prioritize
the expectation that facility IPC programs address all infectious risks
and harms as a core requirement.

An IPC program is a multidisciplinary and comprehensive
prevention program that identifies, prevents and, if possible,
eliminates the risk of acquisition and transmission of infectious
pathogens and diseases—including HAIs—across the wide scope
and complexity of the services provided within a healthcare facility.
IPC programs address all facility types and sizes (including acute
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care, outpatient, ambulatory, and long-term care), patient
populations, HCP, and facilities’ visitors. These programs aim to
deliver cost-effective care to patients in a safe environment.
Principal functions of the IPC program include (1) identification
and surveillance of HAIs and other infectious harms, (2) setting
policies and procedures that reduce the risk of these harms,
(3) investigating and controlling infectious illness clusters and
outbreaks, (4) utilizing microbial epidemiology and interventions
to interrupt the transmission of infectious diseases, and
(5) educating and training HCP regarding the principles and
practices of IPC to support the development of a safe
environment for all who enter the facility. Effective IPC programs
use methods of surveillance, data analysis, and reporting based on
accepted epidemiological principles, guidelines, and evidence-
based research. They also use a collaborative, data-driven
approach in developing and maintaining high-quality, coordi-
nated programs of clinical patient care, education, investigation,
and advocacy.

IPC program regulatory requirements

Fifty years ago, IPC programs were underdeveloped additions to a
healthcare facility’s operational structure. The value of such a
program was unclear, and programs were noted as “cost centers,”
given their lack of direct revenue generation. To address this
concern, the landmark Study on the Efficacy of Nosocomial
Infection Control (SENIC) in the 1970s first quantified the value of
IPC programs, finding that facilities with robust IPC programs
reduced HAIs by 32% (vs an 18% increase in hospitals without
programs or with less robust programs).17 Post-SENIC, require-
ments for healthcare facility IPC programs increased.

The CMS CoP is a guiding regulatory requirement, utilized by
accrediting bodies such as The Joint Commission, Det Norske
Veritas, and others when assessing a facility’s level of safety and
quality of care.9 Core components of the CoP include having
qualified, trained, designated individuals serving in a leadership
capacity; systems in place for HAI prevention, control, and
monitoring; collaboration with quality assessment and perfor-
mance improvement programs; and training systems in place for
HCP. The healthcare facility’s governing body is responsible for the
implementation, performance, and sustainability of the IPC
program and provides resources to support and track the
implementation, success and sustainability of the program’s
activities.18 The subjective language in parts of the CoP
(ie, requiring an “active” program) may lead to disparities in
resources, prioritization, expectations, and activities of IPC
programs across facilities.

Impact of IPC programs

The effective IPC Program: Patient harm events are often
preventable and are the most common measure of success of an
effective IPC program. Such programs monitor and report selected
harms, like publicly reported HAIs, and actively reduce other
infectious harm events. Effective IPC programs use tools such as
the electronic health record, data analytics, proactive clinical
practice assessments, and community infection incidence to
continuously monitor the risk of infection and the occurrence of
HAIs at the facility. These activities allow for timely dissemination
of that information to facility leaders and frontline staff. Effective
IPC programs have numerous positive effects on the healthcare
facility including:

1. Reductions in healthcare-associated infections: IPC program
work addressing HAIs in healthcare settings has led to
important reductions in the core infectious harms (eg, reported
HAIs). Implementation and adoption of evidence-based
practices combined with systematic audit and feedback of
performance has been shown to reduce key HAIs like CLABSIs
and catheter-associated urinary tract infections (CAUTIs).19,20

Surgical site infections (SSIs) have been reduced through a
bundled approach to care, including appropriate aseptic
technique and preoperative antibiotic prophylaxis. Full imple-
mentation of these prevention interventions requires members
of the IPC program to partner on educating clinical teams and
auditing practices to address gaps in processes. The first decade
of public reporting of selected HAIs saw marked reductions,
including a nearly 50% decrease in CLABSIs, 35% decrease in
CAUTIs, and significant reductions in other HAIs.21

2. Infectious risk assessment of operational system failures:While
the IPC program’s work on reported HAIs may garner the most
visible attention of healthcare facility leaders, an effective IPC
program has a much larger impact on the facility through
activities that assess and address the risk of other potential
infectious harms. Activities such as instrument sterilization and
device reprocessing audits, environmental cleaning compliance
assessments, infection-related risk assessments of facility
construction projects, facility water management program
advisory, and hand hygiene performance tracking all identify
gaps in care that could potentially lead to harm. Effective IPC
programs also identify emerging risks shared via external
advisories, regulatory alerts, and updated practice guidelines.
While not captured as part of public HAI reporting, these
activities reduce risks to patients, HCP, and visitors and help
facilities avoid potential regulatory and financial penalties if
such system failures lead to harm.

3. Reduction of waste/overuse: The diagnosis and treatment of
infectious diseases can be fraught with inappropriate resource
utilization. From the use of diagnostic testing in patients with a
clinical picture that has a low likelihood for an infectious illness
to specimen collection practices that lead to false positive results
because of contamination, this variability can affect the quality
and cost-effectiveness of care and also result in unnecessary and
potentially harmful treatments. IPC programs have a leading
role in diagnostic stewardship,22 improving appropriateness of
test utilization, specimen collection, and interpretation while
reducing waste and overuse.23–26

4. Protection of the HCP workforce: IPC programs play an
integral role in protecting the facility’s workforce from
infectious harms such as respiratory viruses and tuberculosis.
Contagious pathogens often lead to workforce absenteeism and
subsequent understaffing that may affect patient care. IPC
programs monitor known and emerging infectious risks,
perform surveillance for infections, and monitor compliance
with isolation and other prevention practices in the facility,
helping to swiftly identify and isolate patients with potential
infections that may lead to additional cases of healthcare-
associated illness. In concert with occupational health,
monitoring of HCP absences and mitigation plans that include
infection prevention measures (such as HCP vaccination) can
keep HCP healthy and available to provide patient care through
times of increased community circulation of infectious
diseases.27,28 Conversely, infected HCP may work while ill
(“presenteeism”), spreading disease while negatively impacting
other measures of productivity and safety. IPC program
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members can champion efforts to reduce presenteeism and
minimize this risk to others.29–31

5. Positive impact on core operational metrics: Effective IPC
programs can help an organization achieve core operational
goals. Organizations havemeasures of success used to hold their
leadership team accountable for efficient and safe care. Many of
these metrics are affected by patient harms, specifically HAIs,
and can be positively impacted through the work of the IPC
program. Examples of metrics enhanced by reducing infectious
harms include length of stay, serious safety events, and
readmissions.

6. Improvement of financial and reputational metrics: In
addition to operational metrics, IPC programs can have
significant positive financial and reputation-based impacts on
the organization. HAI reductions can lead to reduced costs of
care per patient discharge, and the savings from having an
optimized IPC program targeting HAI prevention has been
estimated at up to $13,000 per month for a hospitalized patient
and up to $174,000 in critical care patients.32,33 In a study from
one community hospital that implemented core infection
prevention and safety practices, device utilization ratios,
CAUTI, and CLABSI rates significantly declined resulting in
an estimated cost savings of $688,050.34 Hospitals can also incur
financial penalties through CMS’s value-based programs when
HAI rates are higher than national goals. Eighty-three percent
of the CMS’s Hospital-Acquired Conditions program penalty
are specific to HAIs, including CLABSI, CAUTI, selected SSIs,
and selected bacterial infections.35 In addition, high rates of
infections may increase a facility’s risk of losing 2% of the
withheld CMS payments under their value-based purchasing
program.36 Other payors also include similar value-based
programs where there is risk and reward for performance.
These metrics have a component of mortality, harm, and
readmissions which can all be linked to infectious harm events.

