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Healthcare-associated infections (HCAIs) remain a persistent challenge in intensive care 
units (ICUs), contributing to increased morbidity, mortality, and healthcare expenditures. 
Despite established infection prevention and control (IPC) protocols, gaps persist between 
institutional policies and actual nursing practices, particularly in resource-constrained health-
care settings. Limited qualitative evidence from the Philippines highlights the need to un-
derstand the lived experiences of  ICU nurses in controlling healthcare-associated infections 
within clinical environments. This study explored the lived experiences of  ICU nurses in 
controlling healthcare-associated infections in selected tertiary care hospitals in the Philip-
pines. An exploratory-descriptive qualitative design grounded in descriptive phenomenology 
was utilized. Registered ICU nurses with 2–5 years of  clinical experience were recruited 
through snowball sampling until data saturation was achieved. Data saturation was reached 
during the eighth interview, after which two additional interviews were conducted to con-
firm the recurrence of  themes, resulting in a total of  ten participants. Data was collected 
through semi-structured online interviews. Bracketing, member checking, and investigator 
triangulation were employed to ensure rigor and trustworthiness. Data were analyzed using 
Colaizzi’s phenomenological method. Three overarching themes emerged. Infection Preven-
tion as an Organizing Framework of  Care illustrated how protocols and collaborative en-
deavors shape daily practice despite occupational depletion. Permeative Vigilance described 
infection prevention as an embedded ethical orientation sustained through habituation and 
reciprocal preservation. Cumulative Clinical Evolution reflected the progressive advance-
ment of  practices through continuous learning and technological opportunities. Collectively, 
these themes demonstrate that infection prevention is integrated into nurses’ professional 
identity and ethical accountability.
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INTRODUCTION
Healthcare-associated infections (HCAIs) are infections 
acquired during medical care, occurring at least 48 hours 
after hospitalization or within 30 days of  receiving 
treatment (Weiner-Lastinger et al., 2020; Escobar & 
Pegues, 2021). These preventable infections are a major 
cause of  morbidity, mortality, and increased healthcare 
costs (Sartelli, 2022; Onosakponome et al., 2022). 
Common HCAIs include surgical site infections, urinary 
tract infections, pneumonia, and bloodstream infections 
(Sartelli, 2022). Risk factors include invasive devices, 
surgical procedures, microbial agents, environmental 
factors, and patient characteristics (Onosakponome et 
al., 2022). HCAIs surveillance is crucial for measuring 
burden, identifying high-risk populations, and guiding 
prevention efforts (Murhekar & Kumar, 2022). 
Healthcare-associated infections (HCAIs) remain a 
significant concern in intensive care units (ICUs), 
contributing to increased morbidity, mortality, and 
costs (Mazzeffi et al., 2021; Ikuta et al., 2022). A global 
study found a high prevalence of  suspected or proven 
infections in ICU patients, with ICU-acquired infections 
associated with higher mortality risk compared to 
community-acquired infections (Vincent et al., 2020), 
which resonated with the report by the European Center 

for Disease Prevention and Control in 2019. The World 
Health Organization (2022) reported that over 24% of  
patients affected by HCAIs and 52.3% of  those patients 
treated in an intensive care unit die each year, which 
reflects the observations of  Markwart et al. in a previous 
study in 2020.
Common HCAIs in ICUs include bloodstream infections, 
pneumonia, and urinary tract infections, often caused 
by multidrug-resistant organisms like Acinetobacter 
baumannii and Klebsiella pneumoniae (Alfouzan et al., 
2021). While successful reductions in device-related 
HCAIs have been achieved, emerging pathogens and 
the COVID-19 pandemic have presented new challenges 
(Blot et al., 2022). Prevention strategies involve basic 
hygiene practices, quality improvement initiatives, and 
antimicrobial stewardship (Onosakponome et al., 2022). 
Advanced microbiological techniques and increased 
understanding of  patient-microbiota interactions are 
reshaping approaches to HCAIs diagnosis, treatment, and 
prevention in ICUs (Blot et al., 2022). 
While implementing standardized surveillance systems 
remains challenging in low- and middle-income countries, 
prioritizing minimum infection prevention and control 
requirements in hospitals is essential for reducing HCAIs 
and improving overall healthcare quality (Murhekar 
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& Kumar, 2022). Lee et al. (2020) proposed that long-
term care facilities should prioritize the thorough 
implementation of  basic infection control practices in 
daily care, and efforts should be focused on encouraging 
healthcare workers to adhere to the fundamental practice 
of  infection control in a consistent and ideal manner. 
For Debesai (2019), strategies encompass training, 
competency evaluations for physicians and staff, 
introduction of  new products, heightened awareness 
of  HCAIs, and the employment of  board-certified 
personnel. 
There is an urgent need to improve the execution of  
global and local infection prevention and management 
strategies to lower the high prevalence of  infection 
among hospitalized patients. There is a need for more 
studies in the ICU settings as recommended by Kollef  
et al. (2021). Few studies have been conducted on 
healthcare-associated infections in the ICU locally. To fill 
this gap, this study explored the nurses’ opportunities in 
controlling healthcare-associated infections in the ICU in 
a selected tertiary care hospital in the Philippines.
This study explored the lived experiences of  ICU nurses 
in controlling healthcare-associated infections in selected 
tertiary hospitals utilizing an exploratory qualitative 
research design. Therefore, this study aimed to answer 
the following research questions:

• What are the experiences of  Nurses in relation to 
healthcare-associated infections in tertiary care hospitals?

• What are the perspectives of  the nurses in relation to 
healthcare-associated infections that are currently in place 
for preventing and controlling healthcare-associated 
infections in tertiary care hospitals?

• What are the opportunities for common healthcare-
associated infections’ practices for nurses within the 
tertiary care hospitals? 

MATERIALS AND METHODS
This section of  the study discusses the methodology and 
research design used, data collection approach, research 
instruments, and research data treatment and analysis. 
Methodologically, this study utilizes qualitative research 
methods. According to Merriam and Grenier (2019), the 
qualitative research method examines how individuals 
interpret their experiences and how they systematically 
construct their thoughts. Similarly, Creswell and Poth 
(2016) defined this method as a process of  “describing 
the meaning for several individuals of  their lived (or 
shared) experiences or a phenomenon” (p.57).

Research Design
In line with the research problem, this study employed 
a qualitative research method, utilizing an exploratory, 
descriptive, qualitative (EDQ) research design. According 
to Hunter et al. (2019), exploratory-descriptive qualitative 
design enables the researcher to investigate a topic with 
limited coverage in the literature, allowing participants 
in the study to contribute to the development of  
new knowledge in that area. Besides, George (2021) 

emphasized that exploratory research is a methodology 
approach that investigates research questions that have 
not previously been studied. It can help researchers 
increase their understanding of  a given topic, ascertain 
how or why a particular phenomenon is occurring, and 
predict future occurrences.
Likewise, George (2021) suggested that qualitative 
study is a research method where the characteristics or 
qualities of  a phenomenon are described without using 
any quantitative measurements or data. Also, Stebbins 
(2001), as cited in Hunter et al. (2019), defined exploratory 
research as a broad-ranging, purposive, systematic, 
prearranged undertaking designed to maximize the 
discovery of  generalizations leading to the description 
and understanding of  an area of  social or psychological 
life. Descriptive phenomenology is a qualitative research 
methodology used to investigate lived experiences and 
perceptions (Sinfield et al., 2023). Whereas descriptive 
phenomenology constitutes a qualitative research 
methodology aimed at exploring and unraveling the lived 
experiences of  individuals. Grounded in the philosophical 
contributions of  Edmund Husserl (1970), this 
methodological approach underscores the importance of  
capturing the essence of  experiences as they are perceived 
by individuals (Oluka, 2025), free from the imposition of  
preconceived theories or interpretations (Nahari et al., 
2025).
The principal aim is to give a thorough, authentic 
description of  how participants interpret their own 
experiences. In practical terms, researchers gather data 
through extensive interviews or written narratives, 
subsequently engaging in a systematic analysis to extract 
key themes. In contrast to interpretive phenomenology, 
which endeavors to comprehend meanings within a 
broader context, descriptive phenomenology is primarily 
concerned with accurately representing the perspectives of  
participants without imposing additional interpretations 
(Haun et al., 2025). Descriptive phenomenology’s ability 
to shed light on the complexity of  human experience is 
one of  its key advantages, which makes it especially useful 
in medical research. (Nahari et al., 2025).
The design is appropriate because it allowed the researcher 
to contextualize how the participants perceived their 
activities and environment, their role within the context of  
the study, and provide a picture of  what naturally occurred 
in the intensive care unit (ICU) of  the hospital (Hunter 
et al., 2019). Also, the descriptive exploratory qualitative 
approach is useful in this study because it will enable 
the researcher to summarize and understand the area of  
interest. Similarly, the research design is appropriately 
selected for this study to describe and explore the 
experiences, perceptions and meanings of  ICU nurses 
attached to infection prevention and control practices in 
selected tertiary hospitals. Therefore, research design fits 
this study since the focus is to explore and describe the 
lived experiences of  ICU nurses in controlling healthcare 
associated infections in tertiary care hospitals.
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Population and Sampling Techniques
This study utilized a combination of  purposive sampling 
and snowball sampling techniques in selecting both the 
hospitals and the participants. Purposeful sampling is 
widely used in qualitative studies where participants 
or sites for study are deliberately chosen to offer 
information about the phenomenon being studied 
(Campbell et al., 2020). Purposive sampling was initially 
employed to identify the two tertiary hospitals included 
in the study. Both facilities are tertiary hospitals, they 
provide the specialized ICU environments and complex 
clinical setups necessary to explore the research topic. 
Additionally, these hospitals were chosen for geographic 
convenience, as both are located near the researcher’s 
place of  residence, making data collection manageable. 
Finally, these two sites were selected because the initial 
key informants who fit the study’s criteria were employed 
across these two settings, with one nurse coming from 
each hospital. 
Snowball sampling technique was utilized to choose 
the study’s participants. Participants for this study were 
carefully selected based on specific criteria. Specifically, 
registered nurses in a tertiary hospital working in the 
intensive care unit with 2-5 years of  ICU experience 
were employed for this academic inquiry. Nurses who 
have less than two years of  ICU experience, those not 
currently assigned to the ICU, nurses employed in non-
tertiary hospitals or non-hospital settings, and those who 
do not provide informed consent were excluded from 
the study. For recruiting the participants the researcher 
started with two key informants in both hospitals. The 
initial participants were the chain-referrers, referring 
other ICU nurses willing to be involved in the study to 
the researcher.
Ten ICU nurse participants were involved in this study 
coming from two tertiary care hospitals. Five participants 
were obtained from the hospital situated in Sta. Rosa, 
Laguna, while five participants were obtained from the 
hospital situated in Lipa City, Batangas. Participants were 
all registered nurses working in the ICU who had been 
working in the ICU for 2-5 years.  
Snowball sampling is a way for researchers to study 
groups that are usually hard to reach. It works by asking 
a few people who meet the study’s needs to participate. 
Then, these people suggest to others they know who a 
good fit would also be. It is like a snowball getting bigger 
as it rolls, as more people join the study (Gierczyk et al., 
2024; Lister et al., 2025) This method is helpful when 
studying specific groups because it uses the trust and 
social circles of  the participants. (Messiha et al., 2025). 
Data Saturation was observed to determine respondent 
number. Data saturation in qualitative research refers 
to the point where no new information emerges from 
additional data collection. It is crucial for ensuring robust 
findings and fully exploring data potential (Naeem et al., 
2024). Saturation is a complex phenomenon influenced 
by various factors, including triangulation of  sources, 
disciplinary traditions, and participants’ willingness to 

share (Chitac, 2022).
Data saturation was achieved during the eighth interview 
because there was no more information provided by 
him/her which could be regarded as significant to this 
study. Nonetheless, as additional verification, two more 
interviews were performed on two other participants. As 
such, the number of  participants who took part in this 
study totaled ten.

