
R E S E A R C H Open Access

© The Author(s) 2024. Open Access  This article is licensed under a Creative Commons Attribution 4.0 International License, which permits use, 
sharing, adaptation, distribution and reproduction in any medium or format, as long as you give appropriate credit to the original author(s) and 
the source, provide a link to the Creative Commons licence, and indicate if changes were made. The images or other third party material in this 
article are included in the article’s Creative Commons licence, unless indicated otherwise in a credit line to the material. If material is not included 
in the article’s Creative Commons licence and your intended use is not permitted by statutory regulation or exceeds the permitted use, you will 
need to obtain permission directly from the copyright holder. To view a copy of this licence, visit http://creativecommons.org/licenses/by/4.0/. The 
Creative Commons Public Domain Dedication waiver (http://creativecommons.org/publicdomain/zero/1.0/) applies to the data made available 
in this article, unless otherwise stated in a credit line to the data.

Houben et al. BMC Public Health          (2024) 24:704 
https://doi.org/10.1186/s12889-024-18159-9

BMC Public Health

*Correspondence:
Famke Houben
f.houben@maastrichtuniversity.nl

Full list of author information is available at the end of the article

Abstract
Background Adequate implementation of infection prevention and control (IPC) in residential care facilities (RCFs) 
for people with intellectual and developmental disabilities (IDDs) is crucial to safeguarding this vulnerable population. 
Studies in this field are scarce. This study aimed to identify perceived barriers to and facilitators of IPC among 
professionals working in these settings, along with recommendations to improve IPC, to inform the development of 
targeted interventions.

Methods We administered an online questionnaire to 319 professionals from 16 Dutch RCFs for people with 
IDDs (March 2021-March 2022). Perceived multilevel barriers and facilitators (guideline, client, interpersonal, 
organisational, care sector, and policy level) were measured on a 5-point Likert scale (totally disagree-totally agree). 
Recommendations were assessed using a 5-point Likert scale (not at all helpful-extremely helpful), supplemented by 
an open-ended question. Barriers, facilitators, and recommendations were analysed by descriptive statistics. Open 
answers to recommendations were analysed through thematic coding.

Results Barriers to IPC implementation included the client group (e.g., lack of hygiene awareness) (63%), competing 
values between IPC and the home-like environment (42%), high work pressure (39%), and the overwhelming quantity 
of IPC guidelines/protocols (33%). Facilitators included perceived social support on IPC between professionals and 
from supervisors (90% and 80%, respectively), procedural clarity of IPC guidelines/protocols (83%), and the sense of 
urgency for IPC in the organisation (74%). Main recommendations included the implementation of clear IPC policies 
and regulations (86%), the development of a practical IPC guideline (84%), and the introduction of structural IPC 
education and training programmes (for new staff members) (85%). Professionals also emphasised the need for IPC 
improvement efforts to be tailored to the local care context, and to involve clients and their relatives.
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Background
Institutional care settings such as residential care facili-
ties (RCFs) for people with intellectual and developmen-
tal disabilities (IDDs) place residents at an increased risk 
of infection [1–5]. Individuals residing in these insti-
tutions often have underlying health conditions and 
compromised immune systems, making them more sus-
ceptible to infections [2–5]. In addition to host factors, 
facility factors such as grouped-living conditions and 
frequent close contact with healthcare workers (HCWs) 
may lead to a higher risk of onset and transmission of 
infectious diseases [1]. Notably, previous Dutch stud-
ies have underscored the significant impact of infectious 
diseases in disability care settings, for both residents and 
HCWs. During the COVID-19 pandemic, the attack rate 
within disability care was 92%, far higher than in other 
outbreaks [4]. Furthermore, another Dutch study indi-
cated higher rates of COVID-19 seroprevalence among 
HCWs in disability care compared to other care sectors 
and the general population [6]. Therefore, infection pre-
vention and control (IPC) is critical in such settings to 
minimise the spread of infectious diseases and promote 
the health and safety of residents and HCWs.

HCWs play a critical role in preventing the spread of 
infectious diseases by following appropriate IPC pro-
tocols, such as hand hygiene and the use of personal 
protective equipment. However, previous studies have 
demonstrated suboptimal compliance of HCWs with IPC 
practices in disability care settings [7, 8]. The urgency 
to improve IPC in the disability care sector has been 
underscored by the findings of a recent report by the 
Dutch Health Inspectorate [8], which has concluded 
that IPC implementation requires further improvements 
and called for urgent action to enhance IPC in this care 
setting.

