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Abstract

Background: Healthcare-associated infections (HAIs) are among the most critical challenges for patients and healthcare providers.
To achieve the goals of the surveillance system, it is necessary to identify its barriers and problems. This study aimed to identify the
barriers and problems of the surveillance system for HAIs.

Methods: This qualitative study was conducted using the content analysis method to investigate the challenges of this surveillance
system from the perspective of 18 infection control nurses from hospitals in different cities of Iran with work experience of 1 to 15 years.
Data were collected through semi-structured interviews and analyzed using the Lundman and Graneheim qualitative content analysis
method.

Results: In this study, we found 2 categories and 7 subcategories. Two categories were barriers related to human resources and
organizational barriers to infection control. The 7 subcategories included weakness of medical staff in adherence to health principles,
obstacles related to patients, high workload and insufficient motivation, lack of staff knowledge, lack of human resources, functional
and logistical weaknesses, and weaknesses in the surveillance system.

Conclusion: To reduce problems and improve HAIs reporting, the HAIs surveillance system needs the support of health system
officials and managers. This administrative and support focus can establish the framework for removing and lowering other barriers,
such as the number of reported cases, physician and staff noncooperation, and the prevalence of HAIs. It can also bring HAIs cases
closer to reality.
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Introduction

“Healthcare-associated infections (HAIs) are infections
people get while they are receiving health care for another
condition. HAIs can happen in any healthcare facility, in-
cluding hospitals, ambulatory surgical centers, end-stage
renal disease facilities, and long-term care facilities (1).”
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These infections pose a great burden to patients (2). These
infections are caused by various factors such as bacteria,
viruses, and fungi. The 4 main types of these infections are
ventilator-associated pneumonia, bloodstream infections,
urinary tract infections, and surgical site infections (3).

1t What is “already known” in this topic:

Healthcare-related infections are a significant problem in Iran.
A representative surveillance system to detect and report health-
associated infections could be an important factor in controlling
these infections.

— What this article adds:
The healthcare-associated infection surveillance system is faced
with different challenges. Assistance from hospital and
university officials is necessary due to the system members' lack
of collaboration. Infrastructure upgrades and increased
monitoring are required for this system. To increase this system's
effectiveness, it is required to solve its challenges.
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These infections can cause various complications, such as
the increased risk of death, more extended hospital stay,
and higher treatment costs for patients (4).

The prevalence of HAIs differs in high-income and mid-
dle- and low-income countries. The prevalence of these in-
fections in high-income countries ranges from 1.4% to
5.1% (5-7) and in the middle- and low-income countries
from 6.3% to 17% (8-10). In Middle Eastern countries,
HAIs are a major problem and cause significant morbidity
and mortality (3). Based on 2 review studies in Iran, the
prevalence of HAIs was estimated to be about 4.5% (11,
12). Low- and middle-income countries face many prob-
lems in implementing programs to control HAIs (13). Prob-
lems such as lack of valid data (4), poor quality of labora-
tory data, poor communication at the local and national
level, provider workload, and hand hygiene have compli-
cated the surveillance system in low- and middle-income
countries (13). Improving each of these factors can be a
practical step in controlling HAIs. For example, improving
hand hygiene among nurses, physicians, and those involved
in cleaning will reduce the incidence of HAIs (14), or in-
creasing and changing nurse-to-patient ratios significantly
decreases the rate of HAIs (13).

An effective surveillance system can help providers plan
for HAIs reduction (15). Several countries are developing
and implementing systems to monitor HAIs to better plan
and identify them. In Iran, the system for surveillance of
HAIs has been developed and implemented since 2016
(16). In the designed system, the infection control nurses
(ICN) are responsible for identifying, reporting, and track-
ing the causes of HAIs, which requires the collaboration of
different hospital departments. Hospital department staff,
laboratories, team members, infection control committees,
and specialists are among the most important people in
identifying HAIs (16, 17). This system requires laboratory
and clinical evaluations to diagnose HAIs (18). If each of
these members cannot do their job correctly, identifying
and reporting HAIs can be challenging (16, 17).

