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Abstrakt  

Syftet med denna studie var att utforska utmaningen i att förebygga 

vårdrelaterade infectioner [VRI] på en sjukhusavdelning i Västafrika. 

Forskningsfrågor ställdes kring utförandet av standardåtgärder och 

influerande faktorer. De standardåtgärder som studerades var: 

upprätthållandet av en ren miljö, hand hygien, personlig skyddsutrustning, 

patienthygien, handhavande av tvätt, decontaminering av utrustning, 

hantering av stickande-och skärande föremål och hantering av avfall. Studien 

genomfördes som en kvalitativ fallstudie. Datainsamlingen var semi-

strukturerad med deltagande observationer och intervjuer. Analysmetoden 

som användes var en kvalitative innehållsanalys med en deduktiv ansats. 

Resultatet visar på den aktuella situationen och presenterades i två områden; 

först utförandet av standardåtgärder där brister i utförandet hittades inom alla 

kategorier; sedan influerande faktorer med tre sammanflätade kategorier som 

var organisation, kunskap och resures. I diskussionen diskuterades 

utmaningen i att förebygga VRI; utförandet av standardåtgärder i relation till 

målet att bryta infektionskedjan; och faktorer som influerade utförandet i 

ljuset av aspekter som är viktiga för att förbättra hygienstandarden. 

Förebyggande av VRI kan minska lidande, främja hälsa och öka 

välbefinnandet hos patieter och personal.  

Nyckelord: vårdrelaterade infektioner, infektions prevention, prevention, 

infektionskontroll, standardåtgärder, influerande faktorer, patientsäkerhet, 

Afrika, utvecklingsländer.  
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The challenge in preventing healthcare-associated infections – A case 

study on hygiene aspects at a hospital ward in West Africa 

Abstract  

The aim of this study was to explore the challenge in preventing healthcare-

associated infections [HCAI] at a hospital ward in West Africa. Research 

questions were asked about the performance of standard precautions and 

influencing factors. The standard precautions studied were: Maintenance of a 

clean environment, hand hygiene, staff hygiene, personal protective 

equipment, patient hygiene, management of laundry, decontamination of 

equipment, use and disposal of sharp items and handling and disposal of 

waste. The study was conducted as a case study with a qualitative approach. 

Data collection was semi-structured using participant observations and 

interviews. The analyze method used was qualitative content analysis with a 

deductive approach. The result shows the present situation and is presented 

in two areas; first the performances of standard precautions were shortages in 

the performance were found within all categories; second influencing factors 

with three intertwined categories being organization, knowledge and 

resources. In the discussion the challenge in preventing HCAI is discussed; 

the performance of standard precautions in relation to the purpose of 

breaking the chain of infections; and the factors influencing the performance 

in the light of aspects important for improving the hygiene standard. 

Preventing HCAI could reduce suffering, promote health and increase well-

being of patients and staff. 

 

Keyword: healthcare-associated infections, infection prevention, prevention, 

infection control, standard precautions, influencing factors, patient safety, 

Africa, developing countries.  
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Healthcare-associated infections [HCAI] are one of the greatest challenges for 

healthcare systems (Pittet, 2005) and have consequences for hundreds of millions of 

patients every year (Allegranzi et al., 2007). HCAI is one of the main hazards facing 

healthcare providers and users (Chalmers & Straub, 2006) and for hospitalized 

patients it is the most common complication (Burke, 2003).   

The definition of HCAI is:  

An infection occurring in a patient during the process of care in a hospital or other 

health-care facility which was not present or incubating at the time of admission. This 

includes infections acquired in the hospital, but appearing after discharge and also 

occupational infections among staff of the facility (World Health Organization [WHO], 

2011).   

HCAI occurs worldwide, in high- and low-income countries (Allegranzi et al., 2007). 

Exact figures does not exist (Allegranzi et al., 2011) but it is estimated that more than 

1.4 million patients are affected at any given time globally (Pittet et al., 2008). 

In low-income countries the risk of HCAI are considerably higher than in 

industrialized countries (Allegranzi et al., 2011), the rate predicted to be between 

three to 20 times higher (WHO, 2011), sometimes exceeding 25 % (Allegranzi et al., 

2007).  But exact numbers does not exist and the extent of the problem remains 

underestimated or even unknown, partly because HCAI diagnoses are difficult to 

determine, partly as surveillance systems are lacking. Thus evaluation that could 

guide interventions and learn from experiences is limited (Bagheri Nejad, Allegranzi, 

Syed, Ellis & Pittet, 2011; Pittet, 2005). 

HCAI can affect all patients and staff, and the risk is even greater for the critically ill 

(Pittet et al., 2008). The most frequent types of infections associated with healthcare 

are urinary tract infection, surgical site infection, pneumonia and bloodstream 

infection (Bagheri Nejad et al., 2011), with surgical site infection being most common 

(Allegranzi et al., 2011).  

HCAI are caused by multiple causes; system and process of care and economic 

constrains as well as human behavior (Allegranzi et al., 2007). In low-income 

countries there are a lot of additional risk factors to those causing HCAI in 

industrialized countries, most of which are related to a very poor quality of care and to 

poverty; such as poor social environment, limited resources, poor hygiene, 
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insufficient environmental hygienic conditions and lack of trained professionals. 

Limited resources affecting the occurrence if HCAI often includes aspects such as; 

lack of financial means, poor infrastructure, understaffing, overcrowding and 

insufficient quality or shortage of equipment and supplies. Poor hygienic standard are 

caused by the absence of measures to control infection or even knowledge about such 

methods. Neither local nor national guidelines or policies usually exist.  Neglected 

hand hygiene and reuse of equipment as well as long and inappropriate use if invasive 

devices and antibiotics are contributing in causing HCAI. Low-income countries also 

struggle with co-existence of other health problems such as malnutrition and high 

frequency of infections and/or diseases in the society (Allegranzi et al., 2011; WHO, 

2011; Pittet et al., 2008).   

The effect on patient’s health and the healthcare system due to HCAI in low-income 

counties is great and largely underestimated (Allegranzi et al., 2011).  HCAI has both 

physical, psychological and economic consequences for staff as well as patients (Pittet 

et al., 2008) such as prolonged hospital stay, illness and disability, and increased 

mortality,  thus harming patient and causing added suffering and decreased well-being 

(WHO, 2011) and has a negative effect on the quality of life (Allegranzi et al., 2007). 

HCAI also result in high costs for patients and their families (Pittet et al., 2008) as 

well as causing extra costs for the healthcare system (WHO, 2011). In addition HCAI 

also contribute to increased antibiotic-resistance of micro-organisms (Pittet et al., 

2008).   