Effective IPC programs decrease HAIs and improve patient-
centered outcomes, impacts that will also be reflected as
improvement in quality-based measures. Externally facing
facility ratings for quality and safety, including employer-
sponsored
(eg, the Leapfrog Group) and consumer-focused (eg, U.S. News
andWorld Report)37 programs, are also influenced by a facility’s
performance on preventing select HAIs. While these surveys do
not specifically include direct financial penalties for inadequate
quality and safety performance, they do allow for incentives
based on HAI rates in addition to potential impacts on a
facility’s reputational standing.38

7. Impact and influence on the larger community: Healthcare
facilities do not exist in isolation but as a part of their larger
community. They often function as the epicenter of the
community, offering supportive services like health fairs, health
education, housing, transportation, and access to food.39,40 IPC
programs within these organizations can impact the health
status of the larger community through information and data
sharing, public health partnerships, and community interven-
tions and initiatives. IPC programs also have a primary role as a
connector with local and state public health departments for
early identification of infection outbreaks and support for
outbreak control.

In summary, an effective IPC program that proactively
addresses preventable infectious harms and risks can have marked
positive impacts not only on the health and safety of patients, HCP,

and visitors but also on the care financial, reputational, and
efficiency outcomes essential to facility operations. IPC programs
are critical to the facility infrastructure and must be considered as
foundational and essential programs for the facility, regardless of
size or populations served. Finally, the activities of the IPC
program should be more than “active” and instead strive for
maximum “effectiveness” to address and minimize all infec-
tious harms.

Section II: Necessary resources and components of an
effective IPC program

As IPC programs are necessary and essential parts of all types of
healthcare facilities, the specific components of and resources
provided to these programs are extremely important. Ensuring a
leadership model that is most effective to advance the mission of the
IPC program, a core set of trained personnel who can conduct these
functions, and a clear and accountable reporting structure are
vitally important to achieve an effective IPC program that reduces
harm and improves the quality of care. This section outlines the
components of IPC programs that are necessary to attain this goal
and to move these programs from “active” to also being “effective.”

Core IPC program roles

Successful prevention of HAIs requires a multidisciplinary
approach matched with the correct expertise to guide prevention
efforts. There are two core roles within IPC programs that reflect
this approach: infection preventionists (IPs) and IPC program
physicians. IPs are specially trained professionals, leaders,
educators, and collaborators who facilitate, lead, and promote
efforts to reduce infections within healthcare.41 While historically,
the majority of IPs came from a clinical nursing background, now
these specialists have a diverse array of relevant career experiences,
including quality improvement, public health, microbiology, and
others.14,42 The diverse backgrounds of IPs benefit the expansive
roles and duties of the profession due to its complexity and
multifactorial components,43 incorporating all aspects of the
healthcare arena – clinical, operational, regulatory, and
administrative.

Some IPC programs have also included one or more physicians
as part of their personnel. Highlighted as an essential part of an
effective IPC program by the SENIC study,17 such physicians (also
known in some facilities as “hospital epidemiologists”) are
specialists who have added training in IPC. However, the term
“hospital epidemiologist” can be confused with the role of
epidemiologist in a broader, largely public health setting, in which
individuals are often PhD or DrPH prepared versus physicians
with medical and ID or other specialty training. Sounding more
like an optional academic or research role, the hospital
epidemiologist might be mistaken by facility operational leaders
as solely an epidemiologic researcher rather than what is intended
as a clinician with expertise in operational IPC. Such confusion
may lead to insufficient resources and support for the role.
Arguably, a term that better defines that individual’s expertise,
competencies, and oversight using more operational terminology,
such as the “Medical Director” for infection prevention, discussed
in detail below, may more effectively communicate the essential
role of these experts to facility leaders. Many IPC physicians have a
specific background as ID physicians, which is well suited for the
overarching goals of an effective IPC program.44 Experiences based
on the practice of medicine combined with an understanding of
clinical infectious diseases are valuable and may be difficult for
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those with other backgrounds to approximate, as most such
training is primarily in the context of a formal ID fellowship. The
training that ID physicians receive on the clinical presentation,
management, and pathophysiology of infectious syndromes is an
important competency that complements the skills and expertise
of other members of the IPC team.44

Both of these core roles are fundamental to reaching the goal of
effective IPC programs. While the degree of effort, dedicated time,
and support necessary for each role may differ between various
facility types, having each role as part of an IPC program should
not be optional. For example, in smaller facilities, the physician role
may only require a percentage of an individual’s effort and support
to fully meet the expectations of a robust effective program. What
is essential is that such roles are not only present but are held by
competent IPC professionals and are supported appropriately for
the volume and level of complexity of the healthcare facility
they serve.

IPC program leadership

Recommendations

1. Healthcare facility administrators should support and resource a
dyad leadership model for the facility’s IPC program that
includes both physician and infection preventionist leaders.

2. IPC program leaders should have access to senior facility
executive leaders that provide prompt support for the deliverables
they champion.

3. Regulatory agencies and other evaluators of healthcare facility
quality should examine IPC program leadership, including
resource support, member competencies, and the program’s
leadership model (including presence of both members of the
leadership dyad), as part of their surveys of healthcare facility
IPC programs.

The dyad leadership model
Leadership and the integration of the IPC program throughout the
healthcare facility have been cited as one of the most influential
factors for an effective program in infection prevention.14 IPC
program leaders must set and articulate goals and priorities,
understand multiple, complex clinical and operational workflows,
lead epidemiological investigations and analyses, and communi-
cate and influence interested individuals and parties in multiple
facilities to successfully implement processes to prevent HAIs and
their associated harms.

Across U.S. healthcare facilities, leadership structures for IPC
programs vary.13,41 CMS requires all hospitals to designate an
“infection control officer,” and inmany cases, this individual is also
the infection prevention leader. Leaders of IPC programs have at
some facilities included healthcare administrators, clinicians (both
with and without a background in ID), and nursing leadership as
well as individuals with a specialized focus and training in infection
prevention (either a physician or an IP). Some have included a
single individual charged with the oversight of the program, who
also may be responsible for conducting the day-to-day activities of
the program. While these leader phenotypes bring different
insights to the role, to meet the raised bar of an “effective” IPC
program, the program’s leadership should be filled by those with
expertise and competencies in infection prevention who are
allotted adequate time and resources towards IPC activities.

Given the increasing complexity of healthcare systems and the
shift towards value-based care, implementation of a dyad

leadership model has been utilized in healthcare facilities45 to
improve communication, collaboration, and successful attainment
of institutional goals.46 This model involves two individuals in
different professions with shared responsibilities and aligned
goals.47 The literature surrounding the dyad leadership model in
healthcare and its impact most often involves unit-based clinician-
nurse48–51 and clinician-administrator teams.50,52 Dyad leadership
structures in healthcare have been associated with improvements
in communication and collaboration, staff turnover, and patient
satisfaction, standardization of care; successful policy implemen-
tation and culture change; and improved physician engagement
and culture.46 Successful dyad characteristics include clearly
defined roles and aligned goals within the dyad; a norm of
interprofessional communication within the dyad; external
communication of the purpose of the partnership to improve
clinical care; training in leadership, conflict resolution, and quality
improvement; and sufficient institutionally supported time and
effort for both members of the dyad to perform their duties.45,53

While there are no studies of the dyad model of leadership
within IPC programs, the model lends itself nicely to effective IPC
programs at all types and sizes of facilities. Deemed the most
successful model for IPC leadership among a qualitative survey of
experts in infection prevention,14 the dyad leadership framework
opens communication across physician-administration and
physician-nursing structures.52 Characteristics cited as leading to
successful leadership dyads in clinical settings (eg, sufficient
financial and institutional leadership support, effective commu-
nication) align with characteristics of successful IPC program
leadership.54,55