Between 2015 and 2019, various qualitative studies were
conducted in Iran to examine a range of issues and chal-
lenges, including poor intersectoral collaboration, a lack of
human resources, a lack of awareness, the high workload of
ICNs, a lack of financial resources, underreporting of infec-
tions, antibiotic consumption from the perspectives of var-
ious people in charge of prevention programs, and the man-
agement of HAIs in Iran (19-21). Improving the surveil-
lance system and access to reliable information would save
costs, improve patient safety and quality of care, and pre-
vent infection outbreaks; however, information about HAIs
in the surveillance system is unavailable due to inadequate
infrastructure for infection prevention and control pro-
grams (13). Assessment of the problems and deficiencies of
the HAIs surveillance system is necessary for the imple-
mentation and continuation of effective interventions (15).
In designing this study, it was assumed that by examining
and analyzing the experiences of ICNs directly involved in
the HAIs surveillance system, the problems and barriers of
the HAIs surveillance system could be identified using a
qualitative method.
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Methods

Study Design

This study used a qualitative method with a conventional
content analysis approach to collect and analyze data. The
content analysis examines and explains a text’s concepts,
words, and phrases (22).

Sample and Setting

This study sampled 18 ICNs of 18 hospitals between De-
cember 22, 2021, and May 10, 2022, from 3 medical sci-
ences universities in Kerman province. The participants
were included from different hospital types (governmental,
private, teaching, police, social security, psychiatric, and
women's hospitals). Challenges with performance and im-
plementation are one of the issues with the HAIs surveil-
lance system; ICN is directly in charge of the HAI surveil-
lance programs. The ICN's responsibilities include data col-
lection and monitoring. Since ICN is directly responsible
for controlling and managing HAIs in hospitals (16), we in-
cluded them in this study. Participants had direct exposure
to hospital infection control in terms of barriers and issues
related to identification and reporting HAIs. Participants
had sufficient experience ranging from 1 to 15 years, were
physically and mentally healthy, and were fluent in Persian.
Participants were selected based on age, work experience,
education level, type of hospital, and the number of li-
censed beds. With their approval, interviews were done in
person at the ICNs' places of employment, with telephone
follow-ups as necessary. Interviews lasted between 40 to 50
minutes. Sampling continued until saturation was reached.
Saturation means that no new data are added to the data. In
this study, we reached saturation with 14 interviews. To en-
sure data saturation, the study continued with up to 18 in-
terviews.

The data collection method was a semi-structured face-
to-face interview by the first author. First, some questions
were asked, and a 2-way conversation was conducted to fa-
miliarize the participants with the interviewer. Then, ques-
tions were asked about the research topic, and participants
commented on their experiences in this regard. Some of the
questions were as follows: In your experience, what are the
challenges in identifying and reporting HAIs? What are the
roles of people and the problems associated with those peo-
ple in identifying and reporting HAIs? Then, some inquir-
ies were made in response to the participant’s responses to
elicit pertinent information (eg, can you elaborate? Can you
give an example?). The first author recorded all responses
after obtaining consent from the participants.

Data Analysis

The data analysis process was performed according to the
steps suggested by Lundman and Graneheim. For this pur-
pose, each interview was transcribed verbatim in the first
step to get an overview of the topic. Second, the text was
broken down into condensed units of meaning. Words and
phrases with relevant elements were summarized into each
meaning unit. Third, the summarized meaning units were
coded and labeled. In the fourth stage, the codes were di-
vided into subcategories and categories based on similari-
ties and differences. A category class at the manifest level
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is composed of related codes. Themes were created to ex-
press the latent meaning of the text once the underlying
meaning and content of the data were found (23). Any ob-
servations or suggestions that the researcher made while
collecting and analyzing the data were recorded in a memo
to be used in the next interviews. To compare the ideas ex-
tracted from the text, the participants reviewed part of the
text along with the initial codes, and the concepts created
were reviewed and confirmed. The analysis was performed
using MAXQDA 10 software (VERBI Software; Udo
Kuckartz).

Trustworthiness

We ensured the credibility, transferability, dependability,
and confirmability of the results. To ensure credibility, pro-
longed engagement, and member checks were conducted,
and notes were taken during the researcher's presence at the
hospital. Data transferability was enhanced by conducting
available samples and reviewing the details of the work. To
ensure dependability and conformability, the results were
reviewed by a person experienced in qualitative studies
(24).

