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Abstract
Introduction. Preventing and controlling Healthcare 
Associated Infections (HAIs) caused by Multi Drug Resistant 
Organisms (MDROs) is one of the primary goals in high-risk 
settings like Intensive Care Units (ICUs). 
The leadership style of the head nurse can result in a 
reduction of infection rates, such as bloodstream and urinary 
tract infections; however, it is unclear how leadership can 
encourage nurses to adhere to Infection Prevention Control 
(IPC) programs. This study aims to explore the role of the head 
nurse in encouraging the clinical care team to adhere to IPC 
practices for preventing and controlling MDRO infections in 
the ICU.
Methods. In 2024, a single-centre interpretative 
phenomenological study was conducted following the 
Consolidated Criteria for Reporting Qualitative (COREQ). 
Nurses and head nurses from three ICUs were recruited. 
Data were collected through semi-structured interviews and 
analysed thematically.
Results. Eleven nurses and two head nurses were recruited. 
The results identified four themes that facilitate the 
management of HAIs by MDROs: a) awareness of the infection 
problem, b) head nurse supervision, c) information sharing, 
and d) distribution of responsibilities. The involvement of 
leadership and learning through feedback from head nurses 
are perceived not as barriers but as added value that promotes 
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Introduction
Preventing Healthcare Associated Infections 

(HAIs) caused by MultiDrug Resistant Organisms 
(MDROs), such as Escherichia coli resistant to 
carbapenems, Klebsiella pneumoniae resistant 
to third-generation cephalosporins and 
carbapenems, Enterococcus faecium resistant 
to vancomycin, Acinetobacter and Pseudomonas 
aeruginosa resistant to carbapenems, is one of 
the priorities for patient safety and healthcare 
systems1.

MDROs responsible for HAIs have a negative 
impact on the morbidity and mortality rates 
of hospitalised patients2 because they cause 
Catheter Associated Urinary Tract Infections 
(CAUTI), Central Line Associated Bloodstream 
Infections (CLABSI), and Ventilator Associated 
Pneumonias (VAP). In some care settings, such 
as ICU, these phenomena are amplified due to 
the clinical conditions of the patient and the type 
of treatments they require3,  as well as the risk 
of transmission by healthcare professionals4. A 
recent European prevalence study on infection 
risk5, found that 78% of patients admitted to 
intensive care contracted a CLABSI or VAP with 
multidrug resistance, of which about one-third 
died due to the infection, and only 10% were 
discharged alive 28 days after admission.

Although evidence-based best practices to 
prevent MDRO transmission are well known, 
their implementation is not always feasible 
due to numerous contextual variables 3,6. These 
variables include those related to hospital 
organisation7 and care models8, the knowledge 
and risk perception of healthcare and medical 
staff9, and lastly, the clinical conditions of the 
patient10. Therefore, the management of critically 
ill patients in the ICU requires considerable effort 
and, above all, a team that is aware, oriented and 
strongly motivated to pursue the well-being of 
patients and their caregivers and, consequently, 

the quality of care11.

In an organizational context, the leadership 
of the head nurse plays a crucial role, as their 
ability to influence, inspire, and motivate 
nurses, primarily through example and ethical 
guidance in nursing work and adherence 
to best practices, has a significant impact12. 
Numerous studies demonstrate that having an 
authentic and transformational leader within 
a multidisciplinary team13,14 can promote 
clear and transparent communication15, 
improve patient satisfaction16, increase job 
engagement15, strengthen commitment7, 
improve performance17, quality of care18, and 
reduce both adverse patient safety events19, rates 
of staff turnover15 and job stress7.

Head nurses who can master leadership skills 
and manage their nursing teams can promote 
the overall development of professionals and 
contribute to the adoption of best practices for 
preventing nosocomial infections, reducing 
CAUTI and CLABSI rates20, improving nursing 
sensitive outcomes21, and consequently, reducing 
patient mortality22,23. Although the relationship 
between the head nurse’s leadership style and 
infection rates in ICU is well known, it is still 
unclear how it promotes the nursing teams’ 
adherence to Infection Prevention Control (IPC) 
programs in managing MDROs24. To fill this gap, 
a qualitative study was conducted to explore how 
the head nurse’s role can encourage adherence to 
IPC best practices in preventing and controlling 
MDRO infections in ICU. Understanding, with 
an interpretative approach, how a head nurse’s 
actions can modulate the work activities of a 
group of nurses within the ICU would provide 
healthcare and head nurses with an additional 
way of intervening and managing HAIs by MDROs 
and combatting one of the major challenges in 
this care setting.

