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Vaccine-preventable diseases such as measles, diphtheria 
and yellow fever, once eliminated or sporadically observed in 
the Region of Americas, have recently resurfaced and compete 
for ecological niches with emerging and re-emerging infec-
tious diseases such as plague, New World Arenaviruses, and 
multidrug resistant organisms (MDRO). According to the 2017 
Report of the Acute Public Health Events under the International 
Health Regulations, in the period of 2011 – 2017 76% of subs-
tantiated events were due to infectious hazard type.1 Arboviral 
diseases, such as Zika virus, chikungunya, dengue fever, and 
yellow fever were  the most prevalent followed by influenza, 
measles, diphtheria, and MDRO. While arboviral diseases are 
not human-to-human transmitted, in the latter this route plays 
a fundamental role in spread and containment of infectious 
diseases, mainly in healthcare facilities. The implementation and 
compliance of infection prevention and control (IPC) practices 
prove to be more pertinent now than before.  

Countries need to be prepared to promptly identify and 
curb infectious threatens. The revised International Health 
Regulations (2005) (IHR 2005) are a set of norms and proce-

dures, and represents a binding international legal agreement 
involving 196 countries across the globe  “(…) designed to help 
the international community prevent and respond to acute 
public health risks that have the potential to cross borders and 
threaten people worldwide (…)” and were adopted by all the 
Member States from 2005 onwards. Through its mandate, IHR 
(2005) brought the agenda of IPC Programmes at the national 
and facility level to the spotlight.2 

The potential of dissemination of infectious agents as 
global threats is real, with various examples arising in the con-
text of IHR (2005). In 2009 pandemic influenza (H1N1) 2009, 
its nosocomial spread alerted healthcare facilities on  the need 
to comply with the ancient, yet wise, Semmelweis’ principle 
of hand hygiene.3 Five years later, the Ebola outbreak in West 
Africa in 2014 – 2016 and spillage to the Western World throu-
gh healthcare workers infected during care of patients abroad, 
proved the relevance of not only performing hand hygiene, but 
using personal protective equipment based on risk evaluation, 
safe handling of sharp materials, and use of sterile instruments 
and medical devices.4 Finally, the emergence of multidrug 
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resistant organisms (MDRO) in healthcare facilities, such as 
carbapenem-resistant Enterobacteriacea (CRE) and Candida 
auris, among others, pose risks of spreading diseases due to 
lack of compliance with IPC and proper cleaning and disinfec-
tion of healthcare facilities.5-7

Approximately 70% of Latin American countries have 
a national IPC Programme. During the period 2010 – 2015, a 
total of 86 healthcare facilities in 14 countries were evaluated 
for compliance to IPC practices. For organization of IPC 
programmes, only 42.7% of the facilities had a clear structure, 
meaning official regulations, standard operational procedu-
res, and dedicated staff. For healthcare associated infection 
(HAI) surveillance, 38.8% of facilities reported performing 
surveillance on a regular and prospective basis, and some used 
the results to promote quality changes in service delivery and 
prompt outbreak identification and containment.  Although 
these results are heterogeneous across countries and within 
facilities, the issues raised point to the need and urgency to 
advocate for IPC Programmes at both the national and facility 
levels and implement HAI surveillance. 

Implementation of IPC Programmes in countries is not 
a straightforward task. The general scenario includes lack 
of dedicated personnel, competing agendas and limited 
or non-existent budgets. The World Health Organization 
Guidelines on Core Components of Infection Prevention and 
Control Programmes at the National and Acute Healthcare 
Facility Level is a framework of recommendations and best 
practice statements in IPC to assist countries in developing 
and implementing IPC Programmes to combat infectious 
threats and guarantee quality in service delivery. The IPC 
core components include: 1) organization and structure, 2) 
guideline development and implementation, 3) education 
and training, 4) HAI surveillance, 5) multimodal strategies 
for implementing IPC activities, 6) monitoring and evalua-
tion and feedback, 7) workload, staffing and bed occupancy 
at the facility level and, 8) built environment, materials and 
equipment for infection prevention and control at the facility 
level.8,9 However, the experience in the implementation of the 
IPC core components at the country level has revealed that 
countries and facilities should consider a stepwise approach 
based on local priorities and availability of resources. 

Progress has been achieved in the Region of the Ame-
ricas. With PAHO support and response to infectious disease 
outbreaks and nosocomial outbreaks due to MDRO, some 
countries such as Haiti, Dominican Republic, Suriname, and 
Barbados are advancing with their IPC agendas. Examples 
of progress include the designation of specific personnel to 
work on national policies, revamp guidelines, and establish 
surveillance of MDRO. Additionally, healthcare workers 

have been exposed to the theme of IPC through professional 
development opportunities such as online certifications, onsite 
trainings for nosocomial outbreak investigation, and webinars 
addressing major themes in IPC practices.  

A national agenda for IPC Programmes in the Region of 
the Americas and later implementation at the facility level is 
fundamental in combating emerging and re-emerging pathogens, 
reduction of MDRO and prevention of healthcare-associated 
infection. 
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