While HCWs play a crucial role in preventing the 
spread of infectious diseases through individual behav-
ioural changes [7, 9], successful IPC requires consider-
ing broader multilevel factors [10–12]. These factors 
— operating at micro, meso, and macro levels — encom-
pass barriers and facilitators that play an important role 
in shaping the success of IPC efforts [11, 13–16]. At the 
micro level, client-related factors, such as a lack of patient 
education or non-compliance regarding IPC may come 
into play [16]. In addition, interpersonal factors, such 
as exemplary behaviour among colleagues and HCWs 

stimulating clients to implement adequate IPC practices 
can facilitate IPC [11]. At the meso level, facilities should 
have clear policies in place to guide IPC practices, such as 
continuous IPC training programmes [11, 12]. Further-
more, managerial support and organisational priority, as 
well as IPC material and resource availability, are vital 
in ensuring the sustainability of IPC programmes. At 
the macro level, care sector and policy factors may also 
influence IPC [11]. For instance, the prevailing values 
and professional norms within the disability care sector 
can shape the attitudes and behaviours of HCWs regard-
ing IPC. Additionally, access to adequate funding and 
resources, legislation and regulatory frameworks, and 
public policies may impact IPC efforts [11]. Moreover, 
the work frame of IPC is often articulated in guidelines. 
Well-defined national guidelines and their implementa-
tion in facilities can provide the necessary structure and 
direction for successful IPC [11].

The effectiveness of IPC can be influenced by various 
factors on multiple levels that may hinder or enable IPC 
[11, 13, 15]. Identifying these potential barriers and facili-
tators as perceived by professionals, and incorporating 
recommendations from professionals can improve the 
effectiveness of IPC programmes, and increase engage-
ment and commitment to IPC [17]. While there are 
substantial studies on IPC in hospital and nursing home 
settings, studies examining IPC in disability care settings 
are limited [7, 11]. Therefore, this study aimed to examine 
the perceived barriers to and facilitators of IPC among 
professionals in RCFs for people with IDDs on vari-
ous levels, including the guideline, client, interpersonal, 
organisational, care sector, and policy level. This study 
also aimed to identify recommendations reported by 
professionals to improve IPC in these settings. The objec-
tive was to validate previous qualitative findings among a 
broader professional group and rank the perceived bar-
riers and facilitators. The findings of this study can help 
develop more effective IPC strategies that address the 
specific challenges faced in RCFs for people with IDDs.

Methods
Study design and setting
This cross-sectional study involved administering ques-
tionnaires to HCWs in RCFs for individuals with IDDs. 
It formed a part of a larger mixed methods study (NIEZT, 
Needs assessment for infection prevention among 

Conclusions To improve IPC in disability care settings, multifaceted strategies should be adopted. Initial efforts 
should involve clients (and relatives), develop a practical and context-specific IPC guideline, encourage social support 
among colleagues through interprofessional coaching, reduce workload, and foster an IPC culture including shared 
responsibility within the organisation.
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healthcare professionals outside the hospital) (grant 
number: 331,618), which objective was to examine IPC 
compliance and its determinants among professionals 
from RCFs for people with IDDs in the Netherlands.

Although efforts have been made to improve IPC in 
the disability care sector, effective IPC implementation 
remains challenging for many facilities [7, 8]. Neverthe-
less, an increasing number of disability care facilities are 
motivated and willing to address this issue and optimise 
IPC implementation.

The diversity in the care sector regarding different 
professionals (non-medical vs. non-medical) and clients 
(ranging from clients with mild disabilities to clients with 
severe or profound disabilities) has been recognised to be 
a challenge for IPC [11, 18]. In addition, the care sector is 
characterised by diverse types of care provision, includ-
ing residential care, ambulatory care, and assisted living 
care, which may also pose challenges regarding IPC [18].

Participants
Participants consisted of professionals from 16 RCFs for 
people with IDDs located in the southern and western 
parts of The Netherlands. Our objective was to compre-
hensively examine multilevel barriers and facilitators to 
IPC implementation. Therefore, we sought the partici-
pation of professionals with various educational back-
grounds and occupations, working at multiple layers 
within the organisation. We included HCWs and mana-
gerial and policy-related professionals. Managerial and 
policy professionals were included for their perspectives 
on policies, workflows, and funding and resource allo-
cation, providing valuable insights into potential barri-
ers and facilitators at the organisational or policy level. 
Administrative personnel, primarily engaged in adminis-
trative tasks, were excluded due to their limited exposure 
to clients and IPC dynamics.

Recruitment and data collection
For this study, a convenience sampling approach was 
used to select participants. First, we contacted a contact 
person at each umbrella organisation in the disability 
care sector via email or telephone, explaining the study’s 
purpose and inviting voluntary participation. If the con-
tact person agreed to participate, they were asked to 
distribute the online questionnaire among their organisa-
tion’s staff members via an online platform. As an incen-
tive for participation in the study, facilities that obtained 
a minimum of 30 responses from their staff members 
were provided with a facility-specific report that ranked 
the perceived barriers, facilitators, and recommendations 
reported by professionals.

To ensure the questionnaire’s suitability, we consulted 
with experts in the disability care sector to obtain their 
input before distributing it to our participants. The 

questionnaire was piloted among disability care physi-
cians and reviewed by infection control professionals. 
These experts confirmed the questionnaire’s applicability, 
and only minor modifications were made. Before start-
ing the questionnaire, participants provided their con-
sent online after being provided with information on the 
objectives and content of the study.