Prevention and control of HCAI has its ground in epidemiology thru the shaping of 

definitions and classifications, surveillance and evaluation systems and creation of 

evidence-based guidelines (Burke, 2003). The base in infection prevention and control 

are a number of general, simple and deep-rooted procedures such as standard 

precautions (Allegranzi et al., 2007). Infection control precautions that will minimize 

the frequency of healthcare-associated infections include measures within the 

following areas; hand hygiene, personal protective equipment, safe use and disposal 

of sharp items, safe handling and disposal of waste, safe management of laundry, food 

hygiene, maintenance of a clean environment, decontamination of equipment and staff 

hygiene (Chalmers & Straub, 2006).  Hand hygiene is considered the most important 

precaution (WHO, 2011).  
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Healthcare-associated infections [HCAI] are an important issue in low-income 

countries affecting patients’ safety (Allegranzi et al., 2011). Patient safety is a 

significant component of the quality of healthcare and thus the reduction of HCAI is a 

key issue in patient safety (Allegranzi et al., 2007). It is intolerable that patients and 

staff run the risk of getting an infection that could have potentially harmful impact in 

a healthcare setting (Allegranzi et al., 2007), especially as HCAI generally is related 

to healthcare systems and procedures as well as staff behavior. HCAI are preventable 

and interventions are generally simple and low-cost (Pittet et al., 2008) and can save 

limited resources by reducing infections (Allegranzi et al., 2007).  

Sufficient hygiene precautions are important in preventing HCAI and thus ensure 

patients’ safety, reduce suffering and improve health and well-being. Increased 

knowledge could contribute to a upgrading on hygiene aspects and reduce prevalence 

of HCAI. Therefor it is important to look into hygiene aspects, procedures and 

influencing factors, to improve the hygiene standard.  

The issue of preventing healthcare-associated infections in a hospital environment is a 

complex and challenging task, in any country, regardless of resources available 

(WHO, 2011), and an even greater challenge in low-income countries.  This study 

hopes to contribute to the knowledge about the complexity of maintaining a good 

hygiene standard at a hospital ward in a low-income country.  

Aim and research question  

The purpose of this study was to explore the challenge in preventing healthcare- 

associated infections at a hospital ward in West Africa. The research questions asked 

was: How was standard precautions to prevent healthcare-associated infections 

carried out? What factors influenced the performance? 

 

Method  

This study was done as a case study with a qualitative approach. Using this method I 

explored and gained knowledge about the phenomenon of hygiene aspects in order to 

prevent healthcare-associated infections in a real-life setting, through detailed, in-

depth investigations of the entity. This method was seen as the best way of providing 
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answers to the research questions and reaching the aim of the study as a case study 

enables the researcher to gain information of the environment, of circumstances and 

situational factors as well as of actions and experiences, thoughts and feelings of the 

participants (cf. Holloway & Wheeler, 2010, s. 249-250; Polit & Beck, 2008, p. 235-

236). 

The case is the phenomenon of hygiene aspects within and bound to a specific context 

(Holloway & Wheeler, 2010, s. 249-250, Polit & Beck, 2008, p. 235-236), here a 

hospital in a West African country. The setting was selected to meet the aim of the 

study and entry was gained via contacts at Luleå University of technology. Founding 

were sought for and gained through the Swedish Government program Minor Field 

Study, MFS. The case itself is central with clear boundaries and a specific focus 

(Holloway & Wheeler, 2010, s. 249-250, Polit & Beck, 2008, p. 235-236). In this 

study the case was specified after conducting a literature review in order to gain 

knowledge about the area; what was already known and what needed to be looked 

into. Based on this research questions were formulated by specifying population, area 

of research and expected results as suggested by Willman, Bahtsevani and Stoltz 

(2011, s. 64). The research questions targets the research problem and aims to focus 

the research and control the type of data to be collected (Polit & Beck, 2008, p. 81), 

and thus they helped to clarify the boundaries of the case.  

The case 

The case in this study was hygiene aspects related to the challenge in preventing 

healthcare-associated infections at a hospital in a West African country.  

The case studied was partly about how standard precautions to prevent healthcare- 

associated infection were carried out. The performance of procedures and routines – 

actions, measures and methods – was explored. The standard precautions that were 

studied were identified through the literature review done in order to specify the case 

where they were identified as important aspects in preventing HCAI and were the 

following: Maintenance of a clean environment, Hand hygiene, Staff hygiene, 

Personal protective equipment, Patient hygiene, Management of laundry, 

Decontamination of equipment, Use of sharp items, Handling and disposal of waste, 

Disposal of sharp items.   
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Another part of the case was the factors influencing the performance of these 

precautions in order to understand how aspects such organization, knowledge and 

resources affected the way hygiene procedures were carried out. The aspects studied 

were identified in the literature review and determined along the process of the study.  

 Setting 

The case is not only the phenomenon studied but is also bound to and exists within a 

specific context that helps specifying the case. This study took place at the general 

ward at a small hospital in a West African country. The ward was the only one at the 

hospital and admitted medical, surgical and orthopedic patients. The hospital also had 

an emergency room, maternity, a pediatric ward and operation rooms as well as an 

outpatient department. The total bed capacity at the general ward was 68 patients. 

Some of the room where shared, with five or six beds in each, some were semi-privy 

and some private rooms. The shared rooms were split into male and female side. Four 

to five nurses and four to five assistant nurses worked on the wards. Most days there 

were also a few student nurses there along with their supervisors.  The nurses’ main 

tasks were to make rounds with the doctors who came to see their patients once a day, 

distribute drugs and dress wounds. The nurses were also documenting daily work, 

patients complains and conditions. The assistant nurses’ tasks were to take vital signs, 

distributing food and transport patients within the hospital, as well as assisting 

patients with repositioning, toileting, washing and whatever they needed help with. 

Sometimes this work was also carried out by nurses or student nurses. On the ward 

there also worked cleaners maintaining a clean environment and security personnel.  

The facilities were good and well maintained and there were access to electricity and 

water on the compound.  The hospital seemed to have rather good resources when it 

came to equipment, material and drugs.  

Data collection  

In this study data collection was conducted during eight weeks and methods used 

during that time were semi-structured observations and self-report, in the form of 

interviews. In case studies different types of descriptive data is collected using 

multiple methods enabling an examination of the entity from different perspectives 

(cf. Polit & Beck, 2008, p. 235-236).  
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A qualitative approach is flexible and thus the overall plan, constructed before the 

research started, was continuously developed during the whole process. Data 

collection started out broad with descriptive observations, aiming to get an overview. 

Learning from experiences and findings strategies and research questions were 

adapted. Interpretations were done continuously and formed a base for more focused 

observations and interviews, concentrating on key aspects. This process was 

illuminated by Polit and Beck (2008, p. 70, 205).  

Observations 

The observation method chosen to meet the aim of the study was participant 

observation. I was part of the group observed and participated in daily work on the 

ward at the same time as observing, asking questions and collecting data as per Polit 

and Beck (2008, p. 402-403).  

The observations were semi-structured and based on a broad plan of what kind of 

information was to be gathered (Polit & Beck, 2008, p. 404-405). This plan was 

drawn before starting out by specifying the case, a process during which a literature 

review were conducted and research questions formulated and thus mapping the areas 

to be covered.  