The medical director of IPC
In clinical settings, physician leadership of hospitals and healthcare
systems has been linked with better quality scores and reputational
rankings.56 Inclusion of a physician in the leadership of IPC
programs is anticipated to lead to similar benefits.14 Such a role is
noted here as the “Medical Director of IPC,” but it has also been
referred to by other titles (Box). The intent with the terminology
“Medical Director” is to utilize a role that is commonplace and
familiar within many healthcare facility governance structures in
order to better communicate the function of this leader. While the
individual’s specific title may vary by facility, the intent is that this
role directs and leads the IPC program alongside the Infection
Preventionist Director. These individuals may be employed
members of the hospital medical staff or credentialed physicians
with an affiliated private practice.57 In some facilities, these
individuals have simply chaired the formal IPC committee that
periodically approves IPC policies, reviews HAI performance and
notes other standing facility reports. They also may have limited to
no training in infection prevention and the necessary competencies
for individuals in this role (see Table 1).58 However, an IPC
program physician leader with such limited and minimal expect-
ations, dedicated support for, and involvement with the day-to-day
activities of the program is not acceptable to consider such a
program “effective.”59

The Medical Director is usually a practicing physician, which is
an important attribute to bring to the role, as a clinician’s insights
into the practice of medicine and the nuances of patient care are
critical to the development and implementation of IPC processes
in the clinical healthcare setting. This perspective gives theMedical
Director and the IPC program additional credibility with key
influential frontline and administrative personnel, allows for this
role to serve as a liaison with the medical staff, and facilitates
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implementation of changes in HCP processes and behaviors. As
noted earlier, many IPC Medical Directors are ID physicians, who
are well suited for this role. The physician component of the IPC
program leadership is often forgotten in guidelines on IPC
program structure. Notably, the CMS CoP, while requiring a
“qualified, trained” leader of the IPC program, states this leader
may be an IP or other “infection control professional” but does not
specifically mention a physician leader.9 This gap also is present in
requirements from agencies that survey and accredit healthcare
facilities. The Joint Commission recently revised requirements for
IPC programs among acute care facilities, but these also fail to
specifically mention physician leadership as an essential part of the
IPC program.60

The infection preventionist director
The other essential member of the IPC Program dyad leadership is
the IP leader.41 While the role of infection preventionist is
inherently a leadership role, it is critical to program effectiveness
that a program have a designated IP leader with appropriate
support and authority to ensure program activities occur as
intended. Like the discussion above around the term “Medical
Director,” the IP leader role here is termed the “Infection
Preventionist Director” to note that this individual directs and
leads the IPC program alongside the Medical Director, but they
may be referred to by other titles (Box). Even small facilities that
employ only a single IP require an IP leader to maintain
responsibility over the day-to-day operations and strategic
planning of the IPC program. While one individual may serve
in both roles in such facilities, it is essential that that individual is
empowered and has dedicated time and support to serve as such.
The Infection Preventionist Director is responsible for the creation
and execution of the facility’s IPC program evaluation, risk
assessment, and plan, as well as all infection prevention-related
policies and procedures. This individual is also responsible for
ensuring all IPC program activities are conducted (eg, surveillance,
rounding, practice gap identification, performance improvement
interventions) and effectively communicating status and progress
of program efforts with other facility leaders.

Supports and risks to successful dyad leadership
To attain an effective IPC program, the Infection Preventionist
Director and Medical Director must work in partnership,
providing complimentary and synergistic skills and competencies.
Both the Infection Preventionist Director and theMedical Director
should be considered members of the facility leadership team and
should be included in multidisciplinary discussions and decisions
in which infection prevention may be a factor. Together, these
leaders set the strategic priorities for the IPC program and ensure
alignment with facility goals, share critical information on IPC
issues with senior and department leaders, and provide support
for other IPC team members. The success of this dyad depends

on many factors, including the organizational culture, inter-
personal and personal attributes, and leadership abilities and
expertise of the respective dyad leaders.46 Each person in the
IPC leadership dyad must equally be supported by the
organization and be supportive of the other leader’s expertise
and contributions.

Co-leading a program can have its challenges, particularly if the
goals of the two dyad leaders and the senior leaders to whom they
report are not aligned.14 Additional challenges include preference
of senior leaders or frontline HCP for one dyad leader over the
other. This may be due to leadership style, experience, perceived
knowledge, or professional background (eg, physician versus
nursing). Due to implicit, explicit, and imbalanced power
distributions between physicians and other non-medical
professionals,61 however, the dyad leader relationship must be
intentionally developed, with particular attention to avoiding
diminishing either member of the dyad. Successful leadership
teams will support each other publicly and clearly communicate
shared and separate areas of expertise. Having different reporting
lines for the leaders of the IPC program (eg, the Medical Director
reports to the Chief Medical Officer while the Infection
Preventionist Director reports through the quality program or
nursing leadership) may bring ambiguity to decision-making, goal
planning, and implementation strategies and can lead to confusion
within the program.

Differences in protected time for their roles may also jeopardize
the success of the dyad leaders. For example, the Medical Director
may have significant clinical responsibilities that restrict the
amount of time that is dedicated to IPC program work. This is
especially a risk where the Medical Director is provided a limited
amount of focused effort to support this role (eg, only support for a
small percentage of salary or on a limited hourly basis that does not
allow full involvement in the expected spectrum of activities of an
effective IPC program). These physicians often appear as
consultants rather than partners to the Infection Preventionist
Director. Other threats to the dyad are related to Infection
Preventionist Directors with additional responsibilities beyond
strategic planning and managing the full IPC team, including
acting in the roles of the IP team members covering clinical units
and performing surveillance for HAIs. If the Infection
Preventionist Director “counts” as a regular team member in
the budget, they are often unable to hire additional staff to backfill
their day-to-day role and responsibilities. These additional roles
may cause the Medical Director to appear more available and “in
charge,” having more dedicated time for IPC program oversight
and work. Infection Preventionist Directors who are the only IP
members of IPC team will manage all facets of the IPC program
and may not have enough protected time to interact with facility
leadership or strategically plan for the IPC program. These
variations in team structure, leadership support, and role expect-
ations affect how the dyad is viewed by leadership and colleagues
and can impact the success of the program.

IPC personnel competencies

Recommendation
Healthcare facility leaders and regulatory partners should ensure
that IPC program personnel are trained and have the core
competencies outlined for these specific roles, including providing
expectations and support for training when needed.

Essential to the structure and effectiveness of the IPC program
is ensuring that the members of the IPC program demonstrate the

Box: IPC Program Leader Titles

Medical Director of IPC:

• Hospital Epidemiologist
• Healthcare Epidemiologist
• Physician Leader of IPC
• Clinical Leader of IPC
Infection Preventionist Director of IPC:

• Operational Leader of IPC
• Administrative Leader of IPC
• Manager of IPC
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core competencies and skills necessary for their roles. For the two
main groups of IPC personnel, physician and IP, there are
previously outlined competencies (see Tables 1 and 2) that should
be expected for individuals serving in these roles. In addition, such
training should be ongoing throughout the individual’s career to
incorporate the emerging knowledge and science around infection
prevention. Importantly, some individuals hired into the IPC
programmay have a background or understanding around some of
these competencies but lack a complete understanding and
training in all the essential skills and competencies. For example,
an ID physician may understand the clinical management of
infectious diseases yet still needs further training in epidemiology

and infection prevention practices to effectively function in an IPC
role. Likewise, an IP with a nursing background will need training
in other aspects of the IP role such as surveillance methodology,
microbiology, and epidemiology. As such, facility leaders should
set expectations for and support training for such individuals to
attain the full range of these skills and competencies.