If no responses were received after two weeks of the 
initial request, we sent a reminder to the contact per-
son of the respective organisation. The data collection 
period lasted from March 2021 to March 2022, during 
the COVID-19 pandemic (mainly Alpha and Delta vari-
ant periods).

Measurement instrument and study variables
The questionnaire included 45-items regarding barriers 
to and facilitators of IPC on the guideline, client, inter-
personal, organisational, care sector, and policy level. 
Although guidelines are typically designed at the national 
or policy level and implemented at organisational level, 
considering their specific characteristics is important to 
understand their impact on IPC practices. The included 
items were based on qualitative findings of our previous 
study in the disability care setting [11], and established 
theoretical frameworks including the MIDI checklist of 
Fleuren et al. [14], the TICD checklist of Flottorp et al. 
[15], and theories of Grol and Wensing on incentives and 
barriers to healthcare changes [13].

Participants were asked to indicate to what extent they 
perceived an item as a facilitator or barrier by respond-
ing on a 5-point Likert scale from 1 (“totally disagree”) 
to 5 (“totally agree”). In addition, an “I do not know” 
answer option was added, as we included a broad set of 
different professionals (HCWs, managerial, and policy-
related professionals). Example questions included: “The 
guidelines/protocols clearly describe the IPC activities I 
should perform and in which order.” (procedural clarity, 
guideline level), “Clients will generally not cooperate if 
IPC should be applied.” (lack of client cooperation, client 
level), “I can count on adequate assistance from my col-
leagues if I apply IPC.” (perceived social support, inter-
personal level), “High work pressure affects structural 
IPC application.” (high work pressure, organisational 
level), “The home-like environment poses dilemmas 
when applying IPC.” (competing values between IPC and 
the home-like environment, care sector level), “Govern-
ment agencies, such as the National Institute for Public 
Health and the Environment (RIVM), have sufficient ini-
tiatives and policies in place that focus on IPC.” (policy 
efforts of governmental agencies, policy level). The direc-
tion of the formulation of items (i.e., whether a factor 
was a facilitator or barrier) was based on the qualitative 
findings of our previous study [11], and based on theo-
ries of Fleuren et al. [14], Flottorp et al. [15], and Grol 
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and Wensing [13]. Furthermore, in order to mitigate 
response bias and maintain respondent engagement, the 
direction of certain questionnaire items was intentionally 
alternated. Moreover, some included items are specific 
methods to improve IPC and were therefore positively 
formulated to examine the extent to which these factors 
already existed. To identify additional perceived barri-
ers and facilitators to IPC, an open-ended question was 
included. In addition to perceived barriers and facilita-
tors, items on recommendations were included. These 
items on recommendations were based on existing 
behaviour change methods [19, 20], and previous quali-
tative findings [11]. Respondents were asked to rate the 
helpfulness of each recommendation on a 5-point Likert 
scale from 1 (“not at all helpful”) to 5 (“extremely help-
ful”). We also included an open-ended question to cap-
ture additional recommendations from professionals on 
how to improve IPC.

Data analysis
We only used complete questionnaires for analysis. The 
data was analysed using descriptive statistics to deter-
mine the proportion of professionals who perceived 
each factor as a facilitator or barrier to IPC implemen-
tation. Response options “(dis)agree” and “totally (dis)
agree” (score of 4 or higher on the 5-point Likert scale) 
were categorised as facilitator or barrier. To determine 
the proportion of professionals who perceived each fac-
tor as facilitator or barrier, we divided the number of pro-
fessionals who scored 4 or 5 (for facilitators or barriers) 
by the total number of participants that answered the 
question. The results were reported as percentages and 
frequencies. The answer option “I do not know” was con-
sidered as missing data and not included in the frequency 
calculation. For the recommendations, the close-ended 
questions were also analysed by descriptive statistics. We 

calculated the percentages of participants who scored 4 
or 5 (i.e., “helpful” or “extremely helpful”) on each item. 
The open answers to recommendations were analysed 
through thematic coding. Moreover, sensitivity analyses 
were conducted to assess potential differences in per-
ceived barriers to and facilitators of IPC among different 
professional groups. All analyses were performed using 
IBM SPSS Statistics version 27, and p < 0.05 was consid-
ered statistically significant.

Results
Study population
Of the initial 20 approached facilities, responses were 
received from participants from 16 facilities (80%). Rea-
sons for facilities not to participate included time con-
straints and staff shortages resulting from the substantial 
burden of COVID-19 cases and outbreaks in the facili-
ties. In total, 323 participants completed the online ques-
tionnaire, of whom a total of 319 responses (98.8%) met 
the inclusion criteria. The characteristics of the partici-
pants are shown in Table 1. The majority of participants 
were women (86.5%), with a mean age of 44 (± 12.2 years). 
Approximately half of the participants were non-medical 
professionals (58.9%).