Instrumentation
The research instrument was a researcher-developed 
semi-structured questionnaire. The questionnaire 
used during the interview covered every aspect of  the 
phenomenon to have a broad and in-depth understanding 
of  the participant’s lived experiences in controlling 
health care -associated infections in ICU. For designing 
the semi-structured interview questions, the framework 
laid out by Moustakas for phenomenological interviews 
was followed. Semi-structured interviews (SSIs) are a 
valuable tool in qualitative research, offering flexibility 
and depth while maintaining focus (Ruslin et al., 2022). 
They allow researchers to explore emerging themes and 
adapt questions as needed (Kakilla, 2021). To ensure 
rigor, pre-testing SSI questions using expert reviews and 
cognitive interviews is recommended (Bhalla et al., 2023). 
This process helps refine the interview protocol and 
enhance construct validity and reliability. Overall, SSIs are 
a powerful method for gathering in-depth information 
in qualitative studies across various fields, including 
education and healthcare.

Data Gathering Procedures
Before conducting the interviews, the researcher subjected 
the research protocol for review and approval from the 
university Ethics Review Board. A pilot interview was 
first conducted to two competent participants, who also 
signed an informed consent, and participated in a zoom 
or google meet online interview.  To reduce biases, the 
study participant and the researcher did not have a dual 
connection. The final study did not include the findings 
from the pilot trial. After the pilot study, the researcher 
conducted the actual study. Snowball sampling was 
utilized in selecting the participants due to the difficulty 
and lengthy process of  securing hospital clearances, as 
well as the sensitive nature of  the study topic. Professional 
networks and referrals were used to find these initial 
participants. Two Intensive care unit nurses who fit 
the inclusion criteria were identified by the researcher 
with one participant coming from each selected tertiary 
hospital. 
Also, an invitation letter was sent to participants in the 
study and both agreed to participate in the study. Then 
the researcher asked these nurses to recommend other 
nurses who fit the inclusion criteria.  The researcher 
then set an appointment for an online interview with the 
ICU nurses and secure consent forms seeking voluntary 
participation. The respondent consent form detailed 
the essence of  the study, possible   benefits, and risks 
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(if  any), and the right to withdraw from the study at any 
time. Once the participants’ agreement and willingness 
have been obtained, the researcher began questioning the 
subjects to collect data.
The interview was audio recorded online through (google 
meet or zoom) to guarantee accurate documentation and 
enable transcription and analysis. Prior to the scheduled 
interviews, the participants received the questions so 
they can review them, get ready for the real interview, 
and determine whether they are still willing to continue. 
Opening questions were asked to build rapport and  put 
the nurses at ease before the interview starts. The semi-
structured interview guide’s main questions were then 
asked. In order to elaborate on participants’ answers, the 
researcher actively listened, took notes, and employed 
probes as needed. 
The researcher thanked the participants after the 
interview. Even after the interview, participants could 
still get in touch with the researcher about the study. 
To guarantee that the data is correct and consistent, the 
participants were emailed the interview results.

Bracketing
Bracketing was used during the study to avoid any bias on 
the part of  the researcher. In this case, the researcher was 
careful to bracket out his personal assumptions, beliefs, 
and previous experiences regarding infection control 
practices in order to be more receptive to the views of  
the participants. Bracketing is a fundamental concept 
in phenomenological and qualitative research, involving 
the suspension of  preconceptions to enhance objectivity 
(Thomas & Sohn, 2023). However, recent studies 
challenge this view, suggesting that bracketing embraces 
subjectivity rather than achieving objectivity (Dörfler & 
Stierand, 2020). The process can be educational for novice 
researchers, heightening awareness of  presuppositions 
and fostering researcher identity (Thomas & Sohn, 2023). 
Some scholars argue for a deeper examination of  the 
prerequisites for bracketing, emphasizing the importance 
of  recognizing the embeddedness of  research practices 
(Emiliussen et al., 2021). Bracketing, along with bridling, 
can be used as methodological tools to confront researcher 
bias and the impact of  social identity in historical studies 
(Janak, 2022). These techniques not only supplement and 
clarify research findings but also contribute to a better 
understanding of  phenomenology as a theory of  mind 
(Dörfler & Stierand, 2020). 

Triangulation
Triangulation in qualitative research is a strategy that 
enhances credibility, reliability, and scientific accuracy 
by examining phenomena from multiple perspectives 
(Santos et al., 2020). It encompasses various types, 
including methodological, data, researcher, and 
environmental triangulation (Santos et al., 2020; Vivek, 
2023). Environmental triangulation, in particular, 
explores phenomena across diverse contexts, offering 
unique insights but presenting challenges in logistics 

and data interpretation (Vivek, 2023). The approach is 
distinct from mixed methods research, though systematic 
perspective triangulation can bridge the two (Flick, 
2020). Triangulation’s application in social sciences has 
increased due to its merits in conducting in-depth studies 
through multiple inquiries. However, it faces criticism 
and misconceptions regarding its use and the credibility 
of  findings. Despite challenges, triangulation remains a 
valuable tool for researchers, with potential for integration 
with emerging technologies and expansion into digital 
landscapes (Vivek, 2023).

Member Checking
Member checking is a widely recognized strategy 
in qualitative research for enhancing credibility and 
trustworthiness. It involves seeking feedback from 
participants to validate the accuracy of  research findings, 
interpretations, and conclusions (Sahakyan, 2023). This 
method serves as a safeguard against researcher bias by 
allowing participants to confirm whether the derived 
insights genuinely reflect their experiences. In this study, 
following data collection and thematic analysis, the 
researcher returned to the participants and presented 
the emergent themes derived from their responses and 
the interpretations. Participants were asked whether they 
agree with these themes and whether the interpretations 
align with their intended meaning. They were encouraged 
to offer corrections, clarifications, or additional input. 
The participants affirmed that the results were in line 
with their actual experiences. This process ensures that 
participant perspectives are accurately represented, 
reducing biases resulting from the researcher’s 
interpretations.  As Vella (2024) notes, involving 
participants in this stage of  the research reinforces 
the trustworthiness of  the findings by validating the 
interpretations from those who provided the data.

Investigator Triangulation
Investigator triangulation is employed through a multi-
analyst coding approach, aimed at enhancing the 
dependability and confirmability of  the study’s findings. 
The researcher has formally invited his thesis adviser to 
act as a secondary reviewer throughout the data analysis 
phase. The adviser’s role involved reviewing the initial 
coding framework, offering critical feedback on theme 
development, and participating in periodic discussions 
to ensure that interpretations remain grounded in the 
data. This collaboration was documented as part of  
the methodology chapter to provide transparency in 
the analytic process. Utilizing multiple analysts helps 
in capturing a range of  interpretations, which can lead 
to more nuanced and well-rounded findings (Meydan 
& Akkaş, 2024). Moreover, involving multiple coders 
enables cross-checking of  codes and interpretations, 
thereby minimizing individual researcher bias and 
increasing the reliability of  qualitative data analysis (Santos 
et al., 2020). This analytic dialogue also served to refine 
emergent themes and ensure that they accurately reflect 
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the data rather than any single researcher’s assumptions 
or biases. In doing so, the study adheres to best practices 
in qualitative rigor by promoting analytic transparency, 
reflexivity, and credibility.

Theoretical Triangulation
Theoretical triangulation was applied in this study. 
According to Holloway and Galvin (2023), theoretical 
triangulation occurs when the researcher utilizes multiple 
theoretical interpretations in the research. Conflicting 
explanations or interpretations are formulated and 
compared with one another to identify the one most 
likely to clarify or account for the phenomenon. Although 
the study was primarily guided by the Agent–Host–
Environment Model, related concepts and perspectives 
from existing literature were also considered during the 
interpretation of  the findings. The researcher attempted 
to reveal divergent or complementary explanatory 
pathways by examining emergent themes through related 
conceptual perspectives presented in the literature. This 
enhanced conceptual comprehension and lessened the 
bias that comes with interpretations that rely on just 
one framework. This process also helped the researcher 
better understand the lived experiences, perceptions, and 
meanings shared by ICU nurses while ensuring that the 
participants’ narratives remained central throughout the 
analysis. This process aligned with Ramakrishnan et al. 
(2023), who emphasized that the utilization of  a variety 
of  theoretical perspectives fosters a more comprehensive 
and nuanced comprehension of  intricate social 
phenomena. 

Ethical Considerations
Ethical consideration is one of  the most important 
parts of  the research. Thesis and dissertation may even 
be doomed to failure if  this part is missing (Dudovskiy, 
2016). This study ensured that the participant is not 
subjected to harm in any way whatsoever. Respect for the 
dignity of  research participants was prioritized. Privacy 
and confidentiality were assured during the data collection 
and data analysis by not bearing the participants’ names 
or the names of  their hospitals. 
Also, the survey did not require participants to provide 
information that would identify the sources. Participation 
in this study was voluntary, and participants have the 
right to withdraw from the study at any time and stage 
if  they wish to do so. In addition, the participants 
signed the informed consent to participate, providing 
sufficient information and assurance about taking part 
in the research without the exercise of  any pressure. 
Acknowledgement of  works of  other authors used in 
any part of  this study, with the use of  the (Harvard APA 
format) referencing system.

Analysis of  Data
The study data transcripts were coded with an interview 
number to link extracts from an individual to their reports. 
Also, the interpretative approach and thematic approach 

were used in the analysis of  the study findings in harmony 
with the perceptions and interpretation of  the participants’ 
understanding of  their lived experiences in controlling 
healthcare-associated infections. Thematic analysis (TA) 
is a widely used qualitative method for identifying and 
analyzing patterns of  meaning in data (Clarke & Braun, 
2017; Morin et al., 2021). It is a flexible approach that 
can be applied across various theoretical frameworks and 
research paradigms (Clarke & Braun, 2017). TA involves 
immersing oneself  in the data to identify common 
themes that align with research questions. TA can be 
implemented through different approaches, including 
basic thematic analysis, grounded theory, and discourse 
analysis (Peterson, 2017). Researchers actively engage in 
the coding and theme development process, with some 
versions emphasizing an organic approach to these tasks 
(Clarke & Braun, 2017). For this study, the Colaizzi 
Method was utilized for thematic analysis.
The Colaizzi method is a valuable approach for analyzing 
qualitative data in health research, particularly in 
phenomenological studies exploring lived experiences 
(Praveena & Sasikumar, 2021). Methods such as this can 
reveal nuanced aspects of  participants’ lives, including 
aspirations and resilience, that may not be captured by 
traditional research approaches (Mackworth-Young et 
al., 2020).  To add, this method demonstrates the value 
of  engaging participants as active collaborators in health 
research, leading to more authentic and comprehensive 
understandings of  their experiences. Colaizzi’s (1978), as 
cited in Morrow et al. (2015), collected the descriptions of  
the Phenomenon from the participants and meticulously 
went over each participant’s narrative multiple times to 
become familiar with the data. (2) finding statements 
in the narrative that are substantial and relevant to 
the phenomenon being studied. (3) determining 
meanings that are pertinent to the phenomenon after 
carefully reading substantial statements, and bracketing 
presumptions. (4) Clustering the meanings identified into 
themes that are consistent throughout all accounts. 5) 
Composing a thorough description of  the phenomenon, 
taking into account every produced theme. (6) Simplify 
the detailed descriptions down to a concise, dense 
statement that only includes facets that are vital to the 
phenomenon structure. (7) returning the fundamental 
structure statements to all to each participant, asking if  
the statements accurately described their experiences 
before writing full descriptions of  themes to validate the 
findings. (Colazzi, 1978; Morrow et al., 2015).