For physician IPC personnel, SHEA has outlined roles and
associated competencies, knowledge expectations, and skills. These
are briefly summarized in Table 1 but are outlined in detail in the
position paper by Kaye et al.59 A certificate in healthcare
epidemiology and IPC is also available through a SHEA/CDC
training course. This course, or its equivalent, is taken bymany IPC
program physicians, and some facilities and states have required
such training for their physician IPC personnel as ameasure of IPC
competency.

Likewise, APIC has developed a set of competencies outlining
the essential knowledge and skills for an IP. This competency
model was first described in 201262 and has been updated (most
recently in 2019) as the field has evolved.63–66 The model includes
six domains meant to guide IPs in their career and leadership
development (see Table 2). Subdomains are included in each
domain which expand the specific skills, knowledge, and training
required.41 IP specialty training typically occurs on the job;
however, there are some academic programs that offer IPC degrees,
diplomas, and certificates. Future academic pathways to the IPC
profession are currently in development by APIC.67

IPs should obtain certification, through the Certification Board
of Infection Control and Epidemiology (CBIC).68 Certification in
Infection Control through CBIC “supports higher salary com-
pensation, increases job satisfaction through a structured career
development framework, improves patient outcomes, advances
evidence-based infection prevention practices, and is valued by the
public and within the health care industry.”69 Additionally,
certified IPs may have a stronger understanding than other
practitioners of the evidence for certain IPC practices and are more
likely to recommend implementing such practices in their own
facilities.70 Facilities should demonstrate that attainment of
certification is a priority by dedicating appropriate time, resources,
and support to IP staff to attain this level of expertise.

Additional core IPC program team members

Other core personnel are also important to the goal of achieving an
effective IPC program.14 These individuals may include persons
who specialize in surveillance, data analytics/informatics, or
process engineering. Facility leadership should ensure adequate
resources are provided that include funding for these critical core
members to achieve the goals of an effective IPC program.

Infection preventionists team members
In any IPC program, there is a need to have core members to
conduct the key activities of the IPC program. Reporting to the
Infection Preventionist Director, these individuals have similar
core competencies and are the primary team members responsible
for conducting HAI surveillance, partnering with frontline
personnel to audit and train on expected IPC practices, facilitating
IPC improvement programs, and conducting IPC risk assessments
across many aspects of the facility. IP core teammembersmay have
a concentrated focus in specific populations (eg, assigned to areas
and activities in a specific clinical area) or on specific IPC activities
(eg, in a centralized HAI surveillance role).

Table 1. The Society for Healthcare Epidemiology of America core
competencies for infection prevention and control physician personnel

Role Competency Area

Epidemiologist Surveillance (for HAIs and other harms);
data management analysis and
visualization

Subject Matter Expert Clinical management and diagnosis of
infectious diseases, pathogen transmission,
infection prevention and control, outbreak
investigation, microbiology and clinical
diagnostics, special populations, and non-
acute setting

Quality & Performance
Improvement Leader

Quality improvement science

Healthcare Administrator Leadership skills, program implementation,
assessment, and advocacy

Outcomes Assessment
Evaluator

Outcomes assessment and evaluation

Regulatory and Public
Health Liaison

Public health, emergency preparedness

Clinician Educator Effective training, teaching

Adapted from Kaye et al.59

Table 2. The Association of Professionals in Infection Control and Epidemiology
infection preventionist (IP) competency domains63–66

IP Competency Domain Description

Leadership Communication, critical thinking,
collaboration, program management,
mentorship

Professional Stewardship Accountability, ethics, financial acumen,
understanding of population health and
continuums of care, advocacy

Quality Improvement Subject matter expertise in infection
prevention, performance improvement skills,
data interpretation and analysis, facilitation
of improvement programs, risk assessment

Infection Prevention and
Control Operations

Knowledge of epidemiology and surveillance
methods, IP rounding, education, cleaning/
disinfection/sterilization, outbreak detection
and management, emerging technologies,
antimicrobial stewardship, and diagnostic
stewardship

Infection Prevention and
Control Informatics

Data management, analysis, and
presentation

672 Thomas R. Talbot et al.

https://doi.org/10.1017/ice.2025.73 Published online by Cambridge University Press

https://doi.org/10.1017/ice.2025.73


Associate physician experts/epidemiologists
In addition to the Medical Director role, there is often a need,
particularly for larger and more complex facilities, to include and
provide support for additional physicians with IPC expertise on the
team. This allows for concentrated focus in core areas (eg, a
pediatric ID specialist to oversee the IPC program activities in
pediatric units) as well as efficient and nimble physician guidance
during times of unpredictable surges in IPC events or issues. As
with the Medical Director, these individuals should have training
in the core IPC competencies and be provided with adequate
support and protected time to allow for a full focus on the IPC
program activities and goals. The Medical Director should provide
direct supervision, guidance for day-to-day activities, and mentor-
ship to these colleagues. In addition to the physician and IP
personnel, the IPC team, particularly in larger facilities, may also
include individuals such as non-physician epidemiologists, who
work with the IPC team, providing advanced expertise around key
epidemiologic issues, assessments, and projects related to the
program.

Data scientists
Data are essential in IPC program efforts, as they provide insights
into program effectiveness and impact, identify new or under-
controlled harms, and drive improvement. Data scientists serve to
compile, analyze, and display data internally (eg, such as with
efforts to display infection trends to frontline staff, institutional
oversight committees, and leadership) and externally (eg, as is
required by CMS, state and local health departments, and assessors
of institutional safety and quality). These specialists can assist with
large-scale data mining from available institutional sources like the
electronic health record to aid with process improvement projects
and epidemiologic investigations (eg, disease outbreak investiga-
tions).71With the advent of artificial intelligence (AI) and machine
learning and their uses by IPC programs, these specialists will be
increasingly important for the IPC program mission.

IPC practice auditors
One key distinction of an effective IPC program is the proactive
and comprehensive assessment of IPC practices throughout the
facility, often completed through direct audits and observation of
practice (eg, hand hygiene observations and environmental
cleaning audits). To fully perform this function, some IPC
programs, particularly those at larger facilities with a more
complex range of patient populations and services provided, will
need personnel dedicated to auditing frontline practices. They can
also play a key role in real-time feedback and education to frontline
personnel on core IPC expectations.

Administrative support
As with any other foundational facility program, the IPC program
must be provided with administrative support to manage the
important logistics of the IPC team. These include but are not
limited to scheduling, office maintenance, and documentation of
meeting activities. These core personnel will allow the other IPC
team members to operate at the top of their expertise to lead and
run an effective IPC program. In some instances, this role may
need to be expanded into the role of a program manager who can
coordinate the activities of a core component of the IPC program
(eg, an individual who coordinates the institutional hand hygiene
program).

IPC program components: staffing to attain an effective
program

Recommendation
The IPC program, including its leaders, should be staffed and
supported to allow ample time for completion of all IPC
responsibilities.