Perceived barriers and facilitators to IPC implementation
The perceived barriers and facilitators were catego-
rised into the guideline, client, interpersonal, organ-
isational, care sector, and policy level. Figure  1 shows 
a visual presentation of the rank order of the perceived 
barriers to and facilitators of IPC, along with their cor-
responding level. Additional file 1 presents an overview 
of the perceived barriers to and facilitators of IPC imple-
mentation, reported by professionals, and categorised 
by corresponding level. The majority of barriers to IPC 
implementation were reported at the client level, with 
the lack of hygiene awareness among clients (63.5%) and 
their lack of IPC skills (62.8%) being the most frequently 
perceived barriers. In addition, the diverse nature of cli-
ent groups was perceived as a challenge to IPC imple-
mentation (61.9%). Furthermore, participants identified 
difficulties in implementing IPC practices among clients 
who are predominantly healthy or have fewer care needs 
(45.2%). Besides the client group, the second most per-
ceived barrier was competing values between IPC and the 
home-like environment (42.1%), followed by high work 
pressure (38.9%), and an overwhelming quantity of IPC 
guidelines/protocols (32.9%). Facilitators of IPC imple-
mentation were also established. The most frequently 
reported facilitator was perceived social support from 
colleagues on IPC (89.7%). The second most commonly 
perceived facilitator was procedural clarity of IPC guide-
lines/protocols (83.1%), followed by availability of IPC 
guidelines/protocols (81.8%), perceived social support 

Table 1 Characteristics of participants (n = 319)
% (n)/M (SD)

Sex
Man 13.5 (43)
Woman 86.5 (276)
Age 44 (12.2)
Professional group
Medical professionals a 30.4 (97)
Non-medical professionals b 58.9 (188)
Managerial and policy professionals c 10.7 (34)
Abbreviations. M = mean, SD = standard deviation
aMedical professionals included physicians, nurses, medical assistants, 
nursing assistants, and paramedical professionals with physical contact 
(physiotherapist, dental hygienist, chiropodist)
bNon-medical professionals included social workers (e.g., personal care 
attendants) and behavioural specialists (i.e., psychologists, behavioural 
scientists, remedial educationalists, and coaches/therapists)
cManagerial and policy professionals included managers, supervisors, policy or 
quality assurance officers, and infection control professionals
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from supervisor on IPC (80.3%), and organisational sense 
of urgency for IPC (73.7%).

Apart from the rank order, additional information 
regarding potential facilitators can be identified. For this 
it is important to consider the nuanced aspects surround-
ing potential facilitators, recognising that their absence 
might pose hinderances. On the guideline level, only half 
of the professionals reported that the IPC guidelines/
protocols are compatible with the workplace. In addi-
tion, 37.8% of participants reported that the IPC guide-
lines/protocols were adaptable (i.e., flexible to adjust or 
customise according to professional considerations). 
Regarding professional interaction, only half of the par-
ticipants perceived sufficient interprofessional collabora-
tion regarding IPC. Concerning the interaction between 
professionals and clients, 43.1% perceived sufficient stim-
ulation and motivation of professionals towards clients. 
Furthermore, half of the participants reported sufficient 
feedback and accountability of professionals towards cli-
ents regarding IPC. On the organisational level, 27.6% 
of professionals perceived sufficient IPC education and 
training for clients, 42.5% for non-medical professionals, 
and 44.4% for new employees. Of the professionals, only 
55.4% reported having a responsible professional for IPC 

(e.g., infection control professional) within their organ-
isation. At the care sector level, 48.4% of participants 
perceived that IPC is a collective concern in the disability 
care sector. Regarding interorganisational collaboration, 
only 43.4% of professionals perceived sufficient collabo-
ration between disability care facilities regarding IPC, 
and only half of the professionals perceived sufficient 
collaboration between disability care facilities and other 
health organisations such as the Public Health Service or 
hospitals. On the policy level, less than half of the profes-
sionals (47.1%) perceived sufficient governmental initia-
tives and policies focussing on IPC, and only half (51.2%) 
reported sufficient information provision from the pro-
fessional association (NHG) on IPC.

Sensitivity analyses for potential differences in perceived 
barriers and facilitators among different professional 
groups
Sensitivity analyses assessing potential differences in per-
ceived barriers to and facilitators of IPC among differ-
ent professional groups revealed similar results (data not 
shown).

