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Abstract

Infection prevention and control remains an essential component of effective healthcare
delivery and disease prevention. This study aimed to explore healthcare workers’ perspec-
tives on factors influencing compliance with infection prevention and control practices
in Katavi Regional Referral Hospital, Tanzania. With a qualitative approach, we aimed
to enable a broader narrative, gain a more detailed understanding of IPC practices, and
identify experiences that may be overlooked in a forced-choice questionnaire. A cross-
sectional design using a phenomenological approach was employed. An interview guide
was used to collect data from 19 participants (five doctors, four nurses, four laboratory
practitioners, and six from administration positions; ward in-charges, quality improvement
officers and administrative officers) between 24 July 2025, and 23 August 2025. Among
participants, nine were the key informants, and 10 were involved in in-depth interviews.
Thematic analysis revealed that the availability of IPC supplies, desire for personal and
patient protection, high patient volume, awareness of IPC protocols, institutional sup-
port, supportive supervision, and HCWs’ attitudes towards IPC activities were factors
influencing IPC compliance. Strengthening structured supervision, ensuring a constant
supply of IPC materials, and investing in continuous IPC capacity building may be an
important approach in enhancing compliance with IPC practices and reducing hospital-
associated infection risk in Katavi Regional Referral Hospital and similar resource-limited
healthcare settings.
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1. Introduction

Infection prevention and control (IPC) is a fundamental component of safe, effective,
and high-quality healthcare delivery [1]. It includes hand hygiene, personal Protective
Equipment Use (PPEs), handling of sharp devices, immunization, post-exposure prophy-
laxis, and isolation enacted for the prevention of hospital-acquired infections (HAIs) [2].
Effective IPC practices reduce the occurrence of hospital-associated infections (HAISs), limit
the spread of antimicrobial resistance (AMR), and protect both patients and healthcare
workers (HCWs) from preventable harm [3,4]. Although nearly 70% of HAIs are pre-
ventable using available evidence-based IPC strategies, the global implementation gaps
remain substantial, with only 34% of WHO member states reporting fully operational
national IPC programs in 2021 [5,6]. Consequently, compliance with recommended IPC
practices remains inconsistent across health systems globally, particularly in low- and
middle-income countries (LMICs), where limited surveillance capacity frequently hinders
sustained adherence to IPC standards [7,8].

Globally, HAIs are among the most frequent adverse events in healthcare settings
and are associated with increased morbidity and mortality, prolonged hospitalization, and
increased hospital costs [9]. On the other hand, HAI as a result of poor IPC compliance
poses a significant risk for mental health disorders, such as anxiety, depression, adjustment
disorder, panic attacks, post-traumatic stress disorder, and economic burden to health
systems and families. [10]. This burden is disproportionately higher in LMICs, where health
systems often operate under conditions of limited resources, high patient volumes, and
workforce shortages [11-13]. Previous studies show that HAIs kill 7 patients in high-income
countries and 15 patients in lower- and middle-income countries (LMICs) annually [7]. In
Sub-Saharan Africa, reported HAI prevalence ranges from 12.9% to 20%, with East Africa
consistently reporting the highest burden (19.7%) [14-16]. While in Tanzania, HAI remains
a persistent public health concern, accounting for 14.8%, higher than in the developed
world [17].

In response to the HAI burden, IPC activities have been formally integrated into the
Tanzanian health system since 2004, with revised national IPC guidelines issued in July 2018
aligning with the WHO recommendations [18]. Empirical studies from Tanzania and com-
parable settings have identified multiple factors associated with poor compliance with IPC
practices, including inadequate availability of personal protective equipment, insufficient
training, high workload, weak supervision, and limited institutional support [11,13,18,19].
However, much of the existing evidence is derived from quantitative survey designs that fo-
cus on measuring knowledge levels and self-reported IPC compliance rates [18,20-23]. The
limited qualitative literature has often focused on healthcare workers within specific units,
such as intensive or critical care, or on single professional groups like nurses and physio-
therapists [20,22]. While valuable, such approaches may not have adequately captured the
complex interactions between individual attitudes, workplace culture, institutional norms,
and structural constraints that shape IPC practices in routine clinical settings.