RESULTS AND DISCUSSION
This section contains the results of  the study. The purpose 
of  this study was to explore the lived experiences of  ICU 
nurses in controlling healthcare-associated infections. 
Utilizing an explorative, descriptive, qualitative research 
design, data were collected through semi-structured 
interviews conducted online. The participants comprised 
registered ICU nurses with 2-5 years of  experience in the 
intensive care unit. 
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All interviews were recorded with an audio device, 
adhering to the protocols in the informed consent, and 
were transcribed verbatim to ensure the reliability and 
credibility of  the data. The information obtained from 
the interviews was analyzed using Collaizzi’s (1978) 
phenomenological methodology to ensure a systemic and 
rigorous examination of  the lived experiences of  ICU 
nurses in controlling healthcare-associated infections, and 
that approach included: (1)meticulously going over each 
participant’s narrative multiple times to become familiar 
with the data.(2) finding statements in the narrative that 
are substantial and relevant to the phenomenon being 
studied. (3) determining meanings that are pertinent 
to the phenomenon after carefully reading substantial 

statements, and bracketing presumptions. (4) Clustering 
the meanings identified into themes that are consistent 
throughout all accounts. (5) composing a thorough and 
comprehensive description of  the phenomenon, taking 
into account every produced theme. (6) Simplify the 
detailed descriptions down to a concise, dense statement 
that only includes facets that are vital to the phenomenon 
structure. (7) returning the fundamental structure 
statements to all participants, asking if  the statements 
accurately described their experiences before writing full 
descriptions of  themes to validate the findings. Showing 
the themes extracted from the responses of  nurses. It 
also includes a discussion with literature supporting the 
themes that have emerged from the data.

Table 1: Themes and Subthemes Related to the Lived Experiences of  ICU Nurses in Controlling Healthcare-
Associated Infections in Tertiary Care Hospitals.
Themes Subthemes Definition Nurse’s responses 
Infection Prevention 
as an Organizing 
Framework of  Care

Awareness Deep knowledge of  
infection risks in the 
intensive care unit 
through ongoing 
watchfulness, risk 
assessment, and 
intentional focus 
on sources of  
contamination in 
routine nursing 
practice.

N5: “Based on my experience as an ICU nurse, 
Health care associated infections often begin in 
intubated patients, with Pseudomonas being a 
common cause of  pneumonia. I have observed 
that if  one patient becomes positive with 
Pseudomonas, another patient in another cubicle 
will eventually be positive with Pseudomonas as 
well.”
N7: “Health care associated infections are 
hospital acquired infections that patients may 
develop while admitted to any ward in the 
hospital. Patients who are admitted in the 
ICU have multiple medical devices such as 
endotracheal tubes, IV lines, central lines, and 
drainage systems. Because of  these contraptions 
ICU patients are at high risk of  developing 
infections.”

Standardized
Protocols 

Experiences with 
following defined 
criteria for infection 
control, such as hand 
cleanliness, the use of  
personal protective 
equipment, and 
institutional policies 
that govern nursing 
practices.

N1: “To deal with health care associated 
infections, we reinforce infection control. 
The very basics is handwashing. We inform 
the infectious disease doctor and as nurses we 
follow the ordered medications.”
N2: “Here is how we deal with them. In the 
hospital we have a protocol where we assess 
early signs of  infections and if  we detect them 
we have to report immediately to the attending 
physician so they can order for blood cultures 
or sputum cultures, stool cultures. After that we 
have to collaborate with the attending physician 
to have the antibiotic started. The aseptic 
techniques, the infection control. It’s proven to 
be more effective to prevent the infection than 
to cure it.”
N5: “As per hospital protocol, first we do a 
swap test usually through sputum culture and 
sensitivity to identify the causative organism. 
Based on the results, the physician physician 
will prescribe the appropriate antibiotics and 
determine necessary precautions such as contact
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or droplet isolation, to prevent transmission 
and further spread of  the organism. Infection 
control protocols are reinforced, including 
limiting movement between patients. Infection 
control nurses also conduct rounds in the ICU 
to check whether infection control measures 
are being properly followed. Applying infection 
control requires a high level of  responsibility.” 
N6: “We often can not be certain if  an infection is 
hospital acquired or pre-existing until the doctor 
orders necessary tests. Our goal is to break the 
cycle of  infection as much as possible. We do 
this through proper hand hygiene, following 
precautions, wearing PPE when caring for the 
infected patient, and administering antibiotics as 
prescribed by the doctor to target the specific 
infection. I learned that simple practices, such 
as proper hygiene, may seem basic, but they 
are highly effective in preventing infections 
and protecting both patients and health care 
workers”

Comprehensive 
care

A nurse’s  approach 
that treats the 
full individual 
rather than just 
physical ailment by 
combining technical 
infection control 
procedures with the 
psychological, ethical, 
and relational aspects 
of  bedside practice.

N2: “We protect the patient from the infection 
during the time we administer the medication 
through IV’s by cleaning the ports and making 
sure the ventilators have filters and there is no 
moisture during use. We prevent infection by 
hand washing. Since we holistically care for the 
patient, mostly the prevention of  infection by 
breaking the infection chain. Hand washing is 
the most important infection control practice 
to break the chain of  infection especially that I 
have been handling multiple patients.”
N3: “The aspects of  patient care that stand out 
most to me are ethical, safe and holistic care. I 
believe in caring for each patient as if  they were 
a member of  my own family, not just out of  
responsibility, but with genuine compassion. At 
the same time, providing good care also means 
being competent and professional. Infection 
control is also a critical dimension of  care. For 
me, best practices include using new or clean 
patient equipment, such as new suction tubing, 
and performing hand hygiene before and after 
every patient interaction.”
N4: “The psychological dimension of  care is 
something that always stands out to me. I make 
it a point to ensure that my patients are cared 
for not only physically, but also psychologically, 
and that their overall well-being is considered. In 
terms of  infection control, the most important 
measure for me is handwashing. It is the most 
accessible and basic practice, yet it plays a crucial 
role in minimizing the spread of  infection to my 
patients.”
N7: “What stands out to me most is the comfort 
I provide and the rapport I build with my 
patients. Once trust is established, patients are 
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more receptive and trusting in whatever care is 
provided at the bedside. Building this rapport 
creates a strong connection with the patient and 
helps ensure effective and compassionate care. 
Hand hygiene also stands out as a very basic but 
extremely important aspect of  patient care.”

Occupational 
Depletion

Experiences of   
physical, mental, and 
emotional weariness 
brought on by constant 
exposure to infection-
related dangers, 
rigorous procedure 
adherence, and 
prolonged vigilance.

N1: “These practices are so rigorous that they 
become a constant physical sacrifice, leaving my 
hands dry and cracked from the endless cycle 
of  sanitizing. Maintaining infection control 
creates a constant state of  physical tension. 
Emotionally, I struggle with the paradox of  
being a protector who might also be a source 
of  harm, often feeling ‘contaminated’ or like a 
walking biohazard to my own family.”
N3: “As I work in the ICU, one thing that has 
occurred to me is that I have weak lungs, which 
seems to have become weaker as I continue 
working in the ICU. I experience fatigue and 
often need to call in sick when I work for long 
periods in the ICU, especially during twelve-
hour shifts. It gives me a great deal of  stress, as 
the ICU is a highly stressful environment.”
N5: “Since I started working in the ICU I feel 
more tired than usual and physically exhausted 
because I felt like working a lot of  hours in the 
ICU took a toll on me. I have also noticed that 
since I started working in the ICU I catch coughs 
and colds more frequently. After I worked a 16-
hour shift I felt so exhausted, so drained, dizzy, 
and physically overwhelmed. Emotionally, I also 
felt so tired and low. I needed to sleep for a 
whole day to recover.”

Professional 
Transformation

The growth of  
enhanced professional 
identity, competence, 
and discipline as a 
result of  extended 
involvement in 
infection prevention 
and control procedures.

N2: “This experience has taught me that 
prevention is better than cure because it is still 
in my practice. I have learned to be consistent 
because whenever I start my work it is good. ”
 N4: “This experience has taught me to be very 
mindful of  everything I do in my practice.”
N5: “This experience made me eager to learn. I 
always review my notes , study reference books, 
to improve my competency in managing ICU.”
N10: “My experience taught me to be a more 
vigilant and accountable nurse.”

Collaboration
Endeavour

The unified work of  
nurses in sustaining 
infection control 
through group 
accountability, mutual 
reminders and 
coordinated safety 
procedures within 
ICU.

N1: “I always talk with my co-workers about 
adherence to infection control standards.”
N2: “My colleagues also have expressed that 
whenever we remind ourselves of  hand washing, 
disinfect lines, we have positive feedback from 
our staff  and personnel.”
N4: “At work some colleagues initially thought 
I’m mismanaging resources because I usually 
double gloving but I use these measures 
intentionally to prevent contaminating one 
patient with pathogens from another. Over time, 
however, our team developed a culture of  trust. 
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My colleagues began to recognize the value of  
these practices.”
N7: “This shared responsibility has strengthened 
our team work in the ICU and created a culture 
where we look out not only for our patients, but 
for one another’s safety.”

Experiences of  Nurses in Relation to Healthcare-
Associated Infection
To answer Research question 1, “What are the experiences 
of  nurses in relation to healthcare-associated infections in 
tertiary care hospitals?” One theme emerged: Infection 
prevention as an organizing framework of  Care while 
six subthemes emerged from the data. This includes 
awareness, standardized protocols, comprehensive care, 
occupational depletion, professional transformation, and 
collaborative endeavor. 

Infection Prevention as an Organizing Framework 
of  Care
This theme captures ICU nurses’ work in handling and 
preventing healthcare-associated infections (HCAIs) 
at tertiary care hospitals. Infection prevention formed 
the core guide for their daily care. It shaped clinical 
work decisions. It sets the structure for their job tasks. 
Nurses shared how their skills, alertness, and strict use 
of  protocols shaped their steps. These steps build better 
teamwork with others. They kept patients safe in a high-
risk setting.