The SENIC study noted the impact of a better-resourced IPC
program on the control of HAIs.17 That study demonstrated that
the presence of one “infection control nurse” (ie, an IP) per 250
beds, a physician dedicated to the IPC program, and a system of
reporting infection rates to surgeons was associated with a 32%
decreased infection rate. The size and complexity of hospitals and
healthcare systems have increased substantially since this seminal
study. A later analysis from a large teaching hospital observed 1.6
million patient days of HAI surveillance and determined that
increased IP staffing and the presence of an IPC program physician
were associated with lower rates of HAI outcomes.72

Assessments of and recommendations for staffing of an IPC
program are limited and often are focused on IPs. In 2018, the
APIC MegaSurvey noted a median IP staffing rate of 1.25 IPs per
100 inpatient census beds.73 There were significant differences in
IP staffing, duties, and support between smaller and larger
facilities.With the advanced complexity of patient populations and
healthcare procedures, including an expanding ambulatory scope
of healthcare, use of occupied or licensed bed size as the sole metric
to assess staffing is no longer useful and underrepresents the
resource need for an effective IPC program. A report from 2002
recommended that, in addition to facility bed size, the scope of the
IPC program, complexity of the health care system, characteristics
of the patient population, and the unique needs of the facility and
the community must also be considered.74,75 A large nonprofit
health system systematically quantified IP staffing needs, including
in acute care settings and continuum of care sites such as
ambulatory, long-term care, and home health. They determined a
benchmark of 1 IP full-time equivalents (FTE) per sixty-nine beds
using this approach. The authors emphasized that the scope of
services, population, as well as size of the facility must be
considered in determining IP staffing needs.

While formal recommendations about Medical Director and
physician staffing remain rare, the SENIC study noted the presence
of a trained physician as part of an effective IP program. An
infrastructure report from members of SHEA in 2016 included
recommendations for physician support that included consid-
erations of the complexity of services provided and facility size.76

For academic-based institutions, hospitals with ≥300 beds and/or
≥50 intensive care unit beds,≥ 1.5 FTE of a physician full professor
salary was recommended, and for hospitals with < 300 beds and/
or< 50 intensive care unit beds, ≥1.0 FTE of physician salary was
recommended. For community-based hospitals with ≥300 beds
and/or ≥50 intensive care unit beds, >1.0 FTE of physician salary
was recommended, and for hospitals with <300 beds and/or <50
beds, ≥0.5 FTE of physician salary was recommended. As with the
earlier recommendations for IP staffing, these guidelines did not
fully account for the complexity of services provided, patient
population, or larger continuum of care.

The Department of Veterans Affairs released a directive in 2017
(amended in 2021) that outlined the minimum staffing require-
ments for their facility’s IPC programs, including both the
Infection Preventionist Director and Medical Director roles. They
note the requirement for both an “Infection Prevention and
Control Professional” (ie, IP) and a “Hospital Epidemiologist”
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(ie, physician that is “preferable to be an infectious diseases trained
physician”) as part of the program. Importantly, they specifically
note that “[t]he responsibilities for hospital epidemiolog[ist] are
independent of clinical workload,” highlighting importance of
providing enough dedicated time towards the IPC program to
conduct the program work. Based on the facility complexity, there
are levels of support for core IPC personnel as well as other
requirements for the IPC program, including space and
information technology and data analytic access.

In 2016, the World Health Organization (WHO) released
expected core components of facility IPC programs with updated
assessment tools released in 2023.77,78 These include expectations
on IPC teammembers, objectives, and functions; IPC education of
HCP; HAI surveillance; HAI improvement interventions; audit
and feedback of IP practices; environmental controls; and facility
staffing and bed occupancy. Notably, while theWHO recommends
having a “dedicated, trained” team in place as part of the IPC
program, specific expertise and leadership of the program is not
noted nor is there an explicit mention of the need for physician
leadership over the program. The WHO report recommended a
minimum ratio of one full-time IP for every 250 beds but also
noted that a higher ratio (eg, 1:100) should be considered. The 2023
assessment tools are stratified by facility type (primary, secondary,
and tertiary) and note the same expectation for trained IPs (with
ratio of one full-time IP:250 beds again noted for secondary and
tertiary facilities), yet IPC leadership and reporting structures are
not addressed.

Given the importance and impact of IPC programs, it is
surprising that there are limited guidelines or requirements around
IPC program composition, leadership, and support. With many
studies focused only on inpatient bed size as the measure of the
population at risk for infectious threats at a healthcare facility,
resource statements on IPC staffing underestimate the true need,
particularly with the raised expectations for a fully effective
program. To guide facilities on an assessment of the resource needs
to support an effective IPC program, APIC has created a staffing
calculator that accounts for the healthcare facility’s size, practice
type, patient population complexity (eg, pediatric, immunocom-
promised, and trauma patients) and services provided
(eg, transplantation, congregate living).79 This tool provides a
recommended range of IP staffing support.

We have also crafted a framework tool with recommendations
around levels of expected support for the IPCMedical Director and
other physician personnel (as applicable). This framework
accounts for differences in facility volumes, demand, and
complexity that would warrant a greater level of physician support
to fully direct and address infection prevention issues in
increasingly complex and busy centers (Table 3). Future versions
of the APIC calculator will also expand to include recommenda-
tions on physician (using this framework in part) and other core
member personnel support to guide facilities and other partners on
expected staffing for IPC programs.

Multiple factors must be considered in determining baseline
levels of support for IPC program Medical Director and other
physician roles. As highlighted above, literature on IPC program
staffing traditionally has been solely focused on the IP role, so any
current recommendation for physician support is going to be
largely based on expert opinion, as was used to set the
recommended baseline support ranges in the framework table
(see Supplementary Material, Appendix 2). In addition, many
facilities may not currently support their IPC physicians with the
minimally recommended levels noted in the framework. This is not

unexpected, as the driving goal of this paper is to advocate for IPC
programs tomaximize their effectiveness and address all infectious
harms. Facilities with under-supported IPC physicians may not
have set expectations for these program members that fully align
with a maximally effective IPC program, and they will need time to
provide increased support and expectations around their IPC
program personnel. It is also imperative that IPC physicians have
dedicated time to commit to the breadth of expectations of their
role and to avoid creating conflicting demands between physician
clinical work and effort devoted to the IPC program. Such support
provides the consistent presence and perspective of the IPC
physicians that may be lost with more sporadic support for IPC
program participation.

IPC program: key partnerships and collaborators within the
healthcare facility

Recommendation
Facility personnel not directly supported under the IPC program but
whose roles and activities impact and affect the mission and goals of
the IPC program should have alignment of their performance goals
that include partnership with and focus on IPC activities.

Creating a fully effective IPC program involves partnerships
with personnel from other key facility departments and entities.
These personnel have expertise and roles that can directly impact
the effectiveness of the IPC program, both positively, if their work
aligns with IPC goals, and negatively, if the goals and priorities of
their program run counter to those of the IPC program. For
example, a facility’s environmental services (EVS) program that
places priority solely on rapid and efficient room turnover could
directly reduce the effectiveness of the IPC program if such rapid
turnover does not allow for adequate time to clean the patient
rooms thoroughly and reduce the risk of transmission of
contagious pathogens. The support and resources for these partner
personnel are budgeted separately from the formal IPC program.
As such, to have as effective an IPC program as possible, healthcare
facility leaders should set expectations for each of these partners
that includes alignment with IPC goals and appropriate resources
to meet those goals. Several key partners and their specific
influence upon IPC goals are noted below:

EVS personnel
Pathogens can survive in the environment for prolonged periods of
time, and EVS personnel play a key role in preventing infectious
pathogen transmission in the facility. Their work in ensuring
regular cleaning and disinfection of surfaces, equipment, and the
facility environment reduces the risk of transmission of infectious
pathogens throughout the facility.

Occupational health (OH) personnel
HCPs are subject to a myriad of infectious disease risks in the day-
to-day care of patients. A facility’s OH program and personnel
are responsible for ensuring a safe workplace, and partnership
with the IPC program can effectively monitor and address
potential infectious disease harms for HCP. Specific examples
include evaluation and audit of personal protective equipment
use when caring for patients in isolation precautions, adherence
to Occupational Health and Safety Administration requirements
to reduce bloodborne pathogen exposures, implementation of
interventions to reduce the presence of infectious persons
in the facility (whether visitors or other HCP), and oversight
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of the facility immunization programs for both HCP and
patients.