the dissemination of best practices.
Conclusions. Recognising the role of the head nurse in the 
management of HAIs by MDRO would represent an important 
driver for change in high-risk infection settings. It would 
enable healthcare organisations to intervene not only with 
nurses directly involved in patient care but also with middle 
managers who implement the hospital’s directives and produce 
nursing sensitive outcomes.

Keywords: Infection Prevention and Control, Antimicrobial 
Resistance, Coordinator, Nurse,Health Behaviour, Critical Care
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Methods
Study Design 
An interpretative phenomenological qualitative 

study25 (IPA) was conducted within three ICUs of 
an Italian University Hospital (cardiac surgery, 
post-surgical, and emergency units), where an 
IPC program is active. This design was utilised 
for its ability to understand the participants’ lived 
experience 26 in its complexity, providing a detailed 
and relevant account of the choices and behaviours 
adopted during nursing practice. To improve the 
quality of the research process, the principles of 
the Consolidated Criteria for Reporting Qualitative 
Research27 (COREQ)  were followed (Supplement 
1). 

Sample 
The sample was a convenience sample. To ensure 

participant heterogeneity the following inclusion 
criteria were applied: nurses with more than five 
years of work experience in the emergency care 
area and at least six months in the ICU and head 
nurses with at least three years of experience 
in intensive care. Participation in the study was 
voluntary. Before enrolment, each participant was 
informed about the purpose of the study, their 
privacy was guaranteed, and informed consent 
was obtained. Participants were enrolled until data 
saturation28.

Data Collection 
A semi-structured interview was created and 

validated by a professional specialising in advanced 
nurse training on infection risk and another 
professional focused on nursing leadership 
in healthcare. The questions were structured 
according to the themes present in the international 
guidelines3 and the study protocol24. Additionally, 
each participant was asked about their gender, age, 
type of education, years of professional experience, 
and the ward they worked in (Supplement 2a,b). 
The interviews were conducted individually, audio-
recorded, and conducted within a safe space free of 
potential influences on the participants (e.g., away 
from the ward, low noise levels). The interviews 
were conducted by two researchers experienced in 
qualitative research and occupational psychology 
(EC, LL), who did not work for the hospital where 
the data was collected. Furthermore, a logbook was 
used to collect non-verbal expressions, which 
were integrated into the verbal data during the 
decoding and analysis phases. The average 
duration of an interview was approximately 30 
minutes.

Data Analysis 
Each interview was transcribed and enriched 

with non-verbal subtleties recorded in the 
logbook to characterise the management 
practices conveyed by the head nurse in handling 
MDRO infections and implemented by nurses in 
their care practices. The transcription, coding, 
and analysis were conducted following the 
approach of Smith25 and Giorgi26. The process of 
data interpretation began with the first interview 
and extended through the analysis of all 
transcriptions. The interviews were numbered 
and categorised by the following professional 
categories (Nurse N° 1, N1; Head Nurse N° 1, 
HN1). 

The transcriptions were read several times to 
obtain an overview of the information28. In the first 
phase of analysis, initial codes were generated 
by coding the main characteristics of the studied 
phenomenon and reporting them in the margin 
of each text29. Subsequently, the identified codes 
were grouped into potential themes, defined 
with clear and simple statements. Finally, the 
themes were connected to generate a map. 

Socio-demographic characteristics were 
analysed using descriptive analysis, with 
absolute and percentage frequencies.

Methodical Rigor 
To ensure rigor and reliability, the researchers 

who developed and asked the interview 
questions were experts in qualitative research, 
nursing work organisation, infection risk and 
occupational psychology (EC, LL, JF). The 
researchers independently conducted the 
entire data collection process, and the codes 
only emerged after the results were shared. 
Confirmability and consistency of the analysis 
were ensured through preliminary meetings 
to discuss the findings. Codes and themes 
were discussed with the entire research group 
until approval was reached by all members29. 
Reliability was ensured by providing a detailed 
description of the data and including contextually 
relevant quotes from participants within tables 
to vividly illustrate each individual’s perspective.