Awareness 
Awareness emerged as a crucial element and foundational 
force as nurses described healthcare-associated infections 
through their lens of  experience.  The nurses showed both 
conceptual knowledge and hands-on comprehension of  
healthcare-associated infections, along with risk factors 
and ways of  transmission.  
Nurse 7 stated: “Healthcare-associated infections are 
hospital-acquired infections that patients may develop 
while admitted to any ward in the hospital. Patients who 
are admitted to the ICU have multiple medical devices 
such as endotracheal tubes, IV lines, central lines, and 
drainage systems. Because of  these contraptions, ICU 
patients are at high risk of  developing infections.”  Dawit 
et al. (2021) found that patients with nosocomial sepsis 
had a greater mortality rate. The use of  mechanical 
ventilators and a prolonged ICU stay were found to be 
significant indicators of  nosocomial sepsis. The nurse’s 
awareness of  the definition of  healthcare-associated 
infections and the particular risk factors seen in the 
intensive care unit is reflected in this statement. The 
nurse’s accurate understanding of  how medical devices 
increase infection risk demonstrates the importance of  
such clinical knowledge incorporated into practice to 
enable nurses to recognize and report HCAIs reliably. 
Nurse 5 expands on this, stating, “Based on my experience 
as an ICU nurse, healthcare-associated infections often 
begin in intubated patients, with Pseudomonas being a 

common cause of  pneumonia. I have observed that if  
one patient becomes positive with Pseudomonas, another 
patient in another cubicle will eventually be positive 
with Pseudomonas as well.” Nurse 5 demonstrated 
experiential knowledge, identifying Pseudomonas as a 
prevalent pathogen in ventilator-associated pneumonia, 
and observing patient transmission patterns. This 
awareness by nurses 5 and 7 is important because Alanazi 
et al. (2023) found that “ The frequency of  CLABSI and 
VAP reported by nurses was positively correlated with the 
incidence of  these conditions in intensive care units. As a 
result, nurses offer trustworthy information on infection 
control in intensive care units. Because nurses who 
are aware of  risk variables are better able to recognize 
infections when they happen, this understanding probably 
helps explain why nurse-reported infection rates match 
real occurrences.

Standardized Protocols
Hospital protocols were frequently mentioned by the 
nurses as the fundamental framework that directs their 
infection control procedures. When healthcare-associated 
infections (HCAIs) are suspected or confirmed, these 
guidelines offer precise routes for evaluation, reporting, 
and response.
Nurse 1 shared, “To deal with healthcare-associated 
infections, we reinforce infection control. The very basic 
is handwashing. We inform the infectious disease doctor, 
and as nurses, we follow the ordered medications.” 
The statement shows that by converting organizational 
expectations into day-to-day nursing behaviors, protocols 
operationalize infection control, as this statement 
illustrates.
Nurse 5 added: “As per hospital protocol, first we do a 
swap test, usually through sputum culture and sensitivity 
to identify the causative organism. Based on the results, 
the physician will prescribe the appropriate antibiotics 
and determine necessary precautions, such as contact 
or droplet isolation, to prevent transmission and further 
spread of  the organism. Infection control protocols 
are reinforced, including limiting movement between 
patients.”   The workflow stated by N.5 directly mirrors 
the findings by Li et al. (2023). The incidence of  HCAIs 
in the intensive care unit could potentially be reduced by 
ongoing target monitoring, routine analysis of  high-risk 
indicators, and prompt intervention strategies.  Moreover, 
Nurse 2 explained, “Here is how we deal with them. In the 
hospital, we have a protocol where we assess early signs 
of  infections, and if  we detect them, we have to report 
immediately to the attending physician so they can order 
blood cultures, sputum cultures, and stool cultures. After 
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that, we have to collaborate with the attending physician 
to have the antibiotic started. The aseptic techniques and 
the infection control. It’s proven to be more effective to 
prevent the infection than to cure it.”
Nurse 6 added: “We often cannot be certain if  an infection 
is hospital-acquired or pre-existing until the doctor orders 
necessary tests. Our goal is to break the cycle of  infection 
as much as possible. We do this through proper hand 
hygiene, following precautions, wearing PPE when caring 
for the infected patient, and administering antibiotics as 
prescribed by the doctor to target the specific infection. 
I learned that simple practices, such as proper hygiene, 
may seem basic, but they are highly effective in preventing 
infections and protecting both patients and health care 
workers.” These practices are supported by research 
evidence. Majrashi et al. (2024) results showed that 
infection transmission is greatly decreased when any one 
link in the chain is broken. The most effective strategy 
is still practicing good hand hygiene, which can reduce 
HAI rates by as much as 50%. Infection control is further 
improved by complementary measures such as stringent 
sterilization procedures and the proper use of  personal 
protective equipment. It was also discovered that 
surveillance systems and interdisciplinary cooperation 
were essential to maintain control efforts.

Comprehensive Care
Comprehensive care emerged as a multilayered experience 
where nurses characterized infection prevention as 
integral to the ethical, professional, psychological, and 
physical facets of  patient care. Nurses described infection 
control as part of  a holistic bedside practice that takes 
care of  the full individual rather than as a stand-alone 
technical duty. 
Nurse 7 stated: “What stands out to me most is the 
comfort I provide and the rapport I build with my patients. 
Once trust is established, patients are more receptive and 
trust in whatever care is provided at the bedside. Building 
this rapport creates a strong connection with the patient 
and helps ensure effective and compassionate care. Hand 
hygiene also stands out as a very basic but extremely 
important aspect of  patient care. The nurses’ statement 
emphasized the importance of  rapport in nursing 
practice. Comfort and trust at the bedside serve as both 
emotional support and processes that increase patient 
responsiveness to care. This shows that a psychological 
bond strengthens infection control in holistic care by 
improving collaboration with preventive measures.
Hansen et al. (2023) found that Critical care nurses 
recognized the importance of  remaining involved 
in intensive care. Depending on the patient’s ability 
to participate in care, the nurses maintained patient 
involvement in three approaches, which included 
continuously adjusting care activities based on the 
patient’s bodily responses, developing a relationship with 
the patient to enable personalized care, and allowing for 
self-determined care as the patient’s recovery progressed. 
Additionally, Gilbert et al. (2024) revealed that 70% of  

ICU nurses considered health-acquired illnesses to be 
serious and susceptible, whereas 83.1% recognized the 
importance of  proper hand hygiene. This supports nurse 
7’s stance that basic hand hygiene is a critical aspect of  
patient care in the ICU. In this setting, hand hygiene is 
shown as an integral aspect of  a larger effort to protect 
patient health, rather than just as a procedural act.
Nurse 4 stated: “The psychological dimension of  care 
is something that always stands out to me. I make it a 
point to ensure that my patients are cared for not only 
physically, but also psychologically, and that their overall 
well-being is considered. In terms of  infection control, 
the most important measure for me is handwashing. It is 
the most accessible and basic practice, yet it plays a crucial 
role in minimizing the spread of  infection to my patients.” 
This highlights the nurse’s integration of  holistic care and 
essential infection prevention protocols. The statement 
demonstrates how psychological care and preventive 
awareness coexist in comprehensive intensive care unit 
practice. Pavlish et al. (2020) found that encouraging ICU 
health care teams to communicate consistently about 
goals of  care resulted in more patients receiving required 
help and minimizing barriers to communication. Such 
communication increases psychological support while 
encouraging adherence to critical measures such as hand 
hygiene, boosting both patient well-being and infection 
control.
Additionally, Nurse 3 said: “The aspects of  patient care 
that stand out most to me are ethical, safe, and holistic 
care. I believe in caring for each patient as if  they were a 
member of  my own family, not just out of  responsibility, 
but with genuine compassion. At the same time, 
providing good care also means being competent and 
professional. Infection control is also a critical dimension 
of  care. For me, best practices include using new or 
clean patient equipment, such as new suction tubing, 
and performing hand hygiene before and after every 
patient interaction.” This shows the merging of  ethical 
sensitivity, competent expertise, and compassionate 
practice in preventing infection. Here, infection control 
procedures are ingrained in professional ethics and moral 
duty, highlighting the fact that holistic treatment includes 
both technical accuracy and ethical intent. Similarly, 
Aligholipour et al.  (2025) suggested that an increase in 
moral sensitivity improves compassion fulfillment while 
decreasing compassion fatigue. Furthermore, numerous 
facets of  moral sensitivity, including consideration 
for patient autonomy, professional expertise, ethical 
decision-making, and honesty, were related to increased 
compassion satisfaction and emotional fatigue. This shows 
that ethical understanding improves both compassionate 
participation and compliance with safe infection control 
procedures. 
Nurse 2 stated: “We protect the patient from the infection 
during the time we administer the medication through 
IV’s by cleaning the ports and making sure the ventilators 
have filters and there is no moisture during use. We 
prevent infection by hand washing. Since we holistically 
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care for the patient, mostly the prevention of  infection 
by breaking the infection chain. Hand washing is the most 
important infection control practice to break the chain of  
infection, especially since I have been handling multiple 
patients.” This statement presents a layered infection 
control strategy that combines device-specific precautions 
with continuous hand washing to prevent infection. The 
nurse demonstrates how comprehensive care combines 
rigorous physical interventions with overall patient safety 
by clearly framing these technical procedures within 
holistic care. Medioli et al (2025) reported that effective 
Infection prevention and Control in the ICU necessitates 
a complex and adaptable approach that combines 
universal precautions and tailored strategies against 
specific infections. Consistent application of  horizontal 
strategies, such as proper hand hygiene, is fundamental.  
These findings further support the idea that coordinated 
physical, ethical, and preventive aspects must all be 
provided concurrently to provide comprehensive care in 
the intensive care unit.  

Occupational Depletion
Occupational depletion reflects the significant physical, 
mental, and psychological toll that intensive care unit 
nurses endure while performing their taxing duties. 
Nurses are frequently emotionally and physically 
exhausted by the ongoing attention to detail needed to 
uphold stringent infection control procedures.
Nurse 1 shared that” These practices are so rigorous that 
they become a constant physical sacrifice, leaving my 
hands dry and cracked from the endless cycle of  sanitizing. 
Maintaining infection control creates a constant state of  
physical tension. Emotionally, I struggle with the paradox 
of  being a protector who might also be a source of  harm, 
often feeling ‘contaminated’ or like a walking biohazard 
to my own family.” This statement emphasizes the 
physical, emotional, and psychological burden embodied 
in strict infection control practices. Shorakie (2025) 
noted that Nurses in the ICU are subjected to a variety 
of  threats to their social, Physical, mental, technological, 
and environmental health, which might be regarded as a 
work-related syndrome known as “nurse ICU syndrome.”
Another nurse discussed the long-term physical effects 
of  ICU shifts, saying, N3: “As I work in the ICU, one 
thing that has occurred to me is that I have weak lungs, 
which seem to have become weaker as I continue working 
in the ICU. I experience fatigue and often need to call in 
sick when I work for long periods in the ICU, especially 
during twelve-hour shifts. It gives me a great deal of  
stress, as the ICU is a highly stressful environment.” 
Her statement demonstrates how extended exposure to 
high-stress situations causes emotional strain in addition 
to physical health problems, which ultimately leads to 
occupational depletion.
This depletion is worsened by long shifts and intense 
workloads. As Nurse 5 expressed, “Since I started working 
in the ICU, I feel more tired than usual and physically 
exhausted because I feel like working a lot of  hours in 

the ICU took a toll on me. I have also noticed that since 
I started working in the ICU, I catch coughs and colds 
more frequently. After I worked a 16-hour shift, I felt so 
exhausted, so drained, dizzy, and physically overwhelmed. 
Emotionally, I also felt so tired and low. I needed to sleep 
for a whole day to recover.” These statements illustrate 
how susceptible nurses are to emotional exhaustion, 
sickness, and tiredness. Cooper (2024) emphasizes that 
ICU nurses are especially vulnerable to burnout due to 
the demands of  their profession, which include working 
long hours, caring for critically ill patients, making high-
stress decisions regarding patient care, dealing with 
staffing issues, and witnessing patients suffering regularly, 
all of  which can harm their well-being.