To member check, 4 interviews were sent to the partici-
pants after coding and writing the results. We contacted
them if they had any more comments. The information
from each interview was transposed after each interview.
To gain an initial understanding of the data, 4 texts were
read several times by 2 research team members, and then
the coding process was conducted separately for each of
these studies. The coding team met for 2 sessions to review
and determine the codes. In case of disagreement in coding,
the problem was resolved by consulting with the members.
After 2 meetings with the team members and a review of
the text of the articles, the relevant codes were determined.
To ensure consistency of the codes, a team member
checked the given codes using 2 texts, and the final codes
were defined.

Results

The age of the participants ranged from 35 to 55 years,
and they were women. The hospitals where they worked
had between 100 and 350 beds. Participants reported work-
ing 8 to 10 hours per day, although some indicated that this
time was spent more than infection control due to various
tasks.

According to the opinions of the ICNs, the 2 categories
of direct and indirect barriers to controlling, detecting, and
reporting HAIs were as follows: barriers related to human
resources in infection control and organizational barriers in
infection control. Each of them was divided into subcate-
gories. Subcategories related to human resource barriers in
infection control included weakness of the medical staff in
adhering to health principles, barriers related to patients in
infection control, and subclasses associated with the class
of organizational barriers in infection control, including
high workload and insufficient motivation to perform tasks,
lack of knowledge of medical staff, lack of workforce,
functional and logistical weaknesses in infection control,
and weakness in the monitoring and surveillance system

N. Nasiri, et al.
(Table 1).

1- Barriers Related to Human Resources in Infection
Control

The ICNs state that there are a number of human re-
source-related barriers to preventing and controlling HAISs,
including patient barriers to infection control and the med-
ical staff's poor adherence to health principles.

1.1. Weakness of the Medical Staff in Complying with
Health Principles

1.1.1. Failure of Physicians and Nurses to Adhere to
Health Principles

Physicians and nurses who provide care to patients play
an essential role in causing HAIs and must follow the prin-
ciples to control and prevent infections. "In recent years,
we have not been able to tell the medical group to ... [ad-
here to the health principles]. The staff also says if it's bad
for us, it's bad for them [adherence to health principles is
low]." (ICN 7).

1.1.2. Lack of Cooperation by Physicians in Identifying
Cases of Infection

ICNs stated that physicians' cooperation with the HAIs
control unit is not good and that physicians need training.
They said that physicians' perceptions of HAIs were nega-
tive and that this had a negative impact on their work, caus-
ing them to fail to report HAIs and fail to admit patients
who had HAIs back to the hospital. "In general, physicians
do not have a good view of the term hospital-acquired in-
fection, which means that if it's their practice, the patient is
now going to the doctor's office to be treated as an outpa-
tient. They do not like it when a hospital infection is discov-
ered.” (ICN 10).

1.1.3. Failure of the Head Nurse to Cooperate in Identify-
ing and Reporting Infection Cases

The department's physicians and staff performance are
monitored by the head nurse, who can see obstacles and is-
sues connected to HAIs. If necessary, the head nurse can
report these issues to the ICNs and assist in the planning
and implementation of the training program. The head
nurse can help encourage more HAIs to be reported and
more accurate statistics to be compiled, either in person or
by encouraging staff. "I cannot go to the wards more than
twice a week because that leaves the rest of the work...the
head nurse will give a warning as soon as they see it... but
they often do not pay attention because they say they are
busy.” (ICN 7).

1.2. Patient-Related Barriers to Infection Control

1.2.1. Lack of Patient Cooperation in Post-Discharge Fol-
low-up

Post-discharge follow-up can help with review and edu-
cation reminders and identify issues leading to HAIs. Due
to a lack of post-discharge follow-up, patients who have de-
veloped infection may not be counted, and HAIs may be
underestimated. There is evidence that patients do not re-
spond appropriately to calls from ICNs. ” It's a bit challeng-
ing that we can't just [speak] with the patient to see what
the next problem is when the patient returns home since
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Table |. Barriers and challenges to identifying and reporting health-associated infections in Iran

Themes Categories Subcategories

Codes

Weakness of the medical staff in
complying with health principles

Barriers related to hu-
man resources in infec-
tion control

Failure of physicians to adhere to health principles.

Failure of nurses to adhere to health principles.