Fig. 1 Perceived barriers to and facilitators of IPC according to professionals (n = 319) from residential care facilities (RCFs) for people with intellectual 
and developmental disabilities (IDDs), listed in rank order, along with their corresponding level: guideline (yellow), client (pink), interpersonal (orange), 
organisational (green), care sector (purple), and policy level (blue)
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Recommendations reported by professionals to improve 
IPC
To explore recommendations reported by professionals, 
we provided possible strategies to improve IPC. Table 2 
presents an overview of the recommendations to improve 
IPC, according to professionals, listed in rank order. The 
top five recommendations for improving IPC implemen-
tation reported by professionals were: (1) the need for 
clear policies and guidelines regarding IPC (85.7%); (2) 
the introduction of structural IPC training programmes 
for new employees (84.6%); (3) the development of a 
practical IPC guideline (84.3%); (4) organisation-wide 
IPC education and risk communication to raise aware-
ness among both professionals and clients about the 
importance of IPC (79.9%); and (5) the inclusion of IPC 
as a structural part in the curriculum of both medical and 
social work educational programmes (78.5%).

In open-ended responses, as presented in Table  3, 
a major theme that emerged was the need for IPC 
improvement efforts to be tailored to the local care 
context. Professionals indicated the need to tailor IPC 

strategies to the diversity in the care sector and differen-
tiate between different client groups (ranging from mild 
to severe and profound disabilities) and different types 
of care provision (residential vs. ambulatory care set-
tings). A second major theme was the call for involving 
clients and their relatives in IPC. For this, profession-
als reported the specific recommendation to implement 
humorous educational and awareness campaigns and 
programmes for clients. Another theme that emerged 
was the need for local coaching and guidance regarding 
IPC in the team, for which professionals recommended 
appointing IPC contact persons and promoting open 
discussions regarding IPC challenges — and potential 
solutions — in team meetings. An additional theme was 
the need for sustained attention to IPC, for which organ-
isations should also prioritise and pay attention to IPC 
in non-COVID-19 pandemic periods. Regarding spe-
cific IPC education and training strategies, professionals 
emphasised the importance of providing information on 
basic principles of infection transmission and control. 
They also highlighted the need to share tips and tricks 

Table 2 Recommendations to improve IPC (5-point Likert scale statements) according to professionals (n = 319) from residential care 
facilities (RCFs) for people with intellectual and developmental disabilities (IDDs), listed in rank order
Recommendations to improve IPC proportion (n) of partici-

pants who indicated the rec-
ommendations as helpful 
(helpful-extremely helpful)

1. Clear agreements/policies on organisational level regarding IPC measures and guidelines. 85.7% (251)
2. Introduction of structural IPC training for new employees. 84.6% (248)
3. Development of a practical IPC guideline, tailored to disability care, including concrete task descriptions and short 
texts with images.

84.3% (247)

4. Organisation-wide IPC education and risk communication about the causes and consequences of infections, ensur-
ing that all professionals and clients are made aware about the importance of IPC.

79.9% (234)

5. More attention to IPC in basic educational programmes (both in medical and social-work study programmes): IPC as 
a structural component of the curriculum.

78.5% (230)

6. Promotion of organisation-wide information exchange and dissemination of educational materials on IPC, ensuring 
that IPC information reaches all employees to enhance awareness and knowledge.

73.0% (214)

7. Sharing information between disability care facilities (e.g., during a sectoral meeting) to learn about what other 
organisations are doing regarding IPC and to identify challenges they face and how they address them.

72.0% (211)

8. Introduction of structural IPC training for non-medical professionals. 71.3% (209)
9. Client participation: increased involvement of clients in IPC, by for example providing more information and, if pos-
sible, offering IPC education to clients.

70.6% (207)

10. Introduction of structural IPC training for all employees. 70.3% (206)
11. Appointment of a professional responsible for IPC and coordinating its implementation, such as an infection control 
professional.

64.8% (190)

12. Assessment and feedback: assessing IPC behaviour of healthcare professionals and providing personalised recom-
mendations to increase awareness of one’s own IPC practices.

60.8% (178)

13. Widespread use of IPC reminders, such as posters or reminder messages on online platform or via email. 59.7% (175)
14. Increased coordination between departments and teams through collaborative agreements, creating a clear separa-
tion and distribution of tasks and responsibilities regarding IPC.

58.7% (172)

15. Increased action from management; clear IPC leadership. 57.3% (168)
16. Regular interprofessional knowledge-sharing and feedback on IPC practices. 53.2% (156)
17. Allocate a larger budget to IPC within the organisation. 40.6% (119)
18. Enhanced enforcement: implementation of sanctions for IPC non-compliance by healthcare workers. 30.4% (89)
Abbreviations. IPC = infection prevention and control
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for handling non-cooperation of clients with IPC, while 
emphasising the significance of ongoing and structural 
IPC education and training strategies.

Discussion
This descriptive cross-sectional questionnaire study 
assessed perceived barriers to and facilitators of infec-
tion prevention and control (IPC) implementation in 
residential care facilities (RCFs) for people with intel-
lectual and developmental disabilities (IDDs), along with 
recommendations reported by professionals to improve 
IPC, to inform targeted intervention development. 