Microbiology and laboratory personnel
Many HAIs are identified by testing and processes centered in the
microbiology laboratory. Laboratory personnel impact IPC
programs through their work towards the prompt detection of
infectious organisms, often using newer molecular methods for
diagnosis and surveillance, which allows for early identification
and isolation of colonized or infected patients. Microbiology
colleagues also play a crucial role in outbreakmanagement through

rapid identification of cases, molecular sequencing to determine
relatedness of possible clinical cases, and partnering with state and
referral labs if needed for additional testing or environmental
cultures to identify a common source for the outbreak. IPC
program members also partner with laboratory leaders on
diagnostic stewardship programs to optimize the assessment of
patients with suspected or confirmed infectious diseases while
minimizing false positive results and associated waste and overuse
(eg, unnecessary testing and treatments).

Table 3. Medical director of infection prevention and control (IPC) and IPC physician support recommendations

Intended use: This framework was created to help facilities assess IPC leadership needs based on IPC complexity. This framework applies to individual
facilities; however, centralized healthcare systems with common policies and practices among like facilities that are located within a local area, may
choose to consider baseline FTE across several small facilities, rather than for each individual facility.
Disclaimer:To create this framework the authors used expert opinion and available surveys on current IPC Program support. Findings may inform decision-
making by qualified medical professionals, but they do not supersede state level requirements. This framework notes common factors for demand for and
complexity of services and patient populations. They are not fully inclusive. Facilities may have unique or additional needs not listed here, and as such, a
comprehensive risk and needs assessment should be conducted by each facility.

(Continued)
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Industrial hygienists
These specialists play important roles to ensure a safe and healthy
environment for patients and HCP through assessments of the
environment and implementation of measures such as engineering
controls (eg, improve ventilation, install physical barriers) to help
mitigate spread of infectious pathogens. They work closely with the
IPC program to stay up to date on industry-specific standards,
assess risk and assist with outbreak response, if needed.

Informatics/Information technology specialists
Much of the work of the IPC program involves rapid detection of
HAI activity increases and assessments of provider compliance to
core infection prevention practices. Facility informatics specialists
leverage the electronic health record and other data systems to aid
IPC activities, such as through the development of tools for
automated surveillance for HAIs, decision support interventions
that decrease unnecessary laboratory testing, communications for
contagious disease notification, and rule-based alerting and
automatic ordering of key IPC actions (eg, automated placement
of patient isolation orders when a resistant organism is
detected).80,81

Emergency management personnel
The importance of these experts has been highlighted by
experiences with recent outbreaks and pandemics such as those
related to Ebola Virus Disease and COVID-19. Their expertise
synergizes with that of the IPC program personnel, with an aligned
goal to reduce the spread of novel infectious pathogens in the
facility. They work to assess risks, establish communication

protocols, facilitate coordination with various key parties
(eg, community organizations, public health agencies), streamline
and address supply chain vulnerabilities and shortages (eg, for
medications, protective equipment), and direct resources to areas
of most need. With the recently revised requirements from The
Joint Commission that include two new elements of performance
to enhance facility preparedness for high-consequence infectious
diseases or special pathogens, partnerships between IPC programs
and emergency management personnel will become even more
important.60

Supply chain personnel
Individuals who manage the facility’s inventory of supplies are key
partners with the IPC mission. Working with the IPC program to
identify products that reduce infectious risks (eg, safety sharp
devices) as well as whether products espoused to lead to HAI
reductions (eg, antimicrobial coated devices) are necessary for the
facility to meet IPC goals. Other examples of the supply chain IPC
partnership include responding to product recalls due to pathogen
contamination and standardizing facility disinfectants and hand
hygiene products.

Sterile processing and device reprocessing personnel
The risk of pathogen transmission from inadequately sterilized or
reprocessed devices is a growing concern that can lead to direct
patient harm and substantial financial and reputational harm to
the facility.82–85 Issues related to improper instrument sterilization
and device reprocessing were a leading source of facility citations
by The Joint Commission in 2023, including immediate threats to

Table 3. (Continued )

FTE = full time equivalent; AHA = American Hospital Association; AHRQ = Agency for Healthcare Research and Quality; OPTN = Organ Procurement and Transplant Network
Example application of this framework: A 250-bed facility examines IPC physician support by starting with the recommended baseline support in Step 1 (0.50 FTE or equivalent). Based on the
facility’s volume (i.e., if it is lower or higher than national 25th/75th percentiles respectively), complexity of the population served, or other factors noted in Step 3, the baseline supportmay need
to be increased (e.g., through increased funding of the single Medical Director or addition of more IPC physician personnel) to fully meet the expectation of an active andmaximally effective IPC
program.
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patient safety that can result in substantial facility penalties.86

Linkage of the goals of the IPC program with those of the
sterilization and high-level disinfection programs is key to reduce
infectious risks to patients, ensure standardized performance of
sterilization and reprocessing practices, and minimize institu-
tional risk.

Implementation experts
These specialists often have a background in quality improvement
with specific training in a variety of improvement strategies
(eg, LEAN, Six Sigma), and work to ensure that institutional
policies, including those specific to the IPC program, are
implemented effectively.76,80,81,87–89

IPC program reporting structure

Recommendation
The IPC program and its dyad leaders should have an
organizational structure that allows for alignment of duties and
responsibilities.

The effectiveness of an IPC program is influenced by its
reporting structure, affecting communication, collaboration, and
the implementation of preventative measures. Of critical impor-
tance for the IPC program is ensuring direct reporting or regular
access to an executive who will provide prompt support for IPC
projects and policies.48,52,64,71,90–92 There is no national standard for
IPC program structure, however, with some programs directly
reporting into the healthcare quality department, while others
through nursing or physician leadership. The dyad leadership
relationship needs to support IPC-related clinical, quality and
safety initiatives, reduce barriers with IPC practice and policy
implementation, and achieve core outcomes in quality and safety.48

Such work will bemore successful in the presence of organizational
alignment. Importantly, irrespective of the IPC program reporting
structure adopted at the facility level, it is important to have
alignment in reporting for both dyad leaders.

With the multidisciplinary nature of engagement of the IPC
program, a common reporting structure is through the quality
department. Reporting to the institutional quality leader, such as
the Chief Quality Officer (CQO), offers several advantages. The
CQO is responsible for data-driven decision-making and
performance measures across the health care organization.71 By
reporting to the CQO, as long as that individual is part of the
facility’s core leadership with the ability and expectation to direct
and influence institutional practices and policies, IPC efforts may
be better aligned with the organization’s strategic goals and have
appropriately allocated resources. The IPC program will have
easier access to relevant data and analytics resources, facilitating
evidence-based decision-making. This support is essential for
tracking infection rates, identifying trends, and implementing
targeted interventions. Certain root causes of higher HAI rates,
such as the frontline staff’s ability to perform expected practices
consistently and reliably, can also lead to other safety harms which
would be under the CQO’s purview. Furthermore, as IPC teams are
closely tied to regulatory requirements and accreditation stan-
dards, the CQO typically oversees compliance efforts. With a
unified reporting structure through quality, the approach will be
more coordinated to meet regulatory standards and reduce the risk
of noncompliance and potential penalties. Due to the natural
synergy between the IPC and quality programs, it seems reasonable
to have an IPC team report into the quality structure to contribute
best to a culture of continuous process improvement.48,52,64,71,90–92

Expectations for facility administrators

A 2008 collaborative report from the Betsy Lehman Center for
Patient Safety and Medical Error Reduction, JSI Research and
Training Institute, Inc., and the Massachusetts Department of
Public Health noted that “[w]hile the [IPC] program must guide
the effort, reducing the risk of HAIs is a hospital-wide
responsibility, requiring teamwork and a multidisciplinary
approach. Preventing transmission of infectious agents must be
a hospital priority and part of institutional objectives.”93 For a
facility IPC program to be effective in addressing and minimizing
all infectious harms, the facility’s operational leaders also have a
core responsibility and role. Leaders of the facility must set active
expectations that IPC practices and policies are followed, set
accountability of all personnel for IPC practices, and direct
adequate resources to support the IPC program activities and
mission. Similarly, an effective IPC program provides facility
leadership actionable data with recommendations to prevent
healthcare-associated infectious morbidity. At a facility with
higher than desired HAI rates, outbreaks of infectious pathogens,
or failures of core safety or infection prevention, all leaders,
providers, and support teams including the IPC program share the
responsibility for improvement.