The poor supervision of the head nurse on the health principles
observed by the staff working in the department

Failure of the head nurse to cooperate in identifying and re-
porting infection cases

Non-cooperation of staff and infection control link nurses of
each department in identifying and reporting infection cases
Lack of cooperation by physicians in identifying cases of in-
fection

Non-cooperation of laboratory staff to send culture results
Poor cooperation between different departments of the hospital

Patient-related barriers to infec-

tion control

Failure of patients to continue treatment

Poor economic conditions of patients

Lack of awareness among patients regarding infection control
Lack of awareness of patients' families regarding infection
control

Non-cooperation of patients in follow-up after discharge

Lack of patient families cooperation in post-discharge follow-

up

High workload and insufficient
motivation to perform tasks

The traumatic

High workload of nursing staff
High workload of laboratory staff
Side responsibilities of ICNs”

The insufficient motivation of ICNs

background of
healthcare-as-
sociated infec-

tions staff

Lack of knowledge of medical

Lack of knowledge of personnel involved in patient care
Lack of knowledge of ICNs

Lack of knowledge of physicians

Inadequacy of educational programs

Lack of knowledge of hospital and university officials about
infection control

Lack of human resources

Lack of nursing staff working in the departments

Lack of laboratory staff

Lack of workforce in the office of infection control
Inappropriate distribution of infectious diseases specialists

Organizational Barriers
to infection control

Functional and logistical weak-

Low-quality materials

Inappropriate physical space of departments
Lack of equipment and materials

ICNs lack access to the HIS &

nesses in infection control

Lack of equipped laboratories in the hospital

HAISs* are not a priority for hospital and university administra-
tors

Lack of support from hospital and university administrators

Weakness in the monitoring and
surveillance system

Passive surveillance system

Underreporting

Lack of necessary infrastructure for communication between
medical centers

Lack of necessary infrastructure for post-discharge tracking
and follow-up

Inadequate monitoring of antibiotic use

Inactivity of the infection control team and committee

Lack of feedback

" ICNs: Infection control nurses; ¢ HIS: Hospital information system; # HAIs: Healthcare-associated infections.

most of the time they don't answer us and get furious about
why we contacted them. " (ICN 3).

2. Organizational Barriers to Infection Control

2.1. High Workload and Insufficient Motivation to Per-
form Tasks

The workload of medical and paraclinical staff and ICNs
plays an important role in implementing HAIs control and
prevention programs. One of the problems and challenges
in the HAIs surveillance system is the high workload of
various staff dealing with HAIs and the low motivation of
ICNs due to a lack of support and specific and proper or-
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ganizational position and financial benefits. "The least no-
ticed place is the infection control department. There is
only one. The legal status I have as an infection control
nurse is that I work in the hospital but do not have a specific
position in a department.” (ICN 11).

2.2. Lack of Knowledge of Medical Staff

2.2.1. Lack of Knowledge of Physicians

The role of physicians in HAIs control and prevention is
critical. Because education is essential to implementing
HAIs programs, updating information for physicians and
educating them about infection control and prevention


http://dx.doi.org/10.47176/mjiri.37.57
https://mjiri.iums.ac.ir/article-1-8356-en.html

[ Downloaded from mjiri.iums.ac.ir on 2026-06-14 ]

[ DOI: 10.47176/mijiri.37.57]

N. Nasiri, et al.

should be on the agenda of HAIs surveillance system plan-
ners and implementers. "A course specifically for physi-
cians would be significantly better. Specifically, there
might be a lot more patients if physicians reported.”" (ICN
8).

2.3. Lack of Human Resources

2.3.1. Inappropriate Distribution of an Infectious Disease
Specialist

A hospital may experience difficulties if there is no in-
fectious disease expert on staff who can confirm HAIs. The
number of cases found could decline as a result. The lack
of an infectious disease specialist in hospitals with a small
number of beds and a single specialty can be a barrier to
HALISs detection and control, which was more common in
some hospitals during infectious disease epidemics such as
the COVID-19 pandemic. "[One of the problems] is the
lack of a resident infectious disease physician in hospitals,
especially single-specialty hospitals." (ICN 13).