Qualitative research offers a critical lens for understanding how healthcare workers
interpret IPC guidelines, negotiate competing clinical demands, and make decisions in
resource-limited environments [24]. Exploring HCWs’ lived experiences provides insights
into the behavioral and contextual dimensions of IPC compliance that are often overlooked
in quantitative studies [25]. This approach is important in regional referral hospitals where
evidence on IPC compliance remains scarce, patient loads are high, services are diverse,
and systemic pressure differ substantially from those in tertiary and primary healthcare
facilities [26].

Katavi Regional Referral Hospital (KRRH) serves a large and geographically dispersed
population in the western zone of Tanzania and operates within a context of staffing
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shortages and resource limitations, typical of many regional referral hospitals in LMICs.
This study aimed to explore HCWs perspectives on factors influencing compliance with
infection prevention and control practices at Katavi Regional Referral Hospital using
a qualitative cross-sectional design. Understanding the perspectives of HCWs on IPC
compliance will provide an opportunity to generate context-specific evidence that can
inform IPC strengthening efforts at both facility and policy levels, as well as attainment
of universal health coverage (UHC), which focuses on the right to health, financial risk
protection, and access to quality health services [27].

2. Materials and Methods

This research followed the guidelines for conducting qualitative studies established by
the Consolidated Criteria for Reporting Qualitative Research (QOREQ) and the Standard
for Reporting Qualitative Research [28].

2.1. Design

The study employed a hospital-based qualitative cross-sectional design using a phe-
nomenological approach to explore healthcare workers’ perspectives on factors influencing
compliance with infection prevention and control practices at Katavi Regional Referral
Hospital. Data were collected at a single point in time through in-depth interviews and
key informant interviews to capture participants’ experiences and perceptions of IPC com-
pliance, allowing comparison of perspectives across professional cadres and roles within
the same institutional context. The phenomenological approach was selected because
IPC compliance is not solely procedural but experiential, shaped by perceptions of risk,
workload, norms, and institutional culture. This approach enabled exploration of meaning
structures underlying behavior rather than frequency estimation.

2.2. Study Setting and Period

This study was conducted between 24 July and 23 August 2025 at Katavi Regional
Referral Hospital, one of 28 government regional referral hospitals in Tanzania, located in
Mpanda Municipality. According to the 2022 census, the hospital serves 1,152,958 people
in the catchment area [29]. It offers various inpatient and outpatient services, including
medical, surgical, obstetrics, gynecology, child health, physiotherapy, and rehabilitation
services. The hospital receives patients from the Mpanda Municipal Council, the Mpanda
District Council, Nsimbo District Council, the Mlele District Council, the Mpimbwe District
Council, and the neighboring region of Tabora. There were 479 healthcare workers at KRRH,
which is below the required staffing level for a regional referral hospital, as recommended
by the Tanzania Ministry of Health guidelines [30].

2.3. Study Population

The study involved healthcare workers who were permanently employed at Katavi
Regional Referral Hospital in Tanzania.

2.4. Sampling and Recruitment

A purposive sampling method was used to select 19 participants to engage in qualita-
tive data collection. Among them, 10 participants (three doctors, four nurses, and three
laboratory practitioners) engaged in in-depth interviews, while (three administrative of-
ficers, three ward in-charges, and three quality improvement team members) were the
key informants. This method enabled the deliberate selection of information-rich cases
that provided in-depth insight into the behavioral, clinical, and organizational factors of
IPC compliance in the study setting. Usually, with a phenomenological approach, 5 to
25 people are interviewed to collect data on common experiences related to a particular
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phenomenon [31]. Although 19 participants were interviewed in the current study, data
collection and analysis were conducted iteratively, allowing themes to emerge progressively.
Thematic saturation was reached around the 10th interview, indicating that the sample size
was sufficient to ensure analytical rigor.

2.5. Eligibility Criteria
The eligibility criteria included participants who were:

e  Permanently employed at Katavi Regional Referral Hospital for at least six months to
ensure familiarity with institutional IPC procedures.

e  Directly involved in patient care activities or formal responsibility for IPC oversight
and supervision.

e  Representative with supervisory and managerial roles to capture system-level per-
spectives.

e Those who provided informed consent.