Data collection took place in different phases, during which data about procedures 

and routines was gathered through observations of daily work at the ward such as 

administration of drugs, dressing of wounds and patient care. I observed and asked 

questions about the ten identified standard precautions as well as factors that 

influenced how does were carried out. For example when and how hand washing took 

place, what resources were available, the existence of guidelines and what knowledge 

existed on the area. The first two weeks (phase one) were dedicated to observing and 

getting to know the place and the group, gaining a broad view. During this phase I just 

observed and listened. In the third week data collection moved over to phase two were 

I started to participate and then then successively into phase three were I became more 

active, learning by doing. This meant that the observations became successively more 

active and focused. The last two weeks the data collection moved into phase four, the 

reflection phase, where context, causes and interactions were studied, and specific 

observations were conducted to strengthen, deepen and confirm data (cf. Polit & 

Beck, 2008, p. 402-403).  
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Interviews  

Interviews were used in order to gain a wider insight on the case and conducted 

during phase four in the data collection process. The purpose was to examine key 

persons’ point of view and to deepen and confirm data found through observations 

and thus strengthen the result; was there more to be said in any specific area and were 

my observations consistent with their answers. Four interviews were conducted and 

the participants that were interviewed were chosen on the field based on the 

information sought and who was deemed to be able to answer these questions, so 

called purposive sampling (Polit & Beck, 2008, s. 343).  Each interview took between 

20-30 minutes and took place in a separate room.  

Semi-structured interviews were used as a series of areas were to be covered and all 

questions asked were open-ended questions so as not to affect the answer. Questions 

about how the standard hygiene precautions specified in the case were carried out and 

what factors influenced these procedures were prepared in advance. Some of the 

questions were: How is personal protective equipment used at the ward? What is the 

approach to the use of personal protective equipment based on, why is it done that 

way?  Can you see any factors that affect the use of personal protective equipment? 

How do you think that the hospitals resources/organization affects the use of personal 

protective equipment? How do you work within the management/the staff group with 

this issue? Follow-up questions were asked when more detailed explanations were 

wanted on any given question and could be: What do you think this depends on? 

Could you tell me more about..? You told me this, can you explain what you mean by 

this? (cf. Polit & Beck, 2008, p. 392-395). 

Recording  

Records of the data collected were done through field notes. These were organized 

into descriptive notes, documenting observations objectively, and reflective notes, 

describing personal experiences and reflections. Reflective notes was split into 

methodological notes about strategies and methods, theoretical notes about 

interpretations and analysis made and personal notes of about thoughts and feelings. 

During the observations and interviews only jottings, memory notes, was made. The 

records were written as soon as possible after the observations or interviews were 
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done to ensure that they would be as accurate as possible. This method for recording 

was described by Polit and Beck (2008, p. 400, 405-407).  

Analyze method  

A qualitative study often has a flexible approach meaning that the interpretation and 

analysis takes place coherent with data collection and thus making it possible to use 

experiences and information gained during the way to modify strategies and research 

questions (Polit & Beck, 2008, p.70). The process of analysis started in phase two of 

the data collection and formed a base for further data collection. The final analysis 

and deductions were made after the field studies were completed.  

The method of analysis used was qualitative content analysis as described by Elo and 

Kyngäs (2007). This method was chosen as it is a systematic and objective way of 

analyzing verbal, visual or written data in order to gain knowledge and understanding 

of a specific phenomenon and its meanings, intentions, consequences and context. It 

is a method to make conclusions that are trustworthy in relation to the context that the 

data is origin from. 

As per Elo and Kyngäs (2007) in this study the analysis had a deductive approach 

meaning that the process moved from the general to the specific. This approach was 

determined by the purpose of the study to examine a phenomenon within the 

boundaries of the case. A deductive approach was chosen as I was only interested in 

data concerning the specific aspect I had been studying. A categorization matrix was 

developed as a structure for the analysis based on the literature review and research 

questions that helped specify the case. The matrix consisted of two main areas; first 

the performance of standard precautions with ten categories: precautions maintenance 

of a clean environment, hand hygiene, staff hygiene, personal protective equipment, 

patient hygiene, management of laundry, decontamination of equipment, use of sharp 

items, handling and disposal of waste and disposal of sharp items; second factors 

influencing the performance of these precautions consisting of three categories: 

organization, knowledge and resources.  

The first stage in the analyzing process was to identify the unit of analysis, which in 

this study consisted of the written records of observations and interviews done in the 
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field, and to obtain a sense of the whole by reading the whole text multiple times so as 

to become familiar with the data as per Elo and Kyngäs (2007).   

Data was then categorized according to the pre-established categorization matrix 

consisting of the standard hygiene precautions; how those were carried out and what 

factors influenced the procedures. Aspects that fitted with the matrix were chosen 

from the data and analyzed (Elo & Kyngäs, 2007) in the following steps: Meaning 

units were identified according to the categorization matrix, within the different 

categories these were organized according to meaning and context and based on these 

structures descriptions and interpretations were done.   

Ethics  

The Belmont report states three ethical principles with the purpose of protecting study 

participants. The ethical principles are; beneficence, meaning that harm was to be 

minimized, benefits maximized and exploitation prevented; respect for human 

dignity, including rights to self-determination and full disclosure; and justice, 

ensuring the right to fair treatment and to privacy (Polit & Beck, 2008, p. 170-174).   

One procedure used to ensure this was informed consent. Informed consent meant that 

participants, after getting adequate verbal and written information about the study, 

could voluntarily choose to participate or not. In this study informed consent was 

gained via e-mail and confirmed verbally from the hospital director. In order to be 

able to make this decision the hospital director was informed about the purpose of the 

study, methods, confidentiality, voluntary consent and the right to withdraw. As the 

study strategies changed during the way informed consent was an on-going process. 

Also those picked for interviews was asked verbally for their informed consent (Polit 

& Beck, 2008, p. 176-177).  

The decision to let the hospital director answer for all the staff participating in the 

study, except those picked for interviews, was done as obtaining informed consent 

from all the participants was seen as to hard as the staff and patients always varied. 

The decision was justified by weighted the advantages to the degree of risk in 

participating and supported by Polit and Beck (2008, p. 172-173). A risk benefit 

assessment was done in order to determine that the costs of participation would not 

overdo the benefits of the knowledge to be gained. As the risk of participation would 
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not exceed the risk of daily life the study involved minimal risk (Polit & Beck, 2008, 

p. 174-175).   

A way of protecting the participants was confidentiality, meaning that the identity of 

the participants should be protected as per Polit and Beck (2008, p. 180). The study 

was conducted in a way that it should not be possible to figure out who the 

participants were. This was ensured by not specifying the exact location of the study 

and by not giving away any names or other information that could identify the person 

behind any of the information given in the study. 

 

Results 

The result mirrors aspects perceived as of importance to the aim of the study to 

explore the challenge in preventing healthcare-associated infections and will be 

presented in two areas; first; the performance of the hygiene precautions in order to 

prevent healthcare-associated infections, second; factors witnessed to influence the 

performance of these procedures. Each part will be presented with a number of 

categories.  

Performance of standard precautions 

Standard precautions  aiming to prevent healthcare-associated infections was 

observed within ten categories; maintenance of a clean environment, hand hygiene, 

staff hygiene, personal protective equipment, patient hygiene, management of 

laundry, decontamination of equipment, use of sharp items, handling and disposal of 

waste and disposal of sharp items.  

The performance of these precautions was witnessed within daily work at the hospital 

ward. Daily work at the ward evolved around treating the patients. Nurses rounded 

with the doctors once a day, followed up ordinations and saw to patients complains. 