Professional Transformation 
Long-term involvement in controlling healthcare-
associated infections transformed the ICU nurses’ 
professional practice through experiential refinement. 
Nurses expressed a transformation in how they provided 
care, becoming more precise, disciplined, vigilant, and 
consistent in applying infection prevention measures. 
Nurse 2 shared “This experience has taught me that 
prevention is better than cure because it is still in my 
practice. I have learned to be consistent because whenever 
I start my work, it is good.” This statement highlights how 
repeated involvement with HCAI prevention reinforced 
the nurse’s routine practice. Ahmed et al. (2021) found 
that high-level adherence of  healthcare workers with 
preventive strategies to control healthcare-associated 
infections is reflected by the low rate of  healthcare-
associated infections. Through experiential learning, 
vigilance and intentionality were further enhanced. 
Besides, Nurse 3 shared, “This experience has made 
me more vigilant and intentional, knowing that careful 
attention to these details is essential to prevent the spread 
of  infection…..It taught me to be more precise because I 
need to perform specific tasks at specific times, and I have 
to think carefully before doing anything.” Similarly, N10 
stated, “My experience taught me to be a more vigilant 
and accountable nurse.” These statements are supported 
by Najafi et al. (2021) as the study’s findings showed that 
the mean vigilance score of  our ICU nurses was higher 
than expected, demonstrating their high degree of  clinical 
practice attentiveness.
Mindfulness and reflective practice also appeared as 
part of  professional development. Nurse 4 stated, 
“This experience has taught me to be very mindful of  
everything I do in my practice. “Alongside attentiveness, 
nurses also took actions to grow stronger in knowledge 
and skills through continuous learning. Nurse 5 stated, 
“This experience made me eager to learn. I always review 
my notes and study reference books to improve my 
competency in managing the ICU.” Working in a critical 
environment where everything is evolving, especially 
healthcare-associated infections, nurses acted to grow 
professionally. A study by Yu et al. (2022) showed that, 
despite the difficulties they faced, nurses had a positive 
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attitude toward continuing professional development. 

Collaborative Endeavor
Collaborative endeavor captures the nurses’ experiences 
of  preventing healthcare-associated infection as 
coordinated practice.  Infection control shifted from 
being a personal duty to a team endeavor sustained by 
constant communication, reminders to one another, 
building trust, and proactive leadership support. 
Nurse 1 expressed this ongoing collaboration, “I always 
talk with my co-workers about adherence to infection 
control standards.” Likewise, N2 shared “My colleagues 
also have expressed that whenever we remind ourselves 
of  hand washing, disinfectant lines, we have positive 
feedback from our staff  and personnel. “These statements 
show that reminders were conveyed in a respectful work 
environment where communication served as a means of  
upholding and encouraging standard practices. Morris & 
Jakobsen (2022) found that Nurse-to-nurse interaction 
demonstrated by a professional workplace atmosphere 
encouraged adherence to protocol. Their interactions 
fostered a sense of  team spirit as they collaborated to 
enhance patient safety. Thus, Peer communication serves 
as a means of  normalizing and maintaining infection 
prevention inside the unit.
Collaboration evolved as misunderstanding and 
miscommunication shifted into trust. N4 stated, “At work, 

Table 2: Themes and Subthemes Related to ICU Nurses’ Perspectives on Existing Healthcare-Associated Infections 
Prevention and Control Measures in Tertiary Care Hospitals.
Themes Subthemes Definition Nurses’ statements 
Permeative Vigilance Inherent 

habitation
The internalization 
of  infection control 
practices to the 
extent that they 
become instinctive, 
routine habits and 
ingrained in day-to-
day activities both 
inside and outside the 
workplace.

N1: “I began washing my hands more often. 
When I go home after being outside, I don’t 
go straight to bed, I make sure I’m clean and 
I take a bath. I always carry alcohol to sanitize 
my hands.”
 N2: “Since nursing is part of  our lives, I have 
been more aware and diligent with hand washing, 
alcohol rubbing before and after I touch the 
patients. Even when I touch dirty things in my 
house, I have to wash my hands. I think it has 
been embedded in me to be clean, and it has 
protected me, my family and my patients whom 
I look after every day.”
N6: “I have become more strict and mindful of  
what I touch and what I come into contact with. 
Hand hygiene has become a priority, especially 
before touching my children, and I always 
remind them to wash their hands before eating. 
These practices have become part of  my daily 
routine and everyday activities, both at work and 
at home.”
N7: “There is a constant awareness of  what I 
touch and what I may come in contact with, 
knowing that it might be something that 
transmits infection. These habits do not stay in 
the hospital; I carry them with me at home as well.”

some colleagues initially thought I was mismanaging 
resources because I usually double-gloving, but I use these 
measures intentionally to prevent contaminating one 
patient with pathogens from another. Over time, however, 
our team developed a culture of  trust. My colleagues 
began to recognize the value of  these practices.” Direct 
involvement of  nurse leaders in the ICU reinforced 
this collaborative framework. N6 shared, “When I was 
promoted to team leader in the ICU, maintaining strict 
infection control practices became even more important 
to me. I regularly reminded my team to wash their hands, 
properly discard gloves after every patient care, and strictly 
follow infection control protocols. According to Cappelli 
(2024), head nurses’ input and leadership involvement are 
seen as beneficial resources that promote the adoption of  
best practices rather than as barriers.
The result of  these peer interactions, means of  establishing 
trust, and leadership reinforcement is reflected in Nurse 
7 statement, “This shared responsibility has strengthened 
our teamwork in the ICU and created a culture where 
we look out not only for our patients, but for one 
another’s safety.” This shared sense of  responsibility is 
consistent with the findings of  Jankowski et al. (2023), 
who found that, over the course of  two years, the ICU 
unit achieved a 50% reduction in CAUTIs and an 87.5% 
reduction in CLABSIs due to cooperation, consistency, 
and communication.
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N8: “Even at home doing handwashing became 
a normal habit.”

Ethical 
guardianship

Is a lived sense of  
moral obligation to 
avoid infection in 
patients, coworkers, 
and family members 
by using diligent and 
persistent preventive 
measures.

N1: “As a nurse working to control health 
care associated infections, means taking every 
possible precaution to ensure that I don’t add 
any additional burden to an already vulnerable 
patient. This sense of  responsibility is an integral 
part of  what nursing means to me…… Health 
care associated infections are largely preventable, 
and I believe that healthcare providers play a 
vital role in preventing them.”
N2: “For me it means protecting and advocating 
for the patients who are vulnerable and can’t 
protect themselves. So, nurses play a critical 
role in preventing the infection through early 
detection of  the infection, so our every action 
has a very big impact on controlling the 
outcomes of  their health during their stay in the 
hospital.”
N4: “As a nurse working in the ICU, controlling 
health care associated infections means 
preventing further harm to my patients while 
ensuring that I provide safe and high-quality care. 
At its core, my role as a nurse is to prevent any 
additional harm and ensure that my care doesn’t 
cause further physical, emotional, spiritual, or 
financial burden to my patients, especially since 
health care in the Philippines is costly.”
N5: “Preventing the spread of  infection is 
therefore one of  the highest priorities nurses 
must uphold in their daily duties.”
N6: “It’s part of  being a nurse since one of  
our primary responsibilities is to promote care 
and prevent any harm to our patients. This 
includes ensuring that our patient doesn’t as 
much as possible acquire health care associated 
infections.”
N7: “Being a nurse who can prevent, and 
control infection is an important role because 
some patients come to the hospital for infection 
free but may acquire an infection after staying 
for some time. This makes the nurse’s role 
very important, since nurses are the primary 
caregivers at the bedside and are with the 
patients throughout their shifts.”

Empowerment The confidence and 
motivation ICU 
nurses gain from 
family support, 
enabling them to 
consistently practice 
infection control.

N1: “As for my family, they are very supportive 
and more aware of  infection prevention 
control.”
N2: “My family also is not that very scared of  
me, especially during the pandemic when the 
infection was very scary. My family has been 
very understanding and supportive knowing the 
nature of  my work.”
N3: “I found myself  teaching my family and 
reminding my nurses and medical staff  of  
practices such as  hand washing……wearing 
face mask when someone is sick. I don’t think it 
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has been a major burden for my family that I 
work in an ICU because they understand the 
risks and have become more knowledgeable 
about infection control. Before, they were 
very careful every time I came home from 
work, I had to shower immediately, and they 
would help manage my clothes after my shift. 
Over time, these routines became part of  our 
normal life, and they helped create a shared 
sense of  responsibility for keeping everyone 
safe.”
N4: “Sometimes my family has concerns for 
me. When I go sick or ill they think I might 
have acquired it from the hospital, but they 
don’t let their anxiety prevent them from 
supporting me. They actually care about me.”
N5: “Initially, my family was very cautious, 
especially because I work in the ICU where 
patients are usually in critical conditions. They 
were worried that I might bring an infection 
or disease from work to the house. Because 
of  this, my work clothes are placed in a 
separate laundry basket and washed separately, 
particularly my scrubs. After every shift, I 
immediately take a shower and take vitamins 
to help boost my immune system.”
N7: “When I started working in the ICU, I 
had to live away from home because it was 
during the pandemic .My family, especially 
my parents, were worried about my safety and 
the possibility of  getting infected, particularly 
since I have a history of  asthma. Despite the 
distance and their concerns, my father was 
very supportive and encouraging of  my work.”

Reciprocal
preservation

The understanding 
that infection 
prevention safeguards 
both caregivers 
and care users, 
emphasizing shared 
well-being and 
safety as interrelated 
outcomes.

N3: “Over time, I came to understand 
that protecting myself  is inseparable from 
protecting my patients and the people around 
me.”
N4: “If  I fail to take care of  myself, I will not 
be able to take care of  my patients effectively.”
N5: “As a health care provider, one must 
prioritize personal well-being in order to 
provide safe and effective care to others. One 
should always think of  their welfare first so 
they can render their services to their patients.”
N7: “Sometimes I go through a twelve hour 
shift without eating, as long as the patient’s 
glucose levels are normal and their needs met, 
I feel that everything is fine. In doing so, nurses 
including me forget to take care of  themselves, 
which can eventually lead to physical and 
emotional exhaustion. This experience served 
as a reminder that I need to take care of  myself  
in order to effectively care for my patients.”
N10: “This work made me more mindful and 
careful in everything I do, at work and home, 
to protect myself  and others around me.”
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Perspectives of  Nurses in Relation to Healthcare-
Associated Infection Practices 
To answer research question 2, “What are the perspectives 
of  nurses in relation to healthcare-associated infection 
practices that are currently in place for prevention and 
controlling healthcare-associated infections in tertiary 
care hospitals?” One theme emerged: Permeative 
vigilance while four subthemes emerged from the data. 
This includes inherent habituation, ethical guardianship, 
empowerment, and reciprocal preservation. 