2.6. Data Collection

Data were collected using an interview guide developed in English based on the
existing IPC compliance literature and aligned with previously identified factors [25]. The
interview guide had eight open-ended questions designed to elicit information regarding
the IPC compliance within the institution. This guided the development of probes to
ensure comprehensive coverage of all predefined subthemes. The interview guide was
reviewed by qualitative research experts and piloted on one HCW to assess its usability
and clarity. No changes were made to the interview guide, and responses from the pilot
were included in the findings of this study. This guide was translated into Kiswahili by
DM, EM,, AN, E.D,, and EM. In Kiswabhili, the English term “Infection Prevention and
Control (IPC)” has been adopted into the language; therefore, the term IPC was also used
in a translated interview guide. Participant interviews were conducted in person by the
research team (C.C., LM., D.M,, E.B., EM., AN., ED,, E.A., EE., D.B,, EM., B.N., R.B,,
and N.S.), who had previous experience in IPC research. Each interview lasted for about
30-70 min. Repeat interviews were not carried out. All interviews were conducted in
Swahili, and the interview started with the interviewer giving verbal information about the
study, followed by some standard questions on demographic characteristics and topics as
highlighted by the interview guide. The thematic saturation was reached when no new
information emerged.

2.7. Data Analysis

The recorded audios and accompanying field notes from IDIs and KIs were transcribed
and translated separately by the research team members (C.C., LM., DM., EM.,, EM,,
AN, ED., EA, EE, D.B., B.N,, R.B., and N.S) who had been present at the interviews
to maintain the authenticity and context of each participant group. Translations were
undertaken by four clinicians who were fluent in both English and the Swahili language
(LM.,, EE.,, EM.,, and E.B). Some of the translated materials from every translator were
translated back by C.C. to ensure the quality and conformity of translations. Data were
analyzed using thematic analysis, where familiarization, coding, interpretation of the
findings, and summarization of the major themes from study findings were done, as per
Braun and Clarke’s framework [32]. Data from IDs and Kls were analyzed in a combined
manner as both approaches explored similar themes and research questions from different
perspectives, allowing comparison, triangulation, and a richer understanding of the issues.
Manual coding of the data was done by identifying meaningful segments and assigning
appropriate code labels. Codes were categorized to develop and articulate emerging themes
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both inductively and deductively by co-authors (L.M., D.M., EM.,, EM., AN, ED., EA,
EFE., D.B., R.B., and N.S) at regular seminars. Responses relating to high-level codes and
direct quotes were reported. Some verbatim reporting was done where the actual words of
participants were needed to convey meanings or emphasize important issues. Descriptive
analysis was conducted on participants” sociodemographic characteristics, such as age,
profession, and position.

2.8. Triangulation

Triangulation was used to enhance methodological rigor by incorporating partici-
pants with diverse professional roles, qualifications, ages, and genders, thereby enabling
cross-contextual comparisons and reducing bias from a single perspective. Triangulation
is a qualitative research method that enhances validity and reliability by incorporating
multiple data sources, methods, perspectives, or researchers to examine a phenomenon [33].
Themes were developed through an iterative, flexible process with data saturation reached
after approximately nine and ten interviews for KI and IDI, respectively. This approach
strengthened the credibility and transferability of the findings and ensured that the re-
sults accurately reflected healthcare workers’ lived experiences on IPC practices within a
phenomenological framework.

2.9. Ethical Consideration

Ethical clearance was granted on 24 July 2025 by the Mbeya Medical Research and
Ethics Committee (MMREC; Ref: SZEC-2439/R. A/25/11), and the Research and Publica-
tion Unit of Katavi Regional Referral Hospital granted permission to conduct the study. The
study participants were provided with written informed consent to participate voluntarily.
Data collection was carried out between 24 July and 23 August 2025 after ethical approval.

3. Results
3.1. Sociodemographic Characteristics

Among the 19 participants interviewed, 10 were engaged in in-depth interviews, while
9 were key informants. In both groups, the average age of the participants was 32 years,
with the highest age being 55 years. Ten participants were male, and nine were female.
The majority of participants (five) were doctors, four were laboratory practitioners, and
four were nurses, while six members were from hospital administration (ward in charge,
administrative officers, and quality improvement officers), as illustrated in Table 1.

Table 1. Characteristics of study participants.