Drugs were administrated by the nurses and one nurse did the dressing of wounds for 

all the patients. Tasks such as taking vital signs, distributing food and transporting 

patients within the hospital were assigned to the assistant nurses. Also they were 

usually the ones assisting patients’ with whatever they needed help with, such as 
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toileting, repositioning and eating. Student nurses took part in the work of both nurses 

and assistant nurses. Cleaners was employed to maintain a clean environment 

 Maintenance of a clean environment  

The ward was cleaned three times a day. The floor was swept and scrubbed with 

chlorine and a germicide. Furniture was not cleaned on a regular basis, but surfaces 

could be swept if apparently dirty and the beds were wiped if somebody died in them.  

Floors were often soiled by blood or other body fluids such as urine, vomit or saliva 

and as there were no waste-bins inside the patient rooms trash was thrown on the 

floor. Food and left-overs were standing around all day and bedpans, urine bottles and 

buckets containing urine, vomit and saliva stood, next to the beds for several hours.  

Cleansing due to soiling was done sporadically, by wiping or sweeping away some of 

the dirt, sometimes water and/or a cleaning solution were used.  No additional 

routines were observed when blood or other body fluids were involved.  

While doing dressing a pad was occasionally used to protect the bed but most often 

the bed, and the patient, got dirty or were already soiled by blood and fluids from the 

wound. If the bed got contaminated it was not cleaned other than occasionally wiped 

using the bed-sheet. 

Drugs were usually diluted, pulled and mixed by the bedside and drugs were often 

spilled and glass ampules were smashed open, resulting in glass fragments falling into 

the drug or onto the trolley and the floor.  

Hand hygiene 

Hands were washed with soap and water and dried on a common towel when 

finishing with work on the ward and not between patients or work procedures, except 

on some occasions when obviously dirty. Doctors rubbed their hands with alcohol 

before drying them, and they also had their own personal towel. Watches and jewelry 

could be worn at work, but nails should be kept short.   

Staff hygiene  
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The staff bought their own work clothing. There were no regulations concerning in 

what way or how often clothing was to be washed but as a principle you should have 

a neat appearance.  

 Personal protective equipment  

Gloves were available, but usually only in one size. Indications for wearing gloves 

were patient contact. Gloves were at times used even to touch a patient’s skin and 

doctors always used gloves when examine a patient. At the same time it was 

frequently noted how gloves were not used in contact or risk of contact with blood or 

other body fluids, such as urine or feces. Gloves were usually worn when cleaning or 

handling waste and contaminated laundry but not always. 

The same gloves were used for multiple patients and procedures. If gloves became 

contaminated those were not necessarily replaced before continuing with the next 

work procedure or moving on to the next patient. When dressing wounds gloves were 

changed before moving on to the next patient.  

Dressing procedures were the same no matter what method, clean or sterile, were 

used; the difference being the type of gloves worn. Clean method was intended for 

infected wounds and sterile method for non-infected ones, but this was not always 

followed. For dressing of wounds examination gloves were used to remove the old 

dressing and then changed. To clean and dress the wound the same gloves were used, 

these could be either examination gloves or sterile gloves; the methods used called 

clean and sterile respectively. The wound was cleaned with wet compresses; the nurse 

used her/his hands to clean, starting in the middle of the wound and moving out, 

ending with the surrounding skin. After cleaning the wound a new dressing was done; 

the wound was covered with compresses and then bandaged.   

What was touched while wearing sterile or contaminated gloves varied. Sometimes 

the person doing the dressing touched the patient’s skin, the bed, and various items on 

the trolley such as bottles and boxes and the bin before touching the wound or things 

going into the wound such as compresses. As well, things that were to be used for or 

by other people were touched by hands contaminated by blood, puss or other body 

fluids 
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Gloves were not always worn when diluting and pulling drugs so the staff often ended 

up with medicaments on their hands. When giving injections, inserting cannulas or 

connecting and removing infusions or blood transfusions, gloves were usually worn, 

but not always. No additional precautions were taken when handling antibiotics. 

When doing work that involved contact with patients and patient beds no equipment 

to protect personnel clothing, such as aprons, were available. While doing dressings 

the nurse some days used covers to protect his/her clothing, most frequently a gown 

with long sleeves intended for single-use. The covers were used for all the patients 

and for multiple days in a row. For offensive, smelling, wounds mouth protection 

could be used.   

Patient hygiene 

On the shared rooms eleven patients shared two toilets and one shower. The patient 

themselves provided towels, soap and toilet paper. Often, patients were observed to 

wash up by the bed in a bucket of water, whether they had soap varied.  

It was not routine that the staff ensured that all patients were able to manage their 

hygiene by assisting those who could not wash up themself. Upon request or when 

dirtied by vomit, urine, stool or blood patient could get assistance to wash up.  

Repeatedly it was observed how vomit, faces or urine was partly washed away using 

paper, the diaper, a towel, clothing or bed-sheets. 

The hospital provided bed-sheets and there were gowns available for the patients.  

Often these were not changed when dirty, even if there were clean laundry in the 

storage.  

Management of laundry  

Dirty linen was often put down on the floor before they were taken to the laundry bag. 

All the dirty laundry was collected at the same site and sent to the laundry. 

Contaminated textiles were not handled in any special way.  

Decontamination of equipment  

Equipment used, such as wheelchairs, stretchers, thermometers, stethoscopes and 

blood-pressure cuffs were generally not cleaned between patients. When 
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contamination occurred with for example urine or blood an attempt to clean was 

occasionally made, sometimes alcohol or chlorhexidine were used.  Food was served 

on plastic plates that were washed with washing powder and water by the assistant 

nurses. Patients had their own spoons that were kept by the bed.   

The equipment used, such as the bed-pans, urine bottles, buckets and bowls were to 

be rinsed and washed with soap and water, however, often they were only rinsed with 

water.  

For some dressings’ scissors, pickers and clamps were used. The nurse retrieved the 

wanted toll from the set using her hands. One tool was used for one patient only. Used 

tools were cleaned with water and sometimes, but not necessarily, dried and put back 

into the set and sent for sterilization at the hospital. Often equipment could be put 

down, usually on some gas or a box but sometimes on the bed or bedside table, and 

then picked up and used again.  

Use of sharp items  

When an intramuscular or subcutaneous injection should be given the needle used to 

dilute, mix and pull the drug was changed to a new sterile one before administration. 

On multiple-use bottles the membrane was not disinfected before use and the needle 

was often left in the bottle and used for more than one day. Medicines that should be 

administered intravenously were given using cannulas or butterflies. The patient had 

the same cannula until it stopped working, often for days on end and many times for 

more than a week. Before skin puncture the patient’s skin was disinfected using 

cotton soaked in alcohol kept in a plastic jar without a lid. On several occasions it was 

observed that the needle or the syringe mouth accidently touched something and then 

used without the needle being replaced with a new sterile one.  