Permeative Vigilance 
Permeative vigilance describes the intrinsic transformation 
that occurs when infection control is incorporated into 
a nurse’s everyday life and personal identity, extending 
beyond the clinical setting. As nurses apply prevention 
and control of  healthcare-associated infection practices 
daily in the clinical setting, they develop a permeating 
awareness that turns safety protocols instinctive and 
inherent habits. Nurses have a strong sense of  ethical 
duty that motivates them to be vigilant because they 
understand how important it is to preserve their own 
health in order to protect their patients and families. As 
a result, preventing healthcare-associated infections is 
not just a professional responsibility but also becomes a 
personal commitment to mutual safety and well-being. 

Inherent Habituation
Inherent Habituation illustrates how infection prevention 
has evolved from conscious compliance to deeply 
ingrained, automatic actions in nurses’ day-to-day work. 
These activities have become second nature and are 
easily incorporated into both personal and professional 
routines, rather than being carried out just when reminded 
or directed. 
The progression from intentional activity to automatic 
habit is illustrated by N1 and N8 statements. N8 stated, 
“Even at home, doing handwashing became a normal 
habit.”  N1 expanded on this habitual behavior by stating, 
“I began washing my hands more often. When I go home 
after being outside, I don’t go straight to bed; I make 
sure I’m clean, and I take a bath. I always carry alcohol 
to sanitize my hands. “These claims show a distinct path; 
preventing infections starts out as a deliberate effort and 
progressively becomes an ingrained habit. A study by 
Sands and Aunger (2024) showed that implementation 
intention didn’t affect the nurse’s performance as hand 
hygiene practice became embedded through years of  
repeated performance. The nurses’ experiences reflect this 
embedding, showing that working to control health care 
associated automatic infection in protective behaviors at 
home and work. 
N2 also highlights how Infection prevention has become 
an integral component of  one’s identity: “Since nursing 
is part of  our lives, I have been more aware and diligent 
with hand washing, alcohol rubbing before and after I 
touch the patients. Even when I touch dirty things in 
my house, I have to wash my hands. I think it has been 

embedded in me to be clean, and it has protected me, 
my family and my patients whom I look after every day.” 
The expression “Embedded in me” conveys the idea that 
these actions are neither elective nor externally imposed; 
they are absorbed as part of  the nurse’s identity. Artuvan 
and Ceten (2022) argued that nurses’ positive attitudes 
toward hand hygiene and their actual hand hygiene habits 
showed a strong correlation. It illustrates how practice 
and belief  reinforce one another, resulting in habitual, 
consistent behavior.
N7 demonstrates how these behaviors persist in both 
the personal and professional domains: N7, “There is 
a constant awareness of  what I touch and what I may 
come in contact with, knowing that it might be something 
that transmits infection. These habits do not stay in 
the hospital; I carry them with me home as well. “This 
demonstrates how vigilance has become an integral part 
of  everyday life, transcending the workplace.”
Watson (2024) disclosed that ICU nurses’ professional 
identity is not static but evolves dynamically as they 
provide critical care for the patients, and this shapes 
nurses’ quality of  life in meaningful ways. These habits 
extended into family stewardship as N6 stated, “I have 
become stricter and more mindful of  what I touch and 
what I come into contact with. Hand hygiene has become 
a priority, especially before touching my children, and I 
always remind them to wash their hands before eating. 
These practices have become part of  my daily routine 
and everyday activities, both at work and at home.”  The 
statements shared by the participants demonstrated how 
infection-prevention processes slowly developed into 
deeply rooted routines that became part of  their everyday 
lives. According to Gesser-Edelsburg et al., (2021), 
when health practitioners constantly engaged in safer 
infection-prevention behaviors, these actions developed 
into automatic actions and transformed into good habits 
and norms. supporting the statement provided by one 
of  the participants indicating that she was practicing 
proper hand hygiene and infection prevention procedures 
because hand hygiene and infection prevention had 
become “embedded” into their lives as nurses.
Nonetheless, existing literature on the topic also indicated 
some negative aspects and risks linked to too much 
automaticity among healthcare professionals in the ICU. 
A study by Dekker et al. (2024) Indicated that in highly 
complex and demanding circumstances, nurses might 
engage in automatic decision making. Their findings 
revealed that there was low compliance regarding the 
use of  the combined approach of  wearing gloves 
and conducting hand hygiene at the same time while 
undertaking several medical procedures. These findings 
indicate that even though inherent habituation is beneficial 
in sustaining infection prevention practices, mindfulness 
and reinforcement should be taken into account to avoid 
complacency and preserve patients’ safety in ICU. 

Ethical Guardianship
Ethical guardianship reflects the strong moral compass 
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that directs intensive care nurses in their day-to-day work. 
It represents a personal and professional obligation to 
protect patients from avoidable harm and goes beyond 
merely adhering to infection control procedures. For ICU 
nurses, preventing healthcare-associated infections is not 
just a clinical duty but a moral commitment based on the 
patient’s safety and dignity preservation, advocacy, and 
accountability. 
Participants repeatedly underlined this intense sense of  
professional and personal accountability. Nurse 1 stated, 
“As a nurse working to control health care-associated 
infections, it means taking every possible precaution 
to ensure that I don’t add any additional burden to an 
already vulnerable patient. This sense of  responsibility 
is an integral part of  what nursing means to me…… 
Health care associated infections are largely preventable, 
and I believe that healthcare providers play a vital role 
in preventing them.” The advocacy dimension of  this 
accountability was strongly emphasized by N2, “For me, 
it means protecting and advocating for the patients who 
are vulnerable and can’t protect themselves. So, nurses 
play a critical role in preventing the infection through 
early detection of  the infection, so our every action has 
a very big impact on controlling the outcomes of  their 
health during their stay in the hospital. “A study by Aghaie 
(2021) found that intensive care unit nurses perceived 
their role as being patient advocates by honoring patients’ 
values, fostering patient safety, and keeping patients 
informed of  their conditions and being their voice.
The ICU nurses’ ethical obligation was an intrinsic 
moving force that was extended to averting harm and 
guaranteeing complete patient safety, as expressed by 
Nurse 4: “As a nurse working in the ICU, controlling 
health care-associated infections means preventing 
further harm to my patients while ensuring that I provide 
safe and high-quality care. At its core, my role as a nurse 
is to prevent any additional harm and ensure that my 
care doesn’t cause further physical, emotional, spiritual, 
or financial burden to my patients, especially since health 
care in the Philippines is costly.” Strengthening this sense 
of  responsibility, Nurse 5 adds, “Preventing the spread 
of  infection is therefore one of  the highest priorities 
nurses must uphold in their daily duties.” Alharbi et al. 
(2025) stressed that, Effective nursing-led infection 
control practices dramatically lower health care associated 
infections and foster better healthcare environments 
where patients are safe.
The way the ICU nurses described infection prevention 
as a core part woven into their daily practice and the 
importance of  their presence at bedside revealed their 
ethical guardianship. N6 expressed: “It’s part of  being 
a nurse since one of  our primary responsibilities is to 
promote care and prevent any harm to our patients. 
This includes ensuring that our patients don’t acquire 
health care-associated infections as much as possible.” 
Similarly, Nurse 7 reflected: “Being a nurse who can 
prevent and control healthcare-associated infections is 
an important role because some patients come to the 

hospital infection-free but may acquire an infection after 
staying for some time. This makes the nurse’s role very 
important, since nurses are the primary caregivers at 
the bedside and are with the patients throughout their 
shifts. According to Ghabayen et al. (2023), nurses play a 
key role in preventing and managing hospital infections 
through their responsibility for a large proportion of  
patient treatment and care.

Reciprocal Preservation
Reciprocal preservation represents the intrinsic 
transformation that took place as nurses working to 
control health care associated with infections and 
the ongoing risks of  exposure to them. Thus, ICU 
nurses realized that protecting themselves and their 
patients is a mutually sustaining act rather than separate 
responsibilities. Gradually, what started out as following 
infection control procedures turned into an inner 
awakening that changed nurses’ perceptions of  their own 
bodies, boundaries, and professional identities. This inner 
awakening is evident in N3’s statement, “Over time, I 
came to understand that protecting myself  is inseparable 
from protecting my patients and the people around me.”
The expression “over time” indicates change. This insight 
was not immediately apparent; rather, it developed as a 
result of  repeated experiences with risk, fatigue, and 
accountability in intensive care settings. Infection control 
was no longer viewed as now seen as an institutional 
compliance but as an integrated system wherein harm 
to the nurse might have consequences on patients and 
family members. This change in perspective is marked by 
Nurse 4 statement, “If  I fail to take care of  myself, I will 
not be able to take care of  my patients effectively.” N5 
elaborated on this growing conviction, “As a health care 
provider, one must prioritize personal well-being in order 
to provide safe and effective care to others. One should 
always think of  their welfare first so they can render 
their services to their patients. “This experiential turning 
point aligns with the findings of  Nkabinde-Thamae et al. 
(2025), which showed that nurses wanted to take care of  
themselves.  Because individuals could see the detrimental 
effects of  neglecting self-care, they shared their plans and 
commitment to make self-care practices a reality, because 
they could see the detrimental effects of  neglecting self-
care. 
The internal conflict that preceded this transformation is 
conveyed by N7’s statement, “Sometimes I go through a 
twelve-hour shift without eating, as long as the patient’s 
glucose levels are normal and their needs met, I feel that 
everything is fine. In doing so, nurses, including me, 
forget to take care of  themselves, which can eventually 
lead to physical and emotional exhaustion. This 
experience served as a reminder that I need to take care 
of  myself  to effectively care for my patients. “The nurse 
faces the paradox of  providing care, where putting the 
patient’s needs ahead of  one’s own may eventually lead 
to a lack of  attentiveness. Diminishing physical strength, 
emotional exhaustion, or cognitive strain may gradually 
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weaken adherence to preventive measures in infection-
sensitive environments. Zeb et al. (2022) found that low 
levels of  practicing mindful self-care among nurses may 
hinder their engagement with patients and their families 
and the overall care delivered. 
Furthermore, Perveen (2022) emphasized that to work 
with critically sick patients and their families, intensive 
care unit nurses need to be emotionally, cognitively, and 
physically strong. This realization leads to an identity shift 
rather than a short-term adjustment. This permeability is 
demonstrated in N10 statement, 10: “This work made me 
more mindful and careful in everything I do, at work and 
home, to protect myself  and others around me.”