The findings of our study indicated that barriers to IPC 
implementation included the client group (e.g., lack of 
hygiene awareness), competing values between IPC and 
the home-like environment, high work pressure, and 
an overwhelming quantity of IPC guidelines/protocols. 
Facilitators were perceived social support among col-
leagues on IPC, procedural clarity of IPC guidelines/
protocols, and organisational sense of urgency for IPC. 
The main recommendations reported by professionals 
included clear IPC policies and regulations, a practical 
IPC guideline, and structural IPC education and train-
ing programmes (especially aimed at new staff members), 

Table 3 Recommendations to improve IPC (open-ended question), according to professionals (n = 319) from residential care facilities 
(RCFs) for people with intellectual and developmental disabilities (IDDs)
Themes Key illustrative comments that reflect the answers on the theme
Tailor IPC strategies to diver-
sity in the care sector and dif-
ferentiate between different 
client groups and different 
types of care provision

“We are highly dependent on the behaviour of our clients in this regard. Often, they do not understand an IPC mea-
sure, and it conflicts with their rituals and support needs. Therefore, context-sensitive and tailored actions are needed.”
“Within ambulatory care, we are guests in clients’ home environments. This can be problematic when the client fol-
lows a specific lifestyle and there is no room for IPC. This requires careful action.”
“Customisation for different departments and groups is needed. Ambulatory staff require different rules than those 
working in residential care facilities.”
“There is a distinction between residential and ambulatory care settings where the client’s network should be taken 
into account with regard to IPC.”
“Segmenting client groups is necessary. Clients cannot be compared; client groups with mild intellectual disabilities 
are very different from groups with severe and profound disabilities. This demands differentiation and customisation, 
as well as awareness from the government.”

Involve clients and their rela-
tives in IPC

“Providing client-centered information on the client’s level.”
“Parents of clients should also be involved in this. Discuss with the team and parents what is desirable and necessary. 
We highly value a personalised approach.”

Local/team coaching and 
guidance on IPC

“Designating a person in the organisation who, for example, visits teams every three months to refresh their knowl-
edge of IPC.”
“Making it [IPC] a topic of discussion during team meetings, addressing challenges and exploring potential solutions.”
“Emphasising coaching in the workplace, integrating IPC into daily practices for both clients and staff.”
“Sensitisation within the group is important, maintaining a local approach.”
“Appointing IPC contact persons within each facility or department.”
“Having someone visit the residences to provide information and work together with the non-medical staff to identify 
and address their specific challenges in practice.”

Ongoing and structural atten-
tion to IPC (not only during 
the COVID-19 pandemic)

“Structural and ongoing attention is needed to IPC, not only when there is something like an epidemic or the current 
pandemic.”

IPC education/training “Creating awareness by providing information on how infections are transmitted, as well as highlighting the dirtiness 
of our own hands using a lamp and identifying frequently touched areas in a department.”
“More attention to and tips for clients who strongly resist IPC measures based on their level of understanding.”
“Learning from and with each other. Professionals need to be aware that their behaviour and failure to use the ap-
propriate measures can harm the client.”
“Continuing education, possibly as part of earning accreditation points.”

Increase access to IPC materi-
als and facilities

“Hang alcohol dispensers in more locations within our living group. This will encourage greater use of them.”
“Ensure that there are always sufficient supplies available by proactively planning ahead and not falling behind on 
ordering.”

Increase staff resources “More hands at the bedside. Too many vacancies; too few applicants.”
Modelling, setting a good 
example

“A good example sets a good precedent.”

Involve temporary workers “Involve temporary workers strongly in IPC. I often see non-compliance among this group. They are resistant towards 
it [IPC].”

Outsource cleaning externally 
(no cleaning by clients)

“Better cleaning by domestic helpers and no clients being the cleaning lady! Delegate more household tasks to 
professional cleaning organisations, such as laundry and cleaning.”

Increase monitoring and 
feedback

“More monitoring, for example, during medication checks to examine the presence of artificial nails, which are very 
common among night shift caregivers.”

Abbreviations. IPC = infection prevention and control
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while professionals also emphasised the need for IPC 
improvement efforts to be tailored to the local care con-
text, and involve clients and their relatives. Our findings 
also indicated potential room for improvement regarding 
the enhancement of certain facilitators. IPC guidelines 
or protocols were not always compatible with the work-
place, and professionals reported gaps in IPC education 
and training for clients, non-medical professionals, and 
new employees. In addition, interprofessional collabora-
tion regarding IPC, and stimulation and motivation of 
clients by professionals were perceived as insufficient. 
Limited collaboration between disability care facilities 
and other health organisations, as well as insufficient 
governmental policy efforts on IPC, were also identified.