Section III: Applying recommendations to attain an
effective program and strategies to optimize available IPC
program resources

The recommendations in Section II are intended to raise the bar and
move all healthcare facilities to the goal of active and effective
programs. For some facilities, applying these recommendations may
initially be challenging. In addition, many facilities may not
currently meet the criteria outlined above for the structure,
personnel, and resources necessary for an effective IPC program
but should work towards achieving this goal. As work commences to
strengthen the IPC program, facility and IPC leaders need guidance
on ways to move towards a more effective IPC program. This section
will discuss in more detail how to apply the recommendations to a
variety of facilities as well as strategies to build towards a more
effective IPC program.

Currently, facilities may not meet some of the recommenda-
tions that raise the expectations for IPC programs to be maximally
effective. Facilities with a non-dyad leadership structure, with no
partner physician personnel, with IPC personnel that have not
been fully trained in the IPC competencies for their roles, and with
limited access to specialized expertise may initially struggle with
how to apply these recommendations to their facility. The intent of
this document is to push the multitude of core groups who
influence the prioritization, resources, and expectations around
IPC programs (eg, facility leaders, regulatory agencies) to raise the
bar for these programs while realistically recognizing that attaining
this goal will take time, resources, and culture change.
Implementation of these recommendations, however, is intended
to be adaptable to address the specific attributes and risks of a given
facility. For example, while the dyad leadership model is an
essential expectation for all facility IPC programs, this does not
mean that every facility must support the full salary for both
individuals. Smaller facilities may be able to fully perform the
spectrum of activities for an effective program with these roles
receiving partial support. What is essential is that the support
allows for full attention to and completion of these activities with
dedicated time and effort.
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To guide IPC program and facility leaders, we have provided
guidance specific to aspects of IPC programs and facilities that may
not, at first review, meet the expectations outlined for an effective
IPC program (Table 4). Outlined are example strategies to ensure
that members of the team provide the full scope of expected
competencies for the IP and physician roles, which allows for
synergy between leaders in other facility roles, and that sets the
expectation that ample dedicated time is allowed for IPC team
members to perform their roles fully and effectively.

A key strategy to ensuring adequate IPC program resources is
establishing a baseline number of trained and dedicated personnel
required to perform their basic roles.94 The IPC program must
have ample dedicated time, resources, and compensation to devote

to their roles. Through the use of tools like the APIC Staffing
Calculator and the framework noted in Section 2, this baseline can
be estimated by using the number of patient beds covered by the
program, acuity of patients and types of service lines (eg, bone
marrow and solid organ transplant, critical care, neonatology),
ambulatory patient volume, and anticipated IPC program scope of
work. One challenge with IPC program staffing is that many
programs are staffed for their expected daily work but not for the
intermittent surges of work that come with identification of
outbreaks, emergence of novel or high-consequence pathogens,
mechanical or facility breakdowns (eg, water intrusions, con-
struction, humidity, or temperature issues), and regulatory surveys
and citations.

Table 4. Application of the infection prevention and control (IPC) program dyad leadership model in different types of healthcare facilities and IPC program scenarios

Facility/IPC Program Example Examples of How the Effective IPC Program Recommendations Can be Applied

Aspects of IPC
Program
Leadership

Program has a dyad non-IP Medical Director
who is not a physician

Such leaders (e.g., with an epidemiology background) bring several key and
important skills and competencies to the role but may be lacking a background in
clinical medicine. Such leaders can be partnered with a physician with such insights
(e.g., an infectious diseases [ID] physician who can serve as an associate leader) to
ensure the full set of competencies for the physician leader role are met. Facilities
should support and resource such partnerships so that the dyad leadership can
have the full scope of skills and competencies necessary to maximize program
effectiveness.

Program has a dyad Infection Preventionist
Director without a nursing background

Similarly, an Infection Preventionist Director without a clinical background (e.g.,
those coming from a public health or laboratory background) also bring some core
skills to the role but may need resources or added personnel to help ensure that all
core competencies are present in the IPC program. This could include set
expectations for clinical rounding and shadowing and/or added IP personnel with
such backgrounds.

Program has a physician member of IPC
program who is not trained in IPC
competencies

IPC programs with non-IPC trained physician involvement (e.g., a clinician who
chairs the IPC Committee) can take several steps to move their program to the
expectations for an effective program. Such physicians should have expectations
and resources to undergo training in IPC. In addition, they should have expectations
and supported dedicated time to have a more active role in the program, beyond
serving as a committee chair but instead as an active and engaged member of the
team.

Aspects of the
Healthcare
Facility

Small (<50 bed) community acute care
hospital

At a smaller facility, the resources and staffing necessary to attain an effective
program may still be small (e.g., one IP). In this instance, several steps can align
such a program with the expectations noted in this paper. The IP should have
enough time to serve as the strategic dyad Infection Preventionist Director of the
program as well as conduct the day-to-day IP activities. In addition, a physician
partner for the program should be identified, such as the Chief Medical Officer or
Chief of Staff. In this role, these individuals should have expectations for added
training in IPC, such as through the SHEA/CDC Training Course, and also need to
have dedicated time and expectations devoted to IPC program in an active and
engaged manner.

Large acute care hospital Larger facilities may also have a higher complexity of services. As such, it is essential
that the IPC program not only have dyad leaders that are supported and have
dedicated time and expectations set around the goals of the IPC program, but also
that there are enough core personnel in the program (e.g., IPs, associate physicians,
data analysts) to ensure the full expected scope of activities for an effective program
are met. In instances where such facilities are part of a larger system, synergy of
these roles and goals and sharing and standardization of tools and policies may
help streamline the work of the various facility IPC teams.

Ambulatory surgical center Similar to the smaller acute care facility, the resources and staffing necessary to
attain an effective program may still be small (e.g., one IP). The IP should have
enough time to serve as the strategic dyad IP Director of the program as well as
conduct the day-to-day IP activities. If the IP has added facility expectations (e.g.,
serves as the occupational health personnel), the facility must ensure that the single
individual can meet the expectations and conduct all of the activities necessary to
be effective in both roles. In addition, a physician partner for the program should be
identified, such as a lead surgeon. In this role, these individuals should have
expectations for added training in IPC and dedicated time and expectations devoted
to IPC program in an active and engaged manner.
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There are also varying structures for staffing an ideal IP
department. Some centers have larger IP departments with
multiple personnel. Others rely heavily on a shared model in
which there are a smaller number of core personnel, and staff from
clinical units fulfill a liaison role to perform standard IPC services
(eg, training, practice audits), or some combination.95,96 Use of
light duty staff (off on restricted work due to injury), nursing and
health sciences and other graduate students, and offering of part-
time program roles (eg, individuals who serve as auditors of hand
hygiene or environmental cleaning practices) can also be used to
offload IPC program members to free them up for other work and
allow them to perform at the top of their licenses. A summary of
survey responses from a single center in the Netherlands
highlighted that Infection Control link nurses were empowered
to initiate HAI prevention activities, transfer learned skills between
wards, and provide peer feedback to improve IPC policy adoption
and compliance.97–99 While this model may allow for IPC
structured programs in settings with limited resources, it may be
less ideal during periods of increased needs at the facility or staffing
shortages, such as was incurred during the COVID-19 pandemic.
In an ideal program, IPC personnel numbers should be sufficient
to maintain baseline IPC activities while anticipating the expected
vacations, extended leaves, and other personnel restrictions that
will arise.