Empowerment
Empowerment reflects how ICU nurses experience 
their families’ empathy and support while still taking 
precautions to keep them safe. This family support 
of  their work nature gives ICU nurses the emotional 
fortitude, drive, and self-assurance they need to continue 
being cautious about infection control in both their 
personal and professional lives. This relationship 
encourages shared responsibility at home and fortifies 
nurses’ dedication to infection prevention.
The nurses mentioned their families’ awareness and 
direct support, as N1 stated, “As for my family, they are 
very supportive and more aware of  infection prevention 
and control. “Sato et al. (2025). Before deciding to 
work in the hazardous, infectious ICU setting during 
covid.19 pandemic, several volunteers spoke with family 
members to get their understanding. Most of  the time, 
family members agreed to cooperate to lower the risk of  
infection after understanding the nurse’s reasons. Nurses 
were empowered by family support both at home and 
when living apart, as expressed by Nurse 2: “My family 
also is not that very scared of  me, especially during the 
pandemic when the infection was very scary. My family 
has been very understanding and supportive, knowing the 
nature of  my work.” 
Additionally, Nurse 7 stated, “When I started working in 
the ICU, I had to live away from home because it was 
during the pandemic. My family, especially my parents, 
were worried about my safety and the possibility of  
getting infected, particularly since I have a history of  
asthma. Despite the distance and their concerns, my 
father was very supportive and encouraging of  my work. 
These statements demonstrate how families’ practical 
and emotional support boosts nurses’ resilience and 

confidence. A study by Antolí-Jover et al. (2024) showed 
that a higher quality of  life for nurses is positively 
correlated with the existence of  social and familial 
support networks.
Family helped create a shared protective routine at home, 
fostering a sense of  shared responsibility, and nurses 
actively participated in educating their loved ones. Nurse 3 
stated: “I found myself  teaching my family and reminding 
my nurses and medical staff  of  practices such as hand 
washing… wearing a face mask when someone is sick. 
I don’t think it has been a major burden for my family 
that I work in an ICU because they understand the risks 
and have become more knowledgeable about infection 
control. Before, they were very careful every time I came 
home from work; I had to shower immediately, and 
they would help manage my clothes after my shift. Over 
time, these routines became part of  our normal life, and 
they helped create a shared sense of  responsibility for 
keeping everyone safe. This is supported by Widiasih et 
al. (2021), who found that, in order to prevent the spread 
of  COVID-19, nurses actively protect their families. They 
improved their environment and habits. They also give 
their family members supplements and wholesome foods 
to boost their immunity. Additionally, nurses educate 
their families and raise their understanding of  the value 
of  preserving health. 
Families were occasionally anxious but still supportive, 
which provided nurses with emotional encouragement. 
P4: “Sometimes my family has concerns for me. When I 
get sick or ill, they think I might have acquired it from the 
hospital, but they don’t let their anxiety prevent them from 
supporting me. They actually care about me.” Nurses took 
proactive steps to prevent infections at home, fostering 
mutual safety and empowerment. P5: “Initially, my family 
was very cautious, especially because I work in the ICU 
where patients are usually in critical conditions. They were 
worried that I might bring an infection or disease from 
work to the house. Because of  this, my work clothes are 
placed in a separate laundry basket and washed separately, 
particularly my scrubs. After every shift, I immediately 
take a shower and take vitamins to help boost my immune 
system. According to the study’s findings by Elneblawi 
et al. (2022), most nurses believed that they had a high 
risk of  contracting COVID-19 and that they could spread 
the virus to their family members with ease. As a result, 
they take precautions to keep themselves safe and prevent 
infections from spreading to their loved ones.

Table 3: Theme and Subthemes Related to Opportunities for Enhancing Infection Prevention Practices Among ICU 
Nurses in Tertiary Care Hospitals?
Themes Subthemes Definition Nurse’s responses 
Cumulative Clinical 
Evolution

Adherence gap Disparities between 
actual clinical practice 
and established 
standards are revealed 
by observed 

N1: “I always talk with my co-workers about 
adherence to infection control standards, “I hope 
more health care providers will be more serious 
in adhering to infection control standards and 
facilities protocols.” 
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inconsistencies, 
hurdles, or 
restrictions in 
infection control 
compliance.

N2: “nurses who consistently follow the 
protocols continue to protect the patients 
and they have effectively helped in reducing 
the infections in the unit and the hospital as a 
whole.”
N3: “Usually the infection spreads to other 
patients because of  the nurses themselves.”
N5: “This lack of  consistent adherence to 
infection control measures is one of  the 
major gaps that needs to be addressed. I was 
influenced by my senior nurses who emphasized 
the importance of  diligence and adherence to 
unit routines.”
N6: “I have seen cases of  cross infection 
happening just because of  poor hand hygiene.”
N7: “ These basic measures remain important in 
preventing healthcare associated infections and 
should never be neglected. 

Continuous 
Learning

Ongoing initiatives 
to improve infection 
prevention knowledge 
and abilities by 
independent 
study, training, 
introspection, and 
active participation in 
practice updates.

N3: “I think more education and education 
are needed. It is important for nurses to stay 
updated with knowledge and skills related to 
infection control, we didn’t have proper training. 
We just knew the basics, but not the specifics on 
how to really control infections. I wish we had 
training”
N5:  “As ICU nurses we are mostly taught the 
basics of  infection control, but there are no 
training drills or thorough sessions to reinforce 
these measures, There is a need for training and 
educating nurses regarding controlling health 
care associated infections.”
N6: “Unfortunately the hospital didn’t provide 
the necessary tools or formal education needed 
to fully understand and manage infections. Much 
of  what I learned came from observing doctors, 
studying independently, and conducting personal 
research, there is a need for more advanced 
training in infection control, particularly in the 
ICU setting.”

Technological
Opportunities

The potential 
of  integrating 
technological systems 
and instruments into 
nursing practice to 
improve infection 
monitoring, 
surveillance, and 
overall prevention 
approaches.

N3: “Because infection evolves, nurses must be 
more proactive in preventing further spread. 
Future nurses will be more proactive with 
infection control. In the future, I see education 
becoming more expanded, and nurses will learn 
more and have better technology available to 
them.”
N5: “Innovations like air purifiers and HEPA 
filters in ICU cubicles have already helped 
reduce allergens and improve the environment 
for patients, and similar technology could be 
applied broadly. I believe that technological 
advancements will play a key role in improving 
infection control in the future.”
N6: “Technology has been a positive force in 
nursing, as it removes some routine tasks and 
enables nurses to focus more on critical patient 
care and infection control. 
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I think technology will play a major role in how 
nurses manage healthcare associated infections. 
Artificial intelligence and automation are likely 
to reduce the number of  tasks ICU nurses 
need to perform, particularly administrative 
responsibilities.”
N10: “I see future nurses taking advantage of  
future technology as a tool to prevent health care 
associated infections while following policies 
and measures for infection control.”

Opportunities for Common Healthcare-Associated 
Infection Practices 
To answer Research question 3, “What are the 
opportunities for common health care-associated 
infections ‘practices for nurses within the tertiary care 
hospitals?” One theme emerged: Cumulative clinical 
evolution while three subthemes emerged from the data. 
This includes adherence gaps, continuous learning, and 
technological opportunities. 

Cumulative Clinical Evolution
This theme describes the journey of  nurses evolving 
from simply doing tasks to becoming proactive stewards 
of  safety. It’s a progressive improvement of  nurses’ 
competence in controlling and preventing healthcare-
associated infections as a result of  accumulated clinical 
experience, continuous education, and adaptation of  
modern technologies. Through this ongoing process, 
infection control procedures are not only maintained but 
consistently improved as nurses acquire more knowledge 
and practical experience in handling healthcare-associated 
infection threats.  

Adherence Gap
Adherence gap encapsulates the ongoing disparity 
between recognized infection control guidelines and 
their regular application in day-to-day intensive care unit 
practice. Even though protocols are well-established and 
generally recognized as necessary, ICU nurses disclosed 
that differences in adherence nevertheless jeopardize 
patient safety. This gap is the result of  a complex 
interaction between individual responsibility, habitual 
behavior, leadership influence, and organizational 
enforcement rather than just a knowledge deficiency.
Nurse 1 shared that she would like to see greater dedication 
to her career. Stating, “I hope more health care providers 
will be more serious in adhering to infection control 
standards and facilities protocols.” This remark highlights 
a perceived discrepancy between policy awareness and 
actual behavioral compliance, implying that the problem 
is not with the lack of  standards but rather with how 
seriously they are applied. Similarly, Nurse 2 highlighted 
the positive impact of  rigorous adherence. “Nurses who 
consistently follow the protocols continue to protect the 
patients, and they have effectively helped in reducing the 
infections in the unit and the hospital as a whole.” This 
aligns with the findings of  Blot (2022), who stressed 

that Intensive care unit nurses have a unique role in the 
prevention and management of  healthcare-associated 
infections. They are involved in basic hygiene care, 
quality improvement programs, proper microbiological 
sampling, and antibiotic stewardship. 
Nevertheless, nurses also acknowledged that poor 
practices have a direct role in the spread of  infection. 
Nurse 3 said, “Usually the infection spreads to other 
patients because of  the nurses themselves.” This admission 
demonstrates a deep understanding of  professional 
responsibility and emphasizes how protocol violations 
might unintentionally turn caregivers into transmission 
vectors. N6 confirmed this concern: “I have seen cases 
of  cross-infection happening just because of  poor 
hand hygiene.” Chang et al. (2021) found that healthcare 
personnel in the intensive care unit were inclined to wash 
their hands after contaminated assignments, compared 
to before important tasks, indicating that hand hygiene 
compliance may be influenced by habits and a sense of  
disgust. This behavioral inconsistency highlights how 
basic practices, when carried out selectively, increase the 
adherence gap despite awareness of  their significance.
Nurse 7 addressed the fundamental importance of  
basic measures, stating, “These basic measures remain 
important in preventing healthcare-associated infections 
and should never be neglected. “ This remark indicates 
a shared understanding that controlling health care-
associated infections relies on disciplined implementation 
of  fundamental precautions rather than only relying on 
advanced interventions. Besides, Nurse 5 said “This lack 
of  consistent adherence to infection control measures 
is one of  the major gaps that needs to be addressed…I 
was influenced by my senior nurses who emphasized 
the importance of  diligence and adherence to unit 
routines.” Arshad et al. (2026) concluded that the care 
of  ICU patients under the supervision of  an infection 
control nurse is crucial. In terms of  infection prevention 
and control, as well as appropriate sampling for accurate 
results, so that early intervention and timely management 
could be carried out to improve patients’ outcomes. This 
implies that in high-risk settings like the intensive care 
unit, role modeling and organized supervision are critical 
instruments for reducing adherence irregularities. 
Beyond individual actions, nurses recognized systemic 
responsibility. N8 said, “I hope that better management 
will implement better and stronger protocols so that 
infection control practices are followed by everyone 
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in the healthcare team.” Madran et al. (2025) stressed 
that compliance may be greatly increased by removing 
obstacles and putting customized solutions in place. 
Hospital managers and IPC committees can promote 
a safer environment for patients, healthcare workers, 
and the public by incorporating cutting-edge training 
programs, enhancing working conditions, and improving 
enforcement procedures.  

Continuous Learning
In the nursing profession, continuous learning pertains 
to the proactive and continuous process of  gaining 
knowledge as well as abilities to keep up with the quickly 
changing healthcare landscape. The transition from 
fundamental academic proficiency to a comprehensive, 
evidence-based mastery of  infection prevention and 
control is represented by this activity, which is not just an 
elective in the intensive care unit but is a vital prerequisite 
for “Cumulative Clinical Evolution.” Without dedication 
to ongoing education, a nurse’s clinical development 
stalls, creating a gap between outdated practices and 
contemporary safety regulations.
A gap between initial academic education and the 
intricate, dynamic reality of  the intensive care setting 
frequently impedes the development of  a nurse’s practice. 
As N3 stated: “I think more education and education are 
needed. Nurses need to stay updated with knowledge 
and skills related to infection control…we didn’t have 
proper training. We just knew the basics, but not the 
specifics on how to really control infections. I wish we 
had training.” This apparent lack of  specialized training is 
a major obstacle to clinical advancement. In line with this, 
Batran et al.  (2025) emphasized that, even though the 
ICU nurses have a high level of  IPC practice compliance, 
knowledge and perception gaps point to the need for 
more extensive educational programs and institutional 
support to raise IPC adherence even further to guarantee 
long-term compliance.
Nurses are frequently compelled to oversee their 
own clinical development through observation and 
independent research when official institutional systems 
are unable to offer a path for advancement and growth. 
N6 expressed, “Unfortunately, the hospital didn’t 
provide the necessary tools or formal education needed 
to fully understand and manage infections. Much of  
what I learned came from observing doctors, studying 
independently, and conducting personal research… 
There is a need for more advanced training in infection 
control, particularly in the ICU setting. This dependence 
on personal initiative highlights a structural need for 
organized professional growth. According to Ayed et 
al. (2024), maintaining nurses’ knowledge, attitudes, and 
practices regarding infection control precautions requires 
regular training workshops, knowledge updates, and 
improving the workplace through the implementation of  
infection control policies and guidelines, as well as the 
provision of  adequate tools and resources to guarantee 
safe practices.