The same cannula was reused for multiple insertion tries. If the needle had been 

pulled out of the catheter it was put back. The cannula was used again after being put 

down, sometimes into the package, sometimes on the trolley, bedside table or in the 

patient's bed; occasionally you could clearly see that, for example, it had traces of 

cotton on it. Many times, the needle was inserted into the patient's bed to prevent 

anyone from pinching on it and in case of an unsuccessful attempt the needle was 

pulled out, put back into the catheter and reused.  
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Needles were usually re-sheltered using two hands; the protective cover was put back 

with one hand holding the needle in the other hand, or sometimes one-handed; the 

protective cover being put down and the needle inserted with one hand while the other 

hand was kept away. Cannula-needles could be put back into the package which was 

closed with tape. If re-sheltering could not be done directly the needle was put down 

on the trolley, bedside table or on the patient's bed alternatively inserted into the 

mattress.  

Single-use surgical blades were used for dressing of wounds to cut bandage and dead 

tissue. The blade used to cut old bandage and new material was used for more than 

one patient and stored laying in the trolley. For cutting away dead tissue a new sterile 

single-use surgical blade was used for each patient. 

 Handling and disposal of waste  

All waste was thrown into the same bin; glass, pharmaceuticals, antibiotics, and waste 

contaminated with drugs, blood or other body fluids. As waste containers metal 

buckets, plastic baskets or cardboard boxes were used. Garbage bags were only used 

in the bigger barrels into which the smaller bins were emptied. Waste were gathered 

and carried out by the cleaners to be collected on the ground at a pick-up spot. 

During dressing a metal bucket kept on the trolley was uses as a bin. Dirty compresses 

were usually thrown strait into the bin or occasionally, when the bin was not close at 

hand, first on the floor or in the bed.  

Disposal of sharp items 

Sharp items such as needles and surgical blades were thrown away into the same bin 

as all other waste. During drug administration needles were generally thrown, re-

sheltered or not, into a cardboard box kept on the trolley along with all the other 

waste. On rare occasions needles were thrown into special containers for sharp items 

that were standing inside the nursing office, needles were than stored on the trolley 

until all drugs were served. These containers were emptied by the cleaners.  

 

Influencing factors  
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The result show that the factors influencing the performance of hygiene precautions 

were intertwined and complex. The factors witnessed will be presented in three 

categories; organization, knowledge and resources.  

Organization  

The result of the analysis shows that the organization at the hospital both in terms of 

guidance, work organization, teamwork and a supportive, open and reflective 

atmosphere influenced the performance of standard precautions.  Staff pointed out 

that the management needed to work to raise hygiene standards by improving 

organization and work atmosphere.  

The prevention of healthcare-associated infections was something that they did not 

prioritize at the ward. Common goals showing the hygiene standard wanted at the 

ward were limited, and so was guidelines on how to maintain a good hygiene 

standard. Thus there was no guidance on what was expected of the staff and how to 

perform. Based on the result from observations and interviews I perceived that the 

lack of guidance affected the performance of hygiene precautions negatively. The 

value of a good organization was proved by the fact that on the few areas were 

routines existed, such as the cleaning of floors and removal of waste, this worked fine.   

There was a hierarchy within the work organization at the hospital that I observed to 

affect the cooperation within the work group, which was often unsatisfactory. Often 

the communication between the staff at the ward, and between staff and management 

worked badly and they sometimes treated each other with a lack of trust and respect.  

Based on the result from observations I perceived that this affected the performance 

of hygiene precautions which caused shortages in hygiene standards. The work 

organization and the hierarchical system resulted in poor teamwork. Often the staff 

did not work together or helped each other, and tasks which was not seen as yours 

was ignored. Lack of communication, trust and respect contributed to this, as well as 

lack in sense of responsibility.  

The atmosphere at the ward was not supportive in the way that they helped each other 

and tried to improve together. There was no culture of reflecting within the team on 

what you did in relation to what you wanted to achieve, no reflective discussions on 

what to do, how to do it and why in order to maintain a good hygiene standard. When 
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something went wrong they looked for a scapegoat, someone to blame, instead of 

trying to develop and learn from the experience.  Based on the result from 

observations I perceived that the lack of openness and a supportive atmosphere 

resulted in a lack of reflection and that the lack of reflection resulted in inadequate 

performance in the way hygiene precautions were carried out. 

The results of the observations showed that there was poor compliance when it came 

to the performance of hygiene precautions. Commitment and motivation was low and 

this affected the efforts made to do right and improve hygiene precautions. Based on 

the result from observations and interviews I perceived that to some part this could be 

related to a lack of support and encouragement in the work to maintain good hygiene 

standards. No appreciation for work well done was expressed and staff voiced that 

they did not feel happy at work and therefore did not do a good job. Insufficient 

compliance meant that even when procedures and knowledge excited the performance 

was inadequate.  

According to the result from observations and interviews the healthcare was not 

perceived as patient-centered, meaning the patient's needs and safety was not a 

priority. This was sensed to affect the compliance as the performance of hygiene 

precautions as prevention of healthcare-associated infections were not seen as 

important.  

Knowledge  

The result from observations and interviews showed that an awareness existed among 

the staff that hygiene precautions could be done differently in order to maintain a 

higher hygiene standard. Knowledge existed about the chain of infection and how 

hygiene precautions should be carried out. It was expressed that knowledge and 

performances was not adaptable within their setting. However, from the result of 

observations and interviews I experienced that there was a lack of knowledge when it 

came to consequences of not maintaining good hygiene standards and hence the 

importance of as well as the purpose and reason behind hygiene precautions. There 

was a lack of consequence-oriented thinking as well as continual education and 

training on hygiene precautions at the work place. The current educational system for 

nursing was practice-oriented and the nurse students spent time at the hospital every 

week. It was observed that one thing was taught in school, and another done at the 
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hospital where students copied the way registered nurses was doing. Staff pointed out 

that the hygiene standard at the hospital reflected the hygiene standard and level of 

knowledge in the society in general. 

Based on the result from observations and interviews I perceived that the lack of 

knowledge and consequence-oriented thinking meant that they did not know why one 

should do things in a certain way and thus did not see the importance of improvement 

even though there was an awareness of flaws in the performance in hygiene 

precautions.  This could, partly, explain both the shortcomings in the performance of 

hygiene precautions and the lack of hygiene standard goals as well as the lack of 

reflection on how best to do something in order to achieve a certain goal.  

Resources  

Hygiene procedures were witnessed to be influenced by resources such as money, 

equipment, material and staffing. Recourses were the main issue pointed out by the 

staff as the reason for insufficiencies in the execution of hygiene procedures. Based 

on the result from observations and interviews I perceived that the hospital struggled 

to make ends meet when it came to economy, how to get incomes to cover costs for 

material, equipment, staff and facilities.   

The staff complained that the resources required in order to maintain a good hygiene 

standard such as material and equipment needed was not always available due to a 

shortage of supplies to buy and that material is expensive. Another problem seen due 

to poverty was that patients had to pay for all the expenses. Based on the result from 

observations and interviews I perceived that this made staff avoid using too much 

consumables, which could have raised standards. For example the re-use of cannulas 

was justified by patients having to pay for the cannulas and the more that was used the 

more the patient was required to pay.  