Ethical Considerations 
The research was conducted following the 

principles of the Declaration of Helsinki30. The 
Ethics Committee of the University Hospital 
where the data collection took place approved 
the study under protocol number (Prot. N° RS 
104.23). Participants were first informed about 
the study’s purpose and subsequently signed 



December 2024 | Volume 3 Issue 4 |  234

an informed consent form. Anonymity was 
guaranteed, and the transcripts included in 
the text were not traceable to any individual or 
their specific context. Participants were free to 
decline to answer any questions that might cause 
discomfort and could withdraw from the study at 
any time.
Results

Sample Characteristics 
In compliance with the inclusion criteria, data 

saturation occurred with 11 nurses and 2 head 
nurses. The 13 participants interviewed were 
aged between 35 and 52 years, 9 were women, and 

54% held a Master of Science Degree in Nursing 
(Table 1). The participants had been working as 
nurses for at least 10 years and in intensive care 
for 4 years. 

Data analysis revealed that the main themes 
promoting the management of HAIs caused by 
MDROs are associated with four main leadership 
practices: a) awareness of the infection problem, 
b) head nurse supervision, c) information 
sharing, d) distribution of responsibilities.  

The results and qualitative interview data are 
presented and grouped based on the themes 
identified during the analysis process (Figure 1).
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Fig.1 Overview of the emerged themes on the management of Healthcare Associated Infections caused by 
MultiDrug-Resistant Organisms

Awareness of the infection problem 
The head nurse and nurses interviewed 

provided their perspectives on managing HAIs 
caused by MDROs, offering various reflections on 
this practice. 

Some interviewees reported that the problem 
of infections within their ward is “meticulously” 
(N1) attended to, because critically ill patients are 
“highly susceptible to infectious complications” (N3), 
which can sometimes lead to the patient’s “death” 
(N3). 

After the COVID-19 pandemic, there has been 
a “change in direction” (HN1) in the hospital, 
firstly on the part of healthcare managers and 
subsequently also by the “entire care team” (HN1). 
Even infectious disease specialists “were no 
longer regarded as troublesome consultants” (HN1). 
This meticulous attention is perceived by many 
interviewees as a “continuous incentive to analyse 
and correct the behaviour of all professionals involved 
in the patient care process” (N6).

Head Nurse Supervision
The control and management exercised by 

the head nurse within their ward and over the 
nursing staff and cleaning staff can enable them 
to motivate adherence to best clinical practices. 
Supervision can be carried out through directive 
or motherly feedback, with the ultimate goal 
of “helping to understand the rationale behind 
everything that is said and then done” (N4). In 
both cases, the head nurse demonstrates a 
significant sensitivity to infection problems, 
and actively promotes and supports various 
infection control training initiatives that the 
hospital, and in particular the Hospital Infection 
Committee, makes available to everyone. In this 
regard, nurses reported that their head nurse is 
“present, attentive to infections, and supportive” 
(N5). This leads to a certain sensitivity to the 
results and quality of care, and, at the same time, 
provides an opportunity to re-educate nurses on 
best practices. Indeed, the interviews revealed 
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that head nurses encourage their nurses to 
“participate in hospital courses on hand hygiene and 
similar training” (N5). 

Feedback from the head nurse helped nurses 
identify priorities and implement necessary 
process changes to address infection problems. 
For instance, during a night shift, upon the arrival 
of a patient with a “New Delhi” infection, nurses 
self-managed, redistributed their workloads and 
implemented staff cohorts, where “only one nurse 
was dedicated to the care of the infected patient” 
(HN2).

Information Sharing 
To support decision-making in patient care 

practices and to optimise available resources, 
nurses have identified information sharing as 
crucial. The primary methods used by the head 
nurse to communicate information — clinical 
and administrative — include emails, daily 
briefings, informal and formal meetings such as 
audits, and signage.

The most common communication mode is via 
email, through which “new hospital procedures, 
new ministerial circulars, and new protocols” (N8) 
are usually disseminated. Infection data and 
objectives are discussed during internal audits. 
However, “true information sharing occurs during 
coffee breaks” (N3) and morning briefings. During 
coffee breaks, “the coordinator calmly explains 
and clarifies what needs to be done” (N3). Instead, 
a briefing is a formal meeting for sharing and 
making clinical care decisions, where doctors 
and nurses discuss each patient to establish 
medium- and long-term care plans. Nurses 
emphasised the importance of attending these 
meetings as they facilitate “the updating of the 
clinical conditions of all patients in the ward” (N4).