For clinical evolution to be genuinely cumulative, novel 
knowledge needs to be ingrained through unit-wide 
cultural changes and active reinforcement. This was 
highlighted by nurse 5, “As ICU nurses, we are mostly 
taught the basics of  infection control, but there are no 
training drills or thorough sessions to reinforce these 
measures. There is a need for training and educating nurses 
regarding controlling healthcare-associated infections.”  
Professional growth frequently requires going beyond 
“the basics” and embracing an active safety culture. He 
et al. (2025) concluded that improving the knowledge, 
attitude, and practice of  intensive care unit nurses may 
be achieved by organizing training in refreshing, utilizing 
the leadership roles of  experienced nurses, and reforming 
the safety culture.

Technological Opportunities
ICU nurses have a positive outlook on the future 
of  infection control in hospital settings. They see 
technological advancements, new instruments, and 
digital systems as chances to improve patient safety and 
better manage infections. As part of  their continuous 
clinical development, nurses are embracing cutting-
edge technology that improves accuracy and lowers 
human error in the hectic hospital setting. In addition 
to improving infection control, this change gives nurses 
the ability to provide safer, more effective treatment. The 
adoption of  automated technology to maintain a clean 
intensive care unit is one significant opportunity. 
As Nurse 5 highlighted, “Innovations like air purifiers and 
HEPA filters in ICU cubicles have already helped reduce 
allergens and improve the environment for patients, and 
similar technology could be applied broadly. I believe 
that technological advancements will play a key role in 
improving infection control in the future.” Tehro et al. 
(2025) findings demonstrated that robotic disinfection 
was more effective than manual disinfection of  hospital 
surfaces. Therefore, contactless robotic disinfection 
is advised for sanitizing hospital and clinical surfaces 
because it protects patients against global priority 
pathogens. ICU nurses acknowledge that technology not 
only enhances the physical environment but also lessens 
the workload associated with administrative and repetitive 
tasks. N6 explains, “Technology has been a positive force 
in nursing, as it removes some routine tasks and enables 
nurses to focus more on critical patient care and infection 
control. I think technology will play a major role in how 
nurses manage healthcare-associated infections. Artificial 
intelligence and automation are likely to reduce the 
number of  tasks ICU nurses need to perform, particularly 
administrative responsibilities.
In addition to lowering workload, nurses anticipate 
that technology will enable predictive infection control 
strategies. N10 noted, “I see future nurses taking 
advantage of  future technology as a tool to prevent 
healthcare-associated infections while following policies 
and measures for infection control. “These points 
of  view imply that in the future of  intensive care unit 



Pa
ge

 
10

3

https://journals.e-palli.com/home/index.php/ijphn

Int. J. Public Health Nurs. 2(2) 83-109, 2026

practice, technological innovation and rigorous adherence 
to infection control protocols will go hand in hand. “A 
study by Godbole et al. (2025) found that AI can predict 
and reduce HCAI’s more accurately than traditional 
techniques. AI-powered real-time patient monitoring 
and alarm systems have been demonstrated to improve 
patient outcomes and infection detection.
Proactive technological integration is even more crucial 
due to the ongoing evolution and progression of  
healthcare-associated infection risks.  Nurse 3 highlighted 
“Because infection evolves, nurses must be more 
proactive in preventing further spread. Future nurses will 

be more proactive with infection control. In the future, 
I see education becoming more expanded, and nurses 
will learn more and have better technology available 
to them.” Mendonça et al. (2024) point out that, in the 
context of  the intensive care unit, nursing is essential to 
the management of  infections linked to medical services. 
To improve adherence to patient safety procedures, 
several tactics have been used. However, one especially 
promising strategy has been found to be the use of  
technology to improve the procedure and make it easier 
to reduce infections in the intensive care unit.

Figure 1: Visual Presentation of  the Results of  the Study

Summary, Conclusion and Recommendations
This section summarizes the findings of  the study based 
on the objectives and research questions. It also draws 
conclusions and recommendations based on the results.

Summary of  Findings 
The results of  the study revealed that ICU nurses 
experienced the prevention and control of  healthcare-
associated infections not merely as a routine clinical 
responsibility, but as a foundational aspect of  patient 
care that shaped their everyday nursing practices. 
Conceptual knowledge and hands-on comprehension 
are the basis of  this framework, which rests on all the 

clinical care in the ICU. Nurses did not limit care to the 
physical aspect to control and prevent infection, but 
provided comprehensive care to the patients, in which 
infection prevention is an included and crucial part of  
it. By adhering to the standardized protocols, nurses had 
a reliable road map of  comprehensive care to follow, in 
which patient safety is integrated into every interaction 
with the patient rather than being limited to a single task. 
As nurses executed these protocols and provided 
such comprehensive care during long working hours, 
challenges arose. Nurses experienced physical fatigue and 
emotional exhaustion and successfully navigated these 
challenges while maintaining commitment to patient 
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safety. Their lived experiences revealed that prolonged 
exposure to infection prevention responsibilities 
gradually transformed their professional practice and 
personal outlook. Nurses became disciplined, vigilant, 
and consistent with the application of  infection 
prevention measures. Through experience, nurses have 
come to know their work nature is not a work of  one but 
all working as one. Through teamwork, they collaborated 
toward one purpose, which is to prevent and control 
healthcare-associated infections in the unit. 
The results also showed that permeative vigilance 
reflected the intrinsic transformation that occurred in the 
nurses in their work to control and prevent healthcare-
associated infections. External compliance, such as 
applying precaution measures and adhering to protocols, 
transitioned into their internal character. Controlling and 
preventing healthcare-associated infections evolved from 
being a required task into an instinctive and habitual way 
of  thinking and practicing nursing care.
Infection control activities permeated into their daily 
life activities outside work and in their homes. Nurses 
were vigilant in preventing and controlling healthcare-
associated infections, and it became woven into their 
character that they perceived themselves as safety 
guardians of  their patients and acted as their advocates.  
Nurses perceive themselves as an important asset of  care, 
and in order to preserve themselves and provide care, 
they have to protect themselves and prioritize their self-
care. Also, Nurses were empowered by their families as 
they supported them and understood the nature of  their 
work. 
As much as nurses adhere to the protocols to control 
and prevent healthcare-associated infections, there is the 
challenge of  someone not adhering to them, which creates 
a gap in care, putting patients at risk. The need for stronger 
protocol and better management was highlighted. Nurses 
voiced the lack of  training and continuous education in 
the hospitals where they work. Nurses were proactive 
in learning independently; some learned through 
observation, others bought books and took notes and 
researched. Technology played a big role in nursing care 
and enhanced the fight against healthcare-associated 
infections. Nurses look to the future optimistically as 
they view opportunities in continuous learning and the 
integration of  advanced technology, enabling nurses to 
prevent and control healthcare-associated infections.

CONCLUSION 
The results of  this study show that controlling and 
preventing healthcare-associated infections is a key 
component of  nursing practice in critical care settings. 
The participants’ experience shows how infection 
prevention is ingrained in their daily duties and 
professional practice. Accordingly, the results highlight 
that infection prevention within the ICU nursing context 
helps in making decisions, setting priorities, coordinating 
activities and performing other duties in this environment. 
However, there is evidence of  a contradictory situation 

experienced by ICU nurses characterized by occupation 
exhaustion, which requires the development vigilance and 
discipline amid physical and psychological fatigue.
A significant insight in this study is the development of  
what can be called permeative vigilance among nurses. 
A heightened awareness and dual realization appeared 
among nurses in which nurses perceive safeguarding 
patients and protecting oneself  are interdependent 
obligations. This reciprocal preservation constitutes an 
important conceptual finding of  the study, revealing 
that infection prevention extends beyond patient care 
and becomes a common framework of  safety involving 
nurses, patients, and families. The findings further 
emphasize how crucial cumulative clinical evolution is 
to strengthen health care associated infection prevention 
and control practices. Additionally, participants expressed 
optimism about the future integration of  technology in 
controlling HCAI and stressed the need for continuous 
education and training to stay updated with the evolving 
infection prevention practices. However, the study also 
acknowledges that adherence gaps persist due to the 
systemic pressures within the health care setting.
The findings of  the study also demonstrated the 
relevance of  the Agent–Host–Environment Model 
by Leavell and Clark (1965) in understanding the lived 
experiences of  ICU nurses in controlling healthcare-
associated infections. Moreover, the findings expanded 
the application of  the framework by revealing that 
infection prevention is not solely dependent on protocols 
and environmental systems, but is also shaped by nurses’ 
internalized vigilance, ethical responsibility, adaptation, 
and professional identity developed through lived 
experience. Overall, the study highlights how vital nurses 
are to prevent and control healthcare-associated infections 
and maintain a safe environment in the healthcare setting.

Recommendations 
The findings confirm the relevance of  hospital 
leadership, and administrators in addressing the physical 
and psychological health concerns associated with 
occupational stress among ICU nurses. This suggest 
that regular health monitoring, wellness programs, 
and access to occupational health services should be 
provided to detect early signs of  burnout and work-
related fatigue. It follows that this can be achieved 
through effective and efficient institutional support 
systems, including counseling services and appropriate 
rest-recovery measures to help nurses manage emotional 
and physical exhaustion associated with intensive care 
work. Moreover, the findings indicate the indispensability 
of  nursing practices in the ICU, and encourage nurses 
to remain vigilant and follow infection prevention 
protocols when providing care for patients. Likewise, the 
study underscores the importance of  nursing education, 
especially undergraduate nursing education programs 
should strengthen infection prevention and control as a 
core part of  undergraduate training. 
However, based the methodological and sample size of  
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the study, future researchers are encouraged to validate 
and expand the findings of  this study by conducting 
quantitative or mixed-methods research involving a 
larger and more diverse sample. This will help expand 
the generalizability of  the identified themes and provide 
statistical support for the lived experiences of  ICU nurses 
in infection prevention and control. Further studies may 
also explore similar phenomena in other hospital units or 
healthcare settings to deepen understanding of  infection 
control practices across different clinical environments.

Dissemination of  the Findings 
The findings of  this study will be communicated to 
the relevant hospital by means of  presenting them and 
submitting the research report at the level of  nursing 
services and the infection control committee of  the 
hospital. Additionally, results may be published in a peer-
reviewed journal to enrich academic knowledge. The 
findings of  this study are interpreted from the perspective 
of  the Agent-Host-Environment Model proposed by 
Leavell and Clark (1965). This model explains how 
healthcare-associated infections occur and can be 
prevented through the interaction of  infectious agents, 
hosts susceptible to pathogens, and the environment in 
which the infections arise.
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