2.4. Functional and Logistical Weaknesses in Infection
Control

2.4.1. ICNs Lack of Access to the Hospital Information
System (HIS)

Lack of access to the HIS system and an equipped labor-
atory was one of the problems reported by ICNs. Removing
the obstacles and problems and providing the necessary in-
frastructure for better HAIs detection is one of the basic re-
quirements for the HAIs surveillance system. " We must
have access to the systems [HIS], be able to diagnose ac-
curately, and have access from anywhere else if we are to
avoid missing the patient or the infection.” (ICN 5).

2.4.2. Lack of Equipped Laboratories in the Hospital

One of the weaknesses of a HAIs surveillance system
was the lack of a well-equipped and functional laboratory
for HAIs detection. Without a laboratory in the hospital, it
is challenging to identify HAIs cases. This issue gets worse
when, despite the hospital having a laboratory, the labora-
tory lacks the tools necessary to detect cases despite the use
of antibiotics, and when, despite a clinical diagnosis of
HAISs, the specimen sent turns out to be negative due to the
use of antibiotics before the culture is sent, which increases
the number of false-negative results for HAIs. Evidence
shows that some hospitals do not have the necessary equip-
ment to detect HAIs cases despite the use of antibiotics.
"We do not have an active laboratory system that informs
us of antibiotic resistance or cultures at the right time,
which means that the microbiology department of the la-
boratory has to deal with a lack of staff and equipment.”
(ICN 8).

2.4.3. Lack of Support from Hospital and University Ad-
ministrations

HAISs control, like any other program, requires the help
and support of officials. The lack of support from officials
results in the HAIs control program not being taken seri-
ously by staff in treatment and paraclinical departments and
by subordinate officials, and thus the success of control
programs declines. It seems that the performance of hospi-
tal officials and deputy treatment for prevention and control
of HAIs is inadequate because ICNs indicated that they do

not have the support of officials, including hospital officials
(eg, director of nursing). "If a decision is taken in the infec-
tion control committee, the board of the hospital should
support the expert for the decision to be taken." (ICN 18).

2.5. Weaknesses in the Monitoring and Surveillance
System

2.5.1. Lack of Necessary Infrastructure for Post Dis-
charge Tracking and Follow-up

Among the problems in identifying HAISs is the system of
post discharge follow-up. Enabling the post discharge fol-
low-up system can help increase the number of HAIs re-
ported. "The patient leaves the hospital; then, there is not
much follow-up, it is not possible at all for one person to
take over tasks both in the hospital and outside the hospi-
tal." (ICN 2).

2.5.2. Lack of Necessary Infrastructure for Communica-
tion Between Medical Centers

One of the effective factors in identifying and controlling
HALISs is interhospital communication and awareness of the
length of hospital stay and actions taken. Lack of adequate
communication and access to procedures and treatments
may be the missing piece in identifying and controlling
HAIs. ICNs indicated a lack of ability to communicate and
track actions taken at the hospital where the patient was
previously hospitalized. "If I had a case of HAIs from an-
other hospital here and it's being treated, I can establish
that relationship with that hospital appropriately so that at
least we can do something for the patient to prevent these
cases from recurring.” (ICN 15).

Discussion

Among the essential problems standing in the way of the
HAIs surveillance system are misdiagnosis and underre-
porting of HAIs, which is one of the problems of the HAIs
surveillance system in Iran (25). According to the results of
this study, there are several reasons for these problems in
Iranian hospitals. These problems included insufficient at-
tention of hospital managers (president, hospital director,
and nursing director) and deputy treatment managers, lack
of cooperation of some physicians, inappropriate distribu-
tion of infectious disease specialists in some hospitals, and
lack of cooperation of head nurses, nurses, and laboratory
staff. According to the ICNs, the shortage of nursing and
laboratory staff and the heavy workload of nursing and la-
boratory staff can be considered as the reason for their non-
cooperation. The logistical weakness of HAIs control and
prevention is a major challenge and has caused HAIs sur-
veillance system programs to deviate from their goals.