The findings of our study regarding barriers to and 
facilitators of IPC are in accordance with previous 
research conducted across different healthcare settings. 
Previous studies in other long-term care settings have 
acknowledged that the patient group can pose a chal-
lenge for IPC implementation [11, 21], for which a lack 
of awareness or knowledge regarding IPC were com-
mon patient-related barriers to IPC implementation. In 
addition, another study has indicated that patients with 
limited mobility or cognitive impairment were less likely 
to comply with IPC [22]. In line with the findings of the 
present study, previous studies have pointed to the influ-
ence of workplace culture on IPC implementation [12, 
23]. Our previously conducted qualitative study in the 
disability care setting has indicated the challenge profes-
sionals face regarding perceived dilemmas between IPC 
and preserving a home-like environment [11]. Further-
more, studies conducted across long-term care settings 
have highlighted the problem of high workload and high 
work pressure in the workplace, which is recognised as 
a hindrance to adequate IPC implementation [11, 16, 
24]. Moreover, previous studies have suggested that an 
overload of different IPC guidelines or protocols and the 
complexity of guidelines or protocols can be significant 
barriers to IPC implementation [11, 12], which aligns 
with the findings of our study. A previous Cochrane 
review conducted in other healthcare settings concluded 
that HCWs often felt overwhelmed by the abundance of 
guidelines and protocols related to IPC and experienced 
difficulties with selecting and applying the most relevant 
ones in their daily practice [12]. This review also supports 
the findings of the present study regarding facilitators as 
it has concluded that supportive work environments — 
including support from colleagues and support from the 
management team — play an important role in promot-
ing IPC implementation [12]. The same review has sug-
gested that clear communication and leadership, and the 
availability of resources were important factors sustain-
ing IPC implementation in healthcare facilities. While 
this review was conducted in care settings other than 

disability care, it identified similar influences of micro, 
meso, and macro-level factors impacting IPC as our pres-
ent study.

Strengths and limitations
A strength of the present study is that the examination 
of perceived barriers and facilitators, as well as pro-
fessional-reported recommendations, provides a solid 
and evidence-based foundation for the development of 
interventions that are better tailored to the opportuni-
ties, challenges and needs regarding IPC in disability 
care. Furthermore, this study demonstrates triangulation 
of both qualitative and quantitative data by incorporat-
ing both closed-ended and open-ended questions in our 
questionnaire. This approach enhances the robustness 
of our findings and strengthens the overall quality of the 
study [25]. Another strength of this study is its compre-
hensive examination of the barriers to and facilitators of 
IPC on multiple levels, encompassing micro, meso, and 
macro perspectives.

Although this study provides valuable insights into the 
perceived barriers to and facilitators of IPC in RCFs for 
people with IDDs, there are some limitations to be con-
sidered. Firstly, the questionnaire was created specifically 
for this study, thereby, it is important to note that it has 
not been validated. Nevertheless, our questionnaire was 
developed based on established theoretical frameworks, 
validated determinant measurements (such as the MIDI 
checklist) and insights from previous qualitative findings 
[11]. In addition, to enhance content validity, we con-
ducted pilot testing and sought input from a multidis-
ciplinary expert group. A second limitation is the use of 
convenience sampling to select participants, which could 
introduce selection bias as it is possible that more IPC-
minded professionals were reached. Additionally, the 
recruitment method makes it challenging to accurately 
report the response rate since the number of profession-
als reached in the facilities is unknown. However, this 
study aimed to include a diverse group of professionals 
from various occupations, educational backgrounds, and 
layers of the organisation, which suggests that the sample 
was reasonably representative of the study population. 
Thirdly, as is inherent to questionnaire studies, it is cru-
cial to recognise the possibility of social desirability bias 
influencing participants’ responses to the questionnaire 
[26]. Nonetheless, the findings of our study demonstrate 
a wide range of perspectives regarding perceived barriers 
and facilitators. Therefore, we anticipate that the influ-
ence of this potential bias on our results is relatively low. 
Moreover, it is important to note that while the organ-
isation of disability care may vary among countries, we 
believe that fundamental issues with IPC in these care 
settings are likely to exhibit similarities across Western 
countries. Therefore, we anticipate that the insights into 
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barriers and facilitators presented in our study hold rel-
evance and applicability in an international context.

Implications for practice
To improve IPC in disability care settings, it is crucial to 
develop effective strategies that address the barriers and 
enable the facilitators identified in this study. The find-
ings of our study suggest that the client group can pose 
a challenge to IPC implementation. This underscores 
the importance of involving clients and their relatives 
in the planning of IPC improvement strategies and IPC 
implementation [27, 28], as also recommended by pro-
fessionals. The involvement and engagement of patients 
in IPC improvement efforts have been identified as key 
strategies for promoting IPC adherence and implementa-
tion within facilities and reducing healthcare-associated 
infections [27, 28]. As this approach can help to increase 
awareness, understanding, and ownership of IPC prac-
tices among patients and their families. Specific inter-
ventions to overcome client-related challenges such as 
lack of IPC awareness or skills can include IPC education 
programmes that are especially aimed at clients, such as 
humorous hygiene lessons. In addition, stimulation and 
motivation of clients by professionals could enhance IPC 
compliance and cooperation [11]. Therefore, profession-
als are recommended to prioritise client participation to 
enhance their involvement and engagement. Neverthe-
less, as RCFs provide care to a diverse range of different 
client groups and accompanying care needs, these IPC 
improvement strategies need to be tailored to the unique 
needs and characteristics of the client population as the 
degree of intellectual impairment (and therefore poten-
tial understanding) may vary across different care set-
tings [11, 18].