It is important to recognize that for several years, IPC programs
have had staffing shortages and an ageing population nearing
retirement.100 The impact of the COVID-19 pandemic led to
further dissolution of IPC programs or trimming down of
personnel. In addition, the percentage of ID fellowship positions
filled has declined in the last few years despite a stable number of
applicants.101–104 Some areas, such as in more rural and under-
served communities, may have no access to ID physicians or IP
experts.105 In 2017, nearly 80% of counties in the U.S. did not have
a single ID physician. These factors not only threaten the
previously discussed positive impacts of IPC programs but also
the call for such programs to be even more active and effective.
Efforts aimed at fostering and enhancing the IPC workforce,
including improving the pipeline of IPs, recruiting more trainees
into ID with associated improvements in compensation, and
strengthening the diversity of the IPC workforce are essential long-
term strategies.

Considering these shortages, facilities may need tools and
strategies to attain such expertise for their IPC programs. Non-ID
physicians may need to serve as Medical Director of the IPC
program, but it is then essential that such individuals are supported
to acquire key training in the previously noted core competencies
or have supporting personnel with those competencies in the
program. The use of teleconsultative models to share physician or
IP expertise are options to provide smaller IPC programs with
access to these skilled professionals, although such a structure will
reduce the benefit that is attained through having an in-person
presence at the facility who can more easily interact and partner
with frontline providers and leaders.

Shared personnel pools within a facility may allow for cross-
trained staff to function in parallel roles and pivot to dedicated IPC
needs as opportunities and unexpected events arise. In addition,
champion extenders who are non-IP professionals embedded in
clinical units and acting as a direct resource on limited IPCmatters
have found some success in reducing HAIs. The APIC competency
model can serve as a rapid-training tool for these staff members or
provide professional development goals for established IPs to
support retention.66 Identifying former IPs who have transitioned

to other roles, retired, or left the organization could serve as a ready
reserve of temporary expert help in the event of unexpected issues
(eg, disease outbreaks).

Outside of shared staffing models, IPC programs can effectively
use multidisciplinary or interprofessional teams to obtain and
optimize additional resources. These interprofessional teams may
be largely determined by organization size and institutional
priorities; however, successful teams have promoted informal
interactions, culture of accountability, and interprofessional
rounding to optimize HAI prevention efforts.106 Additionally,
local and state public health professionals may provide vital
support in terms of knowledge base and content expertise for IPC
programs, especially in rural areas or for long-term acute care
facilities.107

Technology offersmultiple ways to improve and streamline IPC
practices, including centralizing HAI detection and surveillance
into a single platform, using electronic hand hygiene audit tools,
and utilization of AI models or large language processing to
educate, train, and test clinical staff.108 Additionally, trainings on
IPC content for temporary hires, unit staff, trainees, or IPC core
team members could be developed as computer-based modules
utilizing internet-based tools to assess knowledge,109 which can
lessen the burdens on IPC teams to train others. For larger health
systems, or those outsourcing IP roles, centralized teams can access
the IPC electronic platforms and perform remote tasks (eg, HAI
surveillance) at multiple sites, allowing a potentially more
financially palatable fractional FTE at several sites. This may also
free up the on-site IPC personnel to focus on tasks that require and
benefit from their physical presence. Maximizing use of electronic
tools can streamline work and ultimately improve patient
outcomes as well as IPC staff satisfaction.

Larger entities and systems could develop a core IPC strike team
of physician and IP experts, easily deployable to facilities in need.
This team could provide targeted, prompt, and effective responses
to urgent situations. Any intervention that pulls IPC personnel
from their normal work, however, would need to include a plan to
return them to their normal roles as soon as possible to avoid
burnout. Concurrently, leveraging local, regional, and/or national
resources that are external to the organization can provide
additional support. This can include partnerships with other tele-
networks for remote support, pulling in external healthcare
providers that may be affiliated with other institutions to staff the
IPC program, or seeking accredited private or community
organizations that can perform routine IPC activities to maximize
available options for IPC programs.110 Healthcare facilities that are
part of larger health systems may have access to system-level IPC
leaders and harmonized tools and policies, which can streamline
IPC efforts at each facility. A larger discussion on implementing
effective IPC program recommendations within larger health
systems will be the focus of a partner paper.

Finally, if an emergent IPC need arises, a sub-optimal but
intermittently necessary option may be to temporarily reduce
standard IPC work to free up personnel or resources. While this
may be a practical approach, it runs counter to our push to move
IPC programs to a more resilient and effective framework that
addresses all infectious harms. Unless there are exemptions from
regulatory authorities, it is imperative that if such a scaling back of
IPC activities occurs, there is a clearly delineated path to restarting
routine IPC activities as soon as possible once the emergency has
stabilized. A key lesson frommanaging numerous issues during the
COVID-19 pandemic is that institutions conducting pandemic
preparedness activities should account for their IPC capacities and
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develop tiered approaches to managing emergencies, addressing
insufficient supplies, training redeployed staff, and maximizing
communication.94,111,112 As has been done with mandatory
participation in hand hygiene metrics or Staphylococcus aureus
bacteremia prevention, national and regional regulatory agencies
may assist in IPC optimization by requiring institutions to report
preparedness plans emphasizing steps to optimize scarce IPC
resources.113

These strategies highlight several ways to optimize limited
resources in IPC programs, each offering unique benefits and
considerations. Implementing these strategies requires careful
planning and coordination and may enhance the effectiveness and
efficiency of IPC programs. Implementing these strategies toward
the goal of developing a maximally effective IPC program can
improve patient outcomes, lead to cost avoidance, and positively
impact important financial, operational, and reputational metrics.
It must be emphasized that the most effective IPC programs are
staffed appropriately at baseline, including staffing for unexpected
issues and emergencies, rather than depending on extraordinary
measures simply because they are understaffed and under
resourced.

Conclusions

Great strides have been made in the past 50 years toward reducing
infectious harms, including HAIs, in healthcare facilities.
Resources, incentives, and accountability for improved infection
prevention efforts have been instrumental in improving the quality
of care and the safety of patients, HCP, and visitors. Nonetheless,
many IPC programs in the U.S. have many more opportunities to
reduce harms and positively improvemany core outcomes for their
patients and facilities. We call on all interested parties to
strengthen the expectations, resources, and commitment to IPC
programs to further improve the health, safety, and quality of
care as well as critical operations of the facility. These groups
include healthcare facility leaders who support and resource IPC
programs and regulatory surveyors and quality evaluators who
evaluate, rate, and cite facilities. Requiring and resourcing IPC
programs with expertise in leadership roles, a dyad leadership
structure, support from accountable partners within the organi-
zation, and core members staffed and provided adequate dedicated
time to fully address the populations at risk raises the bar of
expectations for IPC programs, moving them from “active” to
active and fully effective work. Future steps following this position
paper will include tools and training for best practices to assist IPC
programs, healthcare facility leaders, and other core partners in
applying these recommendations to their facilities.

Supplementary material. The supplementary material for this article can be
found at https://doi.org/10.1017/ice.2025.73
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