Engagement Category

S/N Participants Characteristics In-Depth Interview, N = 10 Key Informant, N =9
1 Age (18-55 years) 10 9
2 Sex

Male 6 4

Female 4 5
4 Profession

Doctors 4 1

Nurses 3 1

Laboratory practitioners 3 1

Others (3 Administrative officers, 2

Quality improvement officers, and 1 0 6

Ward in charge)
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Table 1. Cont.
Engagement Category

S/N Participants Characteristics In-Depth Interview, N = 10 Key Informant, N =9
6 Position

Administrative officers 0 3

Quality improvement officers 0 3

Ward in-charges 0 3

Others (4 nurses, 3 doctors, and 3 10 0

laboratory practitioners)

3.2. Perspective of Healthcare Workers on Factors Influencing IPC Compliance

Healthcare workers’ perspectives towards factors influencing compliance with IPC
practices in their working areas were divided into seven subthemes: availability of IPC sup-
plies, desire for personal safety and patient protection, attitude towards the IPC activities,
high patient volumes, institutional support, awareness of IPC protocols, and supportive
supervision, as illustrated in Table 2.

Table 2. Predefined themes and subthemes.

Main Theme Subthemes

Availability of IPC supplies
Desire for personal safety and patient protection
High volume of patients
Factors influencing IPC compliance ~ Awareness of IPC protocols
Institutional support
Supportive supervision
HCWs’ attitude towards IPC activities

3.2.1. Availability of IPC Supplies

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

“As an administrative unit, we ensure that all requirements for IPC practices are present.
For example, the hospital has recently purchased bin liner machines and ensures that all
bin liners are available in different colors as per IPC guidelines. Even the safety boxes are
always available. When it comes to waste disposal, we have a high-tech incinerator that
functions very well. So far, we have not had any issues concerning this machine.” (KI5,
41 years, M, June 2025)

Another key informant added:

“IPC practices have been performed in nearly all departments. Issues like waste segregation
are also being done, as the buckets are also available, and also the SOPs are available. ..”
(K12, 37 yrs., F, June 2025)

On the other hand, some HCWs reported the existence of occasional shortages of PPEs
at least once a month and inadequate waste containers in some departments; however, this
crisis is reported to be not critical, as portrayed in this quote:
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“Almost every month, we have at least one week of shortage. Some containers are only
emptied once a day. By the time it’s 2 p.m., they are already full.” (KI1, 29 yrs., M,
June 2025)

3.2.2. Desire for Personal Safety and Patient Protection

The majority of HCWs portrayed IPC compliance as HCWs’ obligation for individual
safety and patient protection, which are the core components of the non-maleficence princi-
ple in medical ethics. This motive has become a strong inner driver for IPC compliance, as
illustrated in the quote below:

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

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

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

3.3. High Volume of Patients

A high volume of patients was a factor pointed out to affect the IPC compliance.
Most of the participants explained that HCWs fail to adhere to the IPC practices due
to the high volume of patients, accompanied by other conditions like understaffing and
congested patient wards, creating environments for inadequate IPC practices, as revealed in
this quote:

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

3.3.1. HCWs’ Attitude Towards the IPC Activities

Attitudes towards the IPC practices accelerate one’s intention to action; as explained
by the majority of HCWs, the existence of negative attitudes towards the IPC practices
among healthcare workers may be the reason for not complying with IPC practices, as one
participant explained:

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

3.3.2. Institutional Support

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

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

3.3.3. Awareness of the IPC Protocol

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

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

Additionally, other participants had different perspectives on IPC knowledge-seeking
behavior as they emphasized that it was an individual professional duty to seek IPC
knowledge and practice, as reported in this quote:

“At our level, and considering the kind of work we do, it shouldn’t be an excuse not to
know where to discard gloves. However, laziness could be a contributing factor. The
solution is for everyone to understand their responsibilities and to stop such careless
habits.” (KI1, 29 yrs., M, June 2025)

3.3.4. Supportive Supervision

Supportive supervision via peer-to-peer motivation and internal supervision enabled
HCWs to learn IPC skills regardless of attending the IPC training. Most HCWs insisted that
complying with IPC practices requires support and supervision in IPC implementation, as
described in the quote below:

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

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

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

4. Discussion

4.1. General Discussion

This study explored healthcare workers” perspectives on factors influencing compli-
ance with IPC practices at Katavi Regional Referral Hospital in Tanzania. Although poor
IPC has similar causes across countries, the factors affecting compliance may vary by coun-
try, depending on its specific conditions and healthcare system characteristics. The current
study revealed that IPC compliance was influenced by the availability of IPC supplies,
awareness of IPC protocols, supportive supervision, institutional support, motivation for
personal and patient safety, HCWs’ attitudes, and workload.
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Most participants in the current study reported that the constant availability of IPC
supplies such as PPE, waste bins, and disinfectants, is an important factor enabling health-
care workers to comply with IPC practices. This finding concurs with previous studies
conducted in Southern Sudan and Kailahun Government Hospital in Sierra Leone, which
documented that out-of-stock and limited supply of IPC resources hinder HCWs from fully
adhering to the IPC protocols [11,34,35]. Contrary to the current study’s findings, Charles
et al. found that even when the supply of some IPC items (hand hygiene and PPE) was
available at 100% in a similar study area, the compliance rate was still inadequate [36].
The difference in study findings could be due to the difference in study approach and
design. However, a few participants in the current study reported recurrent occasional
shortages of PPEs and waste containers, resulting in inconsistent IPC practices. This
suggests that supply-related barriers, such as inadequate storage and distribution chains
beyond availability, significantly affect IPC compliance. The finding emphasizes the need
for healthcare facilities to implement comprehensive IPC supply management systems that
ensure not only adequate procurement but also reliable distribution, appropriate storage,
and continuous monitoring of supply quality and accessibility at the point of care.

The current study found that most healthcare workers perceived themselves as hav-
ing adequate knowledge about IPC measures, acquired through on-the-job training, the
Ministry of Health-led session, and internal seminars. Similarly, a systematic review re-
ported sufficient IPC knowledge among HCWs across multiple countries [37]. In addition,
Mohammed et al. found that prior training improved adherence to IPC standards among
HCWs in both public and private hospitals in Ethiopia [38]. Despite this perceived ad-
equacy of IPC knowledge, a broader qualitative evidence synthesis indicates persistent
knowledge-practice gaps among HCWs in limited resource settings [25]. This reflects that
possessing IPC knowledge alone does not guarantee sustained behavioral adherence. The
substantial barriers, such as structural, resource, and workforce culture factors, may have
prevented the translation of IPC knowledge into sustained practices [25,39,40]. These find-
ings suggest that while baseline IPC awareness among HCWs may be adequate, translating
knowledge into consistent practice requires structured reinforcement, behavior-oriented
training approaches, and supportive institutional systems.

Participants emphasized that the high volume of patients resulted from understaffing
and congested patient wards, increased workload, and fatigue among healthcare workers,
which ultimately led to poor adherence to IPC practices. However, there are instances, such
as during emergencies, where HCWs rely on subjective risk assessment for PPE use and
hand washing rather than following the IPC guidelines. As stated by study participants,
the intention of HCWs was not to harm subsequent patients but rather resulted from the
long queue of patients who needed emergency care with a limited number of staff available
to serve. The consequences of this situation are poor compliance with IPC, leading to
increased risk of infections and potential spread of infections within the health facility
and beyond [25]. This finding aligns with previous studies in high- and low-income
countries [34,41,42]. Therefore, the healthcare system needs to focus on the patient-to-
healthcare worker ratio in healthcare facilities and enforce IPC measures accordingly.

From the study findings, participants reported that the desire for personal safety and
patient protection was a strong driver for IPC compliance. Most participants were of the
view that since they (HCWs) were most vulnerable to infections, it was necessary not to
neglect their protection and engage in preventive practices, including IPC practices. This
reflects a sense of professional responsibility and ethical duty among HCWs. In line with
the current study’s findings, the study conducted in Ghana reported that HCWs perceived
IPC compliance as an ethical obligation to prevent HAI [43]. Similarly, Houghton et al.
reported that self-motivation by perceiving the IPC value of protecting themselves, their
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families, or their patients is a behavioral change motive towards IPC compliance among
HCWs [44]. Collectively, these findings reinforce the crucial role of intrinsic motivation
and ethical, patient-centered, and self-protective attitudes in fostering adherence to IPC
practices among HCWs.