The identified areas of tension between IPC and the 
home-like environment suggest that efforts to improve 
IPC may need to address sectoral beliefs, values, and 
practices that conflict with IPC guidelines. This high-
lights the need for IPC policies and guidelines to be tai-
lored to the local care context of disability care settings, 
taking into account the specific needs and challenges 
faced within each different care setting. An initial rec-
ommendation is that guidelines and protocols should 
include specific guidance on how to navigate dilemmas 
between IPC and the home-like environment. The devel-
opment of a practical and context-specific IPC guide-
line is essential. Therefore, a guideline or protocol that 
is visualised as a decision tree may be a recommended 
approach [29]. This will provide a clear and concise visual 
representation of the decision-making process, allow-
ing HCWs to easily understand the steps involved in IPC 
and navigate potential dilemmas between IPC and the 
home-like environment, which will ensure that HCWs 
are able to make informed decisions that align with IPC 

guidelines and the unique settings of disability care. Fur-
thermore, a decision tree can visualise the most impor-
tant steps in IPC, thereby providing a prioritisation of 
required actions and mitigating the overwhelming nature 
of existing protocols and guidelines. It is recommended 
to develop a decision-making tree for every specific local 
context of the disability care setting, as this enhances 
the relevance, applicability, and compatibility of the IPC 
guidelines with the workplace.

Given that social support among colleagues is identi-
fied as an important facilitator, encouraging social sup-
port among colleagues through interprofessional (peer) 
coaching can also be an effective IPC improvement strat-
egy [30, 31]. This approach involves HCWs supporting 
and learning from each other through informal coaching 
sessions, sharing of experiences and knowledge, and feed-
back. Peer coaching — such as interprofessional coaching 
— can help to promote a culture of collaboration, com-
munication, and continuous improvement, which may 
promote effective IPC [32]. For the implementation of 
interprofessional coaching programmes, it is important 
that efforts are ongoing and sustained to ensure the con-
tinuity of awareness, knowledge, and skills regarding IPC 
within a team, even in the face of staff turnover.

Reducing workload is another critical aspect of IPC 
improvement strategies in disability care settings. HCWs 
in these settings often experience high work pressure, 
as a result, facilities should aim to reduce workload by 
addressing factors that contribute to high work pressure, 
such as understaffing or high administrative workload. 
As reducing workload and work pressure is challenging 
in healthcare settings, strategies should be implemented 
for managing competing demands [33]. This can involve 
the discussion of challenges regarding IPC requirements 
in the context of high work pressure and developing cre-
ative solutions to overcome these challenges. By engaging 
in ongoing communication and collaboration, teams can 
work together to streamline IPC practices, identify areas 
where additional support may be needed, and ensure 
that IPC remains a priority even when facing competing 
demands. In addition, fostering an IPC culture including 
shared responsibility within the organisation is essential 
[12]. This involves establishing a culture of accountabil-
ity and shared responsibility, and continuous improve-
ment, where IPC practices are highly valued and seen as 
an integral part of quality care delivery. By creating an 
IPC culture, professionals can feel empowered to identify 
and address problems and share feedback and ideas for 
improvement [34]. Such a culture can help to ensure that 
IPC practices are consistently applied, monitored, and 
evaluated, which will contribute to the sustained imple-
mentation of IPC in RCFs for people with IDDs.

Our findings also suggest that bridging the gaps in edu-
cation and training for new employees and non-medical 
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professionals is important to enhance IPC practices. 
Moreover, on a care sector and policy level, promoting 
collaboration between disability care facilities and other 
health organisations (transdisciplinary collaboration), 
along with increased governmental action regarding IPC 
policies, legislation, and initiatives (e.g., including IPC as 
a structural component of the curriculum of basic edu-
cational programmes) may be important for compre-
hensive IPC implementation. These findings underscore 
the necessity of acting on multiple levels to achieve sig-
nificant improvements in IPC within the disability care 
sector. The implementation of multilevel or multifaceted 
strategies has shown to be effective in promoting and 
sustaining IPC [35, 36].

Conclusions
To improve IPC in disability care settings, it is crucial to 
develop effective strategies that address the multilevel 
challenges and opportunities identified in this study. 
Based on our main findings, IPC improvement strate-
gies should prioritise the involvement of clients and their 
relatives, as well as focus on developing practical and 
context-specific IPC guidelines. Additionally, promot-
ing social support among colleagues through interpro-
fessional coaching, reducing workload, and fostering an 
IPC culture including shared responsibility within the 
organisation are important approaches towards optimally 
implementing and sustaining IPC in these settings.
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