According to the ICNs, managers at different levels are
not doing enough for the HAIs control and prevention pro-
gram, and it seems that HAIs are not among the priorities
of health managers; this problem was also mentioned in an-
other study in Iran (19). If so, the HAIs system needs the
cooperation of these people. Inadequate support from these
individuals is an important barrier to infection control in
hospitals in the country (26). Involving leaders in the HAIs
control program leads to the allocation of more resources,
motivation of staff, planning of training needs, feedback,
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and transparency about HAIs (27). Leaders can identify
HALISs as a priority, and their perspective improves commu-
nication with lower levels of management and frontline
staff. The appropriate adjustments can also be made by
managers to help the HAIs control program. Frontline em-
ployees are reminded to put forth their best effort in HAIs
control by managers' attention to the program and their vis-
its to carry out the program. Providing appropriate feedback
to staff on how they are performing about HAIs informs
them on how to provide clinical care that does not result in
HAIs. When managers are at the center of the HAIs control
program, they can help strengthen the HAIs control pro-
gram by identifying weaknesses in staff training and repli-
cating the best training for staff (28). To be successful with
HAISs control programs, managers should pay more atten-
tion to HAIs. For example, the nurse manager's attention to
the program enhances the performance of the head nurse
who plays a key role in properly implementing infection
control programs. Indeed, managers' views of staff indicate
that the HAIs control program and the errors that led to
HAIs are among the system's priorities. Therefore, despite
the fact that everyone is aware of the busy work that treat-
ment area managers do, they should be aware of the fact
that they play a crucial and vital role in the HAIs surveil-
lance system. They should also pay close attention to this
crucial issue.

A significant factor in the underreporting of HAIs may
be the lack of collaboration among physicians and the im-
proper distribution of infectious diseases specialists in
some hospitals, particularly in small hospitals and hospitals
with Single-specialty. Meanwhile, this problem is still a
challenge in implementing infection control system pro-
grams in hospitals where the role of physicians in HAIs
control and prevention programs is clear and specific (29).
When there is no collaboration in defining HAIs types
based on the HAIs system guidelines, it is impossible to
identify and confirm HAIs (30). This lack of collaboration
may be caused by some physicians' lack of knowledge
about HAIs and the surveillance system. Therefore, in-
creasing physicians' knowledge, awareness, and empower-
ment is a crucial issue that should be taken into account
(29). According to the ICNs in the present study and previ-
ous findings, this is true even though only a small number
of physicians participate in educational workshops (29).
Implementing a successful HAIs prevention and control
program requires collaboration among all stakeholders
(31), particularly physicians, infection control specialists,
and infection control committee members (20). Therefore,
policymakers, planners, and health care leaders should con-
sider how to encourage and raise awareness of physician
participation in the HAIs surveillance system and identify
barriers and issues that may be the reason for the lack of
physician cooperation and infectious disease specialists in
some hospitals.