Based on the result from observations I perceived that the hospital had relatively good 

resources when it came to facilities, equipment, materials and personnel even through 

some things did not exist and it was necessary to think about not wasting material 

needlessly. Despite this the result gave the impressions that the existing resources 

were not used in the best way, that more could have been done with what they had.  

For example hands were not washed even though opportunities to wash your hands 
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did exist inside the nursing office and at the patient toilets. But a lack of recourses did 

affect the hygiene standard, and with limited resources, the focus might be on other 

things than the prevention of healthcare-associated infections. 

 

Discussion  

The purpose of this study was to explore the challenge in preventing healthcare- 

associated infection in order to contribute to the knowledge about the complexity of 

maintaining a good hygiene standard, particularly in low-income countries. The study 

was conducted as a case study at a hospital ward in West Africa, with focus on the 

performance of standard hygiene precautions and factors influencing the performance. 

In low-income countries the challenge in preventing HCAI is even greater than in 

high-income countries due to additional risk factors and difficulties facing healthcare 

systems and providers in those counties and thus adding to the complexity of the issue 

(Pittet et al., 2008). HCAI has both physical, psychological and economic 

consequences for staff as well as patients (Pittet et al., 2008) such as prolonged 

hospital stay, illness and disability, and increased mortality,  thus harming patient and 

causing added suffering and decreased well-being (WHO, 2011), and has a negative 

effect on the quality of life (Allegranzi et al., 2007). By limiting negative 

consequences and ensuring patients safety prevention of HCAI can reduce suffering, 

promote health, and increase well-being and quality of life of patients and hospital 

staff.  

The result in the study does not provide any solutions but sheds light on the 

difficulties facing a hospital in a low-income country by illumination the present 

situation and challenges. The result displays shortcomings in the performance of 

standard precautions as well as multiple, intertwined factors influencing the present 

situation.  

Here I will discuss aspects of the challenge in the prevention of HCAI. First, the 

performance of standard precautions in relation to the aim you want to achieve. 

Secondly, influencing factors found to affect the performance in relation to way of 
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improving and upholding a good hygiene standard in order to prevent HCAI. Last the 

trustworthiness of this study.   

Performance of standard precautions 

The result from observations in this study shows that the performance of the studied 

precautions to a great extent was inadequate as displayed in the text below. Chalmers 

and Straub (2006) points out that the purpose of standard precautions for preventing 

HCAI is all about breaking the chain of infection. This, to stop the transmission of 

infection is what the challenge of keeping a good hygiene standard is about.  

The result on the maintenance of a clean environment showed that visible dirt and 

dust was removed from the floors adequately every day. Lacking was systematic 

routines partly when it came to cleaning and decontamination of furniture, toilets and 

other thing present in the environment, partly on how to preserve cleanliness and 

restore a clean environment after soiling occurred. Also the result on decontamination 

of equipment and use and disposal of sharp items showed a lack of aseptic methods, 

as the measures taken to keep what was clean uncontaminated was inadequate, even 

when it came to sterilized material and tools, such as needles, cannulas, syringes and 

dressing-tools. Positive was that disposables such as syringes and needles was not 

reused, but this was not followed thru when it came to cannulas and surgical blades. 

Also there were no routines concerning how to decontaminate and disinfect 

equipment such as bottles, bowls, blood-pressure cuffs, stethoscopes or thermometers. 

Needles were re-sheltered and thrown into the same bin as everything else. Chalmers 

and Straub (2006) describes that the environment, as well equipment, can pose as a 

reservoir for micro-organisms i.e. a place where micro-organisms can survive, and 

thus help transmit infection. The challenge is to keep the whole environment as well 

as equipment clean so as to limit the creation of reservoirs and thus stop the 

transmission of infections, of importance is to regularly remove visible dirt and dust 

as well as to systematic decontaminate all things in the environment. The challenge of 

keeping good hygiene standards is also about preventing transmission of infection by 

limiting the portals of exit and entry. Portals of exit and entry are the way by which 

micro-organisms leaves the reservoir and gain access to the host, respectively. Both 

equipment and environment can work as portals. The difficulty here is to keep all 

equipment clean, shared equipment must be decontaminated after each use. 
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Decontamination is the process of making equipment meant for multiple uses safe to 

reuse. Single-use disposable equipment can under no circumstances be reused. The 

methods for decontamination are sterilization, disinfection and cleaning and the 

method used should reflect the identified risk category based on use and the chance of 

transmitting infection. Sharps include all items that may cause skin puncture or 

laceration which have been potentially contaminated with blood or body fluids.  Safe 

handling should minimize the risk of pinching on any sharp item and includes safe 

disposal of sharp items by disposing of sharps immediately at the point of use in 

containers meant for the purpose.  

The result when it came to hand hygiene as well as personal protective equipment 

showed a shortcoming in aseptic measures, hands was not washed or gloves always 

changed between patients or work procedures and there was no consistency in the 

indication for or use of gloves. Jewelry and watches was accepted making it 

impossible to properly clean your hands.  Patient bound aprons did not exist. 

Chalmers and Straub (2006) explain that the difficulty here is to keep what is clean 

uncontaminated and to avoid transmitting infections on your body. People can be 

reservoirs and portals of entry and exit, as well as a mean of transmission. The means 

of transmission is the way in which a micro-organism is picked up, for example 

indirect or direct contact. Hand washing is the most important action in infection 

prevention. Hands should be cleansed before and after patient contact, as well as 

between work procedures. As per Hambraeus (2005) alcohol-based hand rub should 

be used if hands are not visibly dirty when hands should first be washed with soap and 

water, as alcohol is proven to be more effective than ordinary hand washing.   

Chalmers and Straub (2006) points out that the purpose of personal protective 

equipment is to protect patients and staff. Gloves are to protect against blood or other 

body fluids. Hands must be washed before and after their use. Aprons are to protect 

you clothing and are to be worn when there is a risk of contamination. Personal 

protective equipment must be changed between patients and between procedures on 

the same patient.   

Influencing factors  

The result from observations and interviews in this study identified influencing 

factors within three categories; organization, knowledge and resources; that were 
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found to impact the performance of standard precautions aiming to prevent 

healthcare- associated infections.  

In the category organization the result of the analysis shows that the organization at 

the hospital both in terms of guidance, work organization, teamwork and reflection 

influenced the performance of standard precautions.  Pittet et al. (2008) points out the 

need for a system change in order to raise hygiene standards and thus prevent HCAI 

in line with the result in this study. In order for a improvement to occur it has to 

involve and change the whole system from work organization to individual attitudes.  

The result shows the importance of guidance and that the organization is working 

with these issues in order to maintain good hygiene standards. As well as how 

important it is to have common goals and guidelines for the prevention of HCAI, 

displaying what they want to achieve so that team members know what is expected of 

them and also have routines and instructions to lean on in order to uphold their 

assignments.  King (2012) supports this as he states the importance of having a 

system for and guidelines on prevention and control of infections in order to reduce 

HCAI. These guidelines must be accessible, easy to understand and carried out by all 

staff, and also by visitors and patients. In order for staff to know what to do to prevent 

HCAI the requirements for a good hygiene standard must be clear and guidelines have 

to display the role and responsibility of all staff.  Welsh, Flanagan, Hoke, Doebbeling 

and Herwaldt (2012) stated that in order for preventive work to succeed the 

management need to assign responsibility to specific persons and according to Pittet 

(2005) these responsibilities has to be clearly recognized and defined. Pittet (2005) 

points out that guidelines are important, but also structures within the workplace that 

enables staff to carry out hygiene precautions in the right way.  Cole (2011) pointed 

out that management and leaders have an important role in establishing patient safety 

by working for the prevention of HCAI through support to the staff in putting safer 

performances into practice.  This is supported by Welsh (2012) who found that 

organizational support is important for success.  