Participants in the current study advocated for supportive supervision, expressing the
important role played by the IPC team at the facility level. During supportive supervision,
IPC activities are monitored, and implementation gaps are identified and addressed. This
finding aligns with previous studies conducted in other parts of Tanzania [22]. Similarly, a
Ugandan study found that supportive supervision on IPC activities significantly increased
the availability of the WHO IPC core components across health facilities [45]. This reflects
that regular supervisory engagement contributes to strengthening IPC infrastructures and
activities at KRRH and other similar resource-limited settings. Contrary to current study
findings, the national quality assessment data using star rating assessment demonstrated
ongoing gaps in compliance despite gains following supervision-linked quality interven-
tions [46]. Therefore, there is a critical need to strengthen IPC supportive supervision in a
broader context from the ministry level to the facility level, while promoting a sense of IPC
ownership and accountability among healthcare workers.

Participants reported that, despite there being institutional support in providing
the IPC equipment, gaps still persist in motivating HCWs to perform the IPC activities
well. Rewards and penalties are proven modalities used to encourage HCWs to adhere to
IPC practices and encourage others to follow suit [47]. The WHO also recommends that
hospitals should institutionalize IPC leadership and recognition mechanisms to strengthen
a sense of responsibility and a culture of compliance with IPC standards within healthcare
delivery [48]. Therefore, interventions that involve self-motivation, including incentives
and non-monetary recognition, should be prioritized for significant improvement of IPC
compliance among HCWs at KRRH and similar settings.

Participants in the current study emphasized that one’s positive attitude towards
IPC practices is a critical component for achieving change, even when other factors are
addressed. This observation aligns with Darboe et al., who found that a positive attitude
towards the IPC practices was a strong determinant of IPC compliance among HCWs [49].
Also, Appiah et al. found that a non-concerned attitude towards IPC practices expressed by
some HCWs in Ghana contributed to the spread of HAI and prolonged patients” hospital
stay [50]. Therefore, the significance of fostering a positive attitude towards IPC compliance
cannot be overstated in the context of preventing HAI The health management team at the
facility level should implement more proactive initiatives that foster a genuine individual
commitment to IPC practices and modify HCWs’ negative attitudes towards IPC. Con-
versely, some participants in the current study reported the existence of a negative attitude
towards IPC practices as a some HCWs believed that IPC practices were the responsibility
of a few trained HCWs. This attitude was considered inappropriate and closely linked to
high patient volumes, understaffing, fatigue, and time pressure, particularly on night shifts.
Despite previous studies highlighting the benefits of training for improving IPC knowl-
edge [51], an established training scheme and a fully functional IPC program, regardless of
shift variation, is crucial to achieve IPC compliance. This has been documented in the past
as an important factor for IPC compliance [52].

4.2. Strengths and Limitations of the Study

The strength of this study lies in its methodological findings, which are based on
the perspectives of individuals with firsthand experience. The direct insights from those
actively engaged in clinical practices add authenticity and relevance to the findings, making
them highly applicable to real-world settings. By gathering data from HCWs who encounter
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IPC challenges daily, the study ensures that the results reflect the actual factors influencing
the IPC practices at healthcare delivery points. Despite this strength, this study has some
limitations. Firstly, being a qualitative study conducted in a single regional referral hospital,
the results may not explain the phenomenon in other areas or represent the whole of
Tanzania as a whole. Secondly, although multiple cadres were included, perspectives
from other stakeholders, such as patients, cleaners, and attendants, were not explored and
may have provided additional insights into IPC implementations. Third, designing the
study and discussing the findings using an established model, such as the COM-B model,
would have facilitated comparison with other studies and provided a clear framework for
guiding interventions. Lastly, as some researchers were clinicians within the study setting,
there is potential for interpretive bias; this was mitigated by reflexivity, triangulation, and
peer debriefing.

5. Conclusions

Compliance with IPC practices is crucial for patients and healthcare workers, who were
the focus of this study. This research found that the availability of IPC supplies, awareness
of IPC protocols, supportive supervision, institutional support, desire for personal and
patient safety, HCWs’ attitude towards IPC activities, and high volume of patients were
factors influencing IPC compliance. Addressing these factors holistically may enhance IPC
compliance. Future research should incorporate mixed-method or longitudinal designs to
quantify the relative influence of identified factors on IPC compliance and assess changes
over time following targeted interventions. Expanding research to multiple hospitals and
including non-clinical staff and patients would further strengthen the evidence base and
inform scalable IPC improvement strategies.
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