The present HAIs control and prevention surveillance
system faces weak collaboration among all nurses, espe-
cially infection control link nurses and laboratory staff. The
success of surveillance system programs depends on the
quality of data collected. Many people are collecting data
in the surveillance system (32). According to another study
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from Iran, collaboration among the people involved in the
hospital surveillance system is necessary for the program's
success (20). Since nurses have the most contact with pa-
tients, their teamwork, especially with physicians, is a great
help in control programs (33). Infection control link nurses
provide a link between nurses and the infection control
team (34). The lack of cooperation among staff results in a
failure to recognize the true burden of these infections. This
lack of cooperation has already been noted in another qual-
itative study in Iran (19). The lack of adequate staff coop-
eration may have reasons such as the high workload of staff
(19) due to the high volume of clerical tasks in addition to
patient tasks (26) and the low number of human resources
(19). The lack of time for daily activities (29) has made it
impossible to implement the daily infection control pro-
gram. However, it must be remembered that insufficient
employee comprehension of low-risk situations and
knowledge (35) may also be contributing factors to the low
level of staff involvement with the infection control pro-
gram. Therefore, training programs should be improved ac-
cording to the effective role of training (26), and regular
and consistent training programs (32) should be imple-
mented. Officials should note that increasing nurses'
strength and resilience for infection control is also im-
portant for infection control programs (34). Staff members
should pay more attention to the fact that their lack of at-
tention to the infection control issue may significantly im-
pact the implementation of the program in addition to de-
creasing issues such as staff workload and raising staff
awareness on behalf of treatment area officials. Logistical
deficiencies, such as limited access to electronic systems, a
lack of equipment, low-quality materials, and a lack of a
laboratory with the necessary tools, are one of the chal-
lenges in the control and prevention of HAIs. Access to data
is an essential requirement and one of the challenges of the
HAIs control and prevention program. To successfully im-
plement the HAIs prevention and control program, it is nec-
essary to have access to the required data at all times (26).
Time is successfully freed up for other HAIs prevention
program activities, such as staff training, when HAIs are
identified, tracked, and reported using an electronic system.
However, we should not forget that not all problems can be
solved with the electronic system, which is not a compre-
hensive solution to the HAIs problem (36). In addition to
the lack of access to an effective electronic system, the low
quality of materials, which was also mentioned in another
study in Iran, also leads to the inability of some healthcare
workers to comply with hygiene principles (19). In addition
to the low quality of materials, the lack of equipment also
makes staff less able to comply with hygiene principles
(37). Using gloves and masks and adhering to standard pre-
cautions are important issues in HAIs control. Another
study in Iran has cited this issue as a solution to reduce
HAIs (20). The microbiology laboratory is one of the most
important components of the HAIs surveillance system
necessary to identify new HAIs cases and microbial re-
sistance. The lack of a well-equipped laboratory in some
hospitals is also one of the challenges of the existing HAIs
control and prevention program. Although having a micro-
biologist on staff, who is a crucial and significant element
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of the infection control team, is necessary for the HAIs con-
trol program, it is impossible to identify (38) and treat HAIs
effectively without a properly equipped laboratory (39).
Therefore, resolving logistical issues and weaknesses is
crucial to the HAIs prevention and control program, and
formal planning should be established to address logistical
issues. This is something that health officials should take
into consideration. The main barriers and suggestions for
infection prevention and control (IPC) were evaluated in
different countries. According to a study in Sweden, the
barriers to IPC were poor unit-level commitment to HAI
concerns, inadequate support at higher management levels,
limited time allotted for HAI work, incorrect staff percep-
tions of their roles in the HAI issue, and low perceptions of
staff about IPC (29). Also, a study showed that the main
barriers to control HAI caused a lack of infrastructure, a
scarcity of skilled employees, and a lack of trained person-
nel (40). According to research conducted in 8 low-and
middle-income countries, the main obstacle to IPC was a
lack of resources, which included a lack of hospital furni-
ture, medications, and necessary IPC supplies, including
cleaning equipment (41). The main obstacles in Mongolia
were a lack of laboratory space and an inadequate budget
for IPC (42). Additionally, the following recommendations
were made for the IPC: provide staff with competitive in-
centives, (43, 44), ensure that tools and supplies are useful,
(43), and establish a system of feedback following the re-
porting of an infection, (40, 43, 44), develop automation
options to facilitate and improve data collection, (45, 46),
raise the standards of the surveillance system, lessen the
workload, lengthen follow-up periods, (46), and evaluate
the structure of facilities and laboratories (40). Increase
staff communication and IPC awareness (41,43,44), make
IPC their primary responsibility, integrate IPC as a struc-
tural educational element into study program curricula (44),
update the policy (47), and allocate sufficient funds (43,
47).

Limitations

First, we included the ICNs from governmental hospi-
tals, most of which were included in the south of Iran. Be-
cause the culture, facilities, workforce, logistics, manage-
ment structure, roles, and responsibilities are different in
different hospitals and other regions, the results could not
be generalizable to other hospitals in other parts of the
country. Second, 2 biases could have an impact on the find-
ings and generalizability of this study: selection bias as the
participants were selected using convenience sampling in
accordance with the framework of a qualitative study, and
information bias as some participants may have exagger-
ated the barriers as the study was conducted in the time of
the COVID-19 pandemic. Thus, it is recommended that this
study be conducted in other areas of the country.

Conclusion

A few issues with Iran's HAI surveillance system include
insufficient reporting, the incorrect allocation of infection
specialists, and certain physicians' lack of cooperation, as
well as the lack of cooperation among infection control link

N. Nasiri, et al.

nurses. Treating physicians seem concerned, which has af-
fected their practice of HAIs reporting and makes some of
them hesitant to report HAIs. HAIs control, however, has
not been given top importance in the daily routines of staff
members due to their heavy workload. The HAIs surveil-
lance system program needs the attention of health officials
and managers. The attention of officials and managers is,
directly and indirectly, focused on increasing coverage and
improving indicators of the HAIs surveillance system. Re-
ducing the logistical problems of the HAIs control and pre-
vention program is necessary to achieve the goals of the
program along with other measures.
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