The result also highlights the importance of an organization where people work 

together, treat each other with respect and trust, support each other and have a good 

communication in the team. According to Cole (2011) infection prevention and 

control is everyone’s business and teamwork is essential in order to succeed in 
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reducing HCAI and good communication is crucial for an effective cooperation.  

Pittet et al. (2008) point out that the creation of a safety culture requires the 

participation of individual staff members as well as managers.  Welsh (2012) points 

out the importance of local, focused implementation where staff helps to adapt 

interventions to the specific work-place, providing ideas and expertise and taking into 

consideration existing procedures, resources and culture in order for the prevention to 

become successful as staff are expert about the setting, they know what must change 

and also how thing could improve. You need to identify a way of convincing staff to 

become involved, to motivate staff.  According to Pittet (2005) team members need to 

identify the problem and to develop approaches to resolve it. In order to implement a 

change you need to understand the social system and how it functions.  Factors that 

influence behavior include individual characteristics such as attitudes and beliefs, as 

well as the social environment that provides a social identity and role definition. 

According to Welsh (2012) understanding the culture and hindrances is important to 

foster change.  

The result also revealed the importance of openness and to create an atmosphere 

where the staff reflects and tries to learn from experiences. Reflective discussions 

within the team on what to do, how to do it and why as well as on the present situation 

in relation to precautions and goals in order to maintain a good hygiene standard was 

felt as something  that could have improved the way hygiene precautions were carried 

out. In order to uphold a good hygiene standard Cole (2011) states that a culture 

where the organization tries to learn from mistakes is important, for improvement it is 

even essential to learn from experiences. According to Maryon Davis (2007) an open, 

no-blame atmosphere where people feel comfortably to voice difficulties and 

concerns is necessary in order to improve on hygiene precautions and thus prevent 

HCAI. Cole (2011) also points out the importance of not attributing individual blame 

to create a reflective culture were you can learn from experiences. 

The result indicated the importance of commitment and motivation to do a good job 

and raise compliance to hygiene precautions. Aspects perceived to be of importance 

to good compliance is being supportive and encouraging within the work group as 

well as to enjoy the job and feeling appreciated.  According to Cole (2011) vital 

components in providing a healthcare that is safe and clean incudes not only that staff 

know what to do to prevent HCAI, but also to ensure that the right precautions are 
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carried out every time. For infection prevention to be effective it has to be part of 

everyday practice. For this to be possible a structured and supportive organization has 

to be in place. According to Cole (2011) an organization that integrates performance 

improvement processes into the healthcare work is essential for improvement as it 

influences the compliance. Burke (2003) states that factors that poses a hindrance to 

compliance includes confusing and impractical guidelines as well as insufficient 

commitment. According to Pittet (2005) factors such as job dissatisfaction and non-

attendance could affect compliance.  Compliance is a huge difficulty in the prevention 

of HCAI worldwide (Mortell, 2012). According to Cole (2011) the implementation of 

new precautions becomes problematic when the new practice opposes the current way 

thing are done. The first step towards change is to recognize the necessity for action 

and showing willingness to change.  Welsh (2012) states that in order for HCAI 

prevention to succeed support must exist all the way from top leaders to bottom 

workers, as well as that engagement must be existent bottom-up. Engaging staff by 

involving them and appointing persons in charge of prevention that could work with 

the issue, and guide and motivate others by pointing out the significance of prevention 

helps achieve the wanted goal. As per Mortell (2012) feedback is important for 

compliance. Relevant feedback that shows the result of the work done, given in a 

positive, no-blame manner, helps motivate staff. This is also supported by Cole 

(2011) who states that for a behavior to be attractive the result needs to be clear and 

visible. Welsh (2012) points out that by creating a sense of pride and accomplishment 

and celebrate success compliance increases.   

The result also showed that a lack of patient-centered care affected the compliance. 

When patients’ needs and safety are put first in order to do what is best for the 

patients’ prevention of HCAI becomes high priority. The Institute of Medicine (2001, 

cited in Cole, 2011) defines patients centered care as “providing care that is respectful 

of and responsive to individual patient preferences, needs, and values and ensuring 

that patient values guide all clinical decisions”. Pittet (2005) states that infection 

prevention can be used as a degree for the level of patient safety in a healthcare 

setting. Millar (2011) points out that failure to prevent HCAI reflects poor treatment 

as patients may be harmed by preventable HCAI. If preventable HCAI are accepted 

by healthcare providers they show a lack of respect for patient’s right to dignity and 

respect. Mortell (2012) states that nursing is a caring profession and thus should 
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include doing no harm.  A genuine belief in the advantages of hygiene precautions 

that prevents HCAI for patients’ safety is important for compliance and Welsh (2012) 

adds that the importance of prevention has to be pointed out to all healthcare staff, 

including management.  

In the next category knowledge the results highlighted the importance of 

understanding the significance of preventing HCAI as well as the consequences your 

behaviors has for the patients by having knowledge not only about what to do, but 

also why to do it. The result also shows the significance of consequence-oriented 

thinking – what do I want to achieve with what I do and what it the result if I do it in a 

certain way – to be able to adapt to different situations and circumstances. The result 

showed the importance that nurse students and registered nurses get a good 

foundation and learn a reflective thinking. Also lack of continuous training at the 

workplace felt as of important for the performance of hygiene precautions and thus 

the hygiene standard, training that focuses on how to achieve a goal with available 

resources.  

Pittet (2005) states that infection prevention precautions must rely on evidence-based 

recommendations. According to Ward (2011) education has an essential role in 

prevention of HCAI that will help increase compliance. Also Cole (2011) supports 

this by stating that in order to uphold the hygiene standard needed in order to provide 

a safe healthcare a crucial component is to ensure that healthcare workers know what 

to do to avoid infection.  Knowledge is thus important for compliance. According to 

Mortell (2012) continuous education is needed, this is supported by Maryon Davis 

(2007) who states that staff need effective, regular training.  Ward (2011) reached the 

same conclusion, for education and training to be effective it has to be a targeted 

ongoing process.  Also Welsh (2012) talks about continuous education and 

reeducation as necessary to uphold a adequate performance. Evidence need to be 

continuously shared so that staff understands the evidence supporting recommended 

practices. Understanding is a good foundation for high standard routines and also 

decision making in new or difficult situations.  Ward (2011) states that when it comes 

to educating nurses no evidence exists that one way of teaching is better than another, 

but rather that the use of different methods and strategies improves the result. Of 

importance is a broad education that visibly links theory with practice.  
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The result of this study showed an opinion that it was hard to adapt to evidence in the 

present setting. According to Cole (2011) compliance to evidence is affected by the 

relevance and fit with organization and practices at the workplace. According to Pittet 

et al. (2008) most HCAI preventive precautions are easy and cost-effective, but they 

also approach a conclusion that further research is needed in relation to low-income 

countries.  Welsh (2012) points out that in order to succeed with the challenge of 

preventing HCAI you have to start out in a small scale and shape the precautions after 

local needs and culture.  

The result also pointed out that the hygiene standard at the hospital reflected the 

hygiene standard in the society in general. King (2012) points out that adequate and 

correct information on prevention and infection should be provided to patients and 

visitors, as well as staff, in order to achieve the wanted hygiene standard.  

In the last category resources the result show that hygiene precautions where 

influenced by resources such as money, equipment, material and staffing. The 

availability of material and equipment affected the performance of hygiene 

precautions and were used as an explanation to inadequate performances. Pittet 

(2005), Mortell (2012), Burke (2003) and Welsh (2012) all points out that lack of 

resources affect how performance of hygiene precautions.  According to Millar (2011) 

many HCAI are predictable and could be prevented by cost effective actions. Also 

HCAI consumes resources that could be used for other things.  As I see it the most 

important you could do is to use the resources you have in the best way. 

Method discussion  

Various precautions were taken during the process of the study in order to guarantee 

trustworthiness. According to Polit and Beck (2008, p. 196) trustworthiness includes 

the following, intertwined, factors; credibility, transferability, dependability and 

confirmability. 

In this study credibility was upheld by the processes used. The methods used for data 

collection and analysis were structured and systematic, meeting the aim of the study, 

and are carefully presented to the reader, along with the aim and context of the study 

to prove the credibility as per Polit and Beck (2008, p. 539) Credibility deals with the 

accuracy in the data collected and interpretations made. Of importance are the 
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processes, and how well methods, context and collected data address the intended 

focus. To guarantee credibility data was collected using different methods and 

multiple sources, so called triangulation as described by Polit and Beck (2008, p. 

196).  

To make sure that the result reflects the collected data as well as the context in which 

the study took place, likewise of importance to the credibility, I used double checking; 

observations and interpretations were confirmed with participants as well as with the 

collected data as explained by Polit and Beck (2008, p. 71, 196)   

A detailed description of context and process of data collection and analysis as well as 

a detailed presentation of the result helped to achieve transferability. Transferability 

refers to the degree in which the result can be transferred into other settings, as per 

Polit and Beck (2008, p. 539). By describing methods used I also guaranteed the 

dependability in line with Polit and Beck (2008, p. 196, 539) meaning that the results 

should be consistent and stable if the same study was repeated with similar 

participants and in similar context.  

Care was taken to ensure that the finding mirrored the data collected from the 

participant and context of the study by minimizing biases and taking know biases into 

account so that no influences would cause a flaw in the result, according to Polit and 

Beck (2008, p. 196, 539) this is important to ensure the confirmability of the study.   

In this study I lived and worked at the site of research, being a part of the staff at the 

same time as conducting the study and thus observing and interviewing participants. 

Care was put into the way of approaching the research problem and the focus of the 

study as well as the processes and execution so as not to cause biases. This is 

important in order to generate trustworthiness as per Polit and Beck (2008, p. 197).  

The method of participant observation causes a challenge when it came to choosing 

what role I was to play in the group so as not to affect the way procedures were 

carried out and thus cause biases. According to Polit and Beck (2008, p. 402) care has 

to be put into the role so as not to influence that which is being observed and thus 

what data will be obtained. This challenge was meet by taking a step back and 

keeping a low profile so as to be able to observe procedures and not influence the way 

those were carried out. Care was put into gaining trust, acceptance and credibility in 
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the group. Data collection took place in different phases, being a process where I 

successively became more and more active. According to Polit and Beck (384, 402-

404) this process of getting into the group is important to generate trustworthiness.   

Difficulties occurred due to me being a stranger and a foreigner. I, as a nurse student 

form a different educational and healthcare system, stood out as the environment, 

organization and procedures were different and different knowledge was valued. In 

addition to cultural differences there were also communication difficulties due to a 

language barrier making it hard for me and participants to understand each other.  

This made the process of getting into the place, learning routines and procedures, and 

being accepted extra challenging. A challenge that was meet by giving it time and 

taking a step back when needed as well as showing the participants that I was 

interested in their way of doing things and letting them know that I was not there to 

judge or tell what was right or wrong.  

A method used to guard against biases due to subjectivity on my part was reflexivity 

meaning that I reflected critically on myself and my personal emotions, values, 

attitudes and prejudices that could affect data collection and analysis as per Polit and 

Beck (2008, p. 197, 370, 201-202).  Reflectivity it important so at to be able to take in 

what is going on and not let your thought and feelings became a hindrance, and 

especially so in an environment were a lot of what is going on is different to what you 

are used to or even contradict what you have been taught.   

Being a stranger and not part of the ordinary organization also had advantages. Not 

being associated with any specific group within the organization gave me a certain 

amount of freedom that I might not otherwise have had. Also there was an advantage 

in being able to observe with a new perspective and thus getting a chance to access 

information and see things that someone part of the organization might not have. This 

advantage is mentioned by Polit and Beck (2008, s 403).  

The participants were given information about the research as it was necessary to 

explain my presence since I could not always steep into the role of other students at 

the hospital because I had to observe how others worked. According to Polit and Beck 

(2008, p. 167) knowing that you are being observed is something that could affect the 

participants behavior and thus cause bias and lower the confirmability in the study. To 

avoid bias participants were given information about confidentiality i.e. that their 
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identity would be protected. Effort were put into being open and showing interest into 

how thing were done and that I wanted to learn. One difficulty was to get answers to 

my questions. The reason for this was never clear but could have been a mixture of 

the facts that they knew they were being observed and therefor felt vulnerable, 

communicational difficulties and them not being used to students asking those kinds 

of questions.  

Conclusions  

The prevention of healthcare-associated infections is a great challenge. A challenge it 

is important for healthcare providers to face, as HCAI is a risk for patient safety. By 

limiting negative consequences prevention of HCAI can reduce suffering, promote 

health, and increase well-being and quality of life of patients and hospital staff.  

When it comes to preventing HCAI low-income countries are faced with a lot of 

difficulties. Organization, knowledge and resources in the healthcare system affect the 

performance of standard precautions aiming to prevent HCAI.  To meet the challenge 

it is important with a good organization with structures and a climate that supports the 

prevention of HCAI. Also consequence-oriented knowledge and an understanding of 

the importance of preventing HCAI are essential for this work to succeed. Standard 

precautions have to be tailored after the existing organization and available resources. 

To meet the challenge of preventing HCAI everyone being a part of the healthcare has 

to be involved in and dedicated to the preventive work.  

Further research is needed on the challenge of preventing HCAI in relation to the 

present situation in low-income countries. Research on the occurrence, consequences 

and reasons behind HCAI focusing on low-income countries is needed in order to 

estimate the problem and evaluate intervention.  Standard precautions have to be 

based on and adapted to the factors influencing the performance based on 

organization, knowledge and resources in these countries and therefore research 

aiming to develop intervention programs for low-income countries is needed.  
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