Additionally, ward signage is used, such as 
coloured tags placed at the head of patients’ 
beds indicating the type of isolation required for 
pathogen colonisation/infection, or posters on 
proper hand hygiene31 and the donning/doffing 
of personal protective equipment32. While 
participants recognise their usefulness, they feel 
that the signage is not “very visible to the staff, 
external consultants, and even the patients’ relatives 
themselves” (N3). Many suggested that an optimal 
strategy should be identified so that the signage 
can catch the attention of those approaching the 
inpatient unit of the isolated patient.

Distribution of Responsibilities 
For infection management of MDROs to 

become a priority throughout the hospital, each 

member of the care process must recognise their 
responsibilities and errors in their choices and 
actions. Nurses stated that the head nurse is 
responsible for creating an efficient and effective 
work environment, which includes delegating 
certain tasks and actively involving doctors and 
external consultants in infection prevention 
processes. In practice, within the team, the 
head nurse is one who “guides the behaviour of 
less compliant individuals” (N3) by proposing 
“targeted updates” (N3) and “empowering some 
nurses” (N6) on specific IPC activities, such as 
environmental sanitation.

It is necessary for professionals who do not 
regularly work in intensive settings but visit for 
consultations to recognise infection sources and 
approach safely by “wearing gowns and washing 
hands before and after approaching the patient” 
(HN2). Interviewees emphasised the need for 
an open organisational climate within the team, 
where problems are discussed transparently, 
avoiding institutional hierarchies. Indeed, all 
involved, including residents, need to “be aware 
of the presence of infections and how to behave” (N3) 
and everyone must “give due value even to aspects 
that are not always relevant to their professional 
profile” (N6). Even leaders are responsible for 
infection management, and, according to the 
experts, their “presence, control, and decisions” 
(HN2) could be crucial in collaboratively solving 
some of the problems in the operational context.
Discussion

This study aimed to explore how the role of the 
head nurse can support nurses in preventing and 
controlling MDRO infections in intensive care 
settings. The results indicate that a head nurse 
who attends to the problem, supervises, shares 
information, and distributes responsibilities 
can significantly enhance nurses’ adherence to 
MDRO infection prevention and management in 
an ICU.

Although the power of the clinical care team is 
crucial in preventing infections, it is undeniable 
that the governance of healthcare leaders and the 
ethical choices of the hospital can influence the 
hospital culture33. Indeed, as described by both 
nurses and head nurses, having an authentic 
and transformational head nurse alone is not 
sufficient; it is also necessary to actively involve 
managers in these processes. This ensures that 
actions and directives align with common and 
shared goals. Managers must provide head nurses 
and nurses with adequate training and a certain 
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level of operational flexibility so that teams are 
performing well and adequately prepared to 
change new national and internal political and 
epidemiological choices and strategies34.

Participative, collaborative, and context-
specific head nurse leadership can positively 
impact the well-being of nursing staff and, 
consequently, affect MDRO infections24. 
However, this influence alone is not always 
sufficient to support all infection prevention 
practices. Nurses need to perceive their leaders 
as committed, determined, and engaged to 
effectively channel their efforts7,12. The way the 
head nurse provides feedback to frontline staff 
is not binding for the implementation of good 
practice. Providing feedback to frontline staff 
does not necessarily ensure the implementation 
of good practices. Having leaders with a direct 
or motherly communication approach is not 
perceived as a hindering factor, but as an 
added value that favours the dissemination of 
best practices. Furthermore, recognising the 
importance of an effective leadership style 
enables all team members to share goals, 
responsibilities, and outcomes15.

Periodic updates via email or routine scheduled 
meetings can assist head nurse even when 
they are not physically present in the hospital. 
Previous research has shown that formal and 
informal communication, as well as interactions 
with the head nurse and other team members, 
can provide significant opportunities for nurses 
and clinicians to address knowledge gaps and 
improve care practices23. Additionally, the use 
of operational tools and systems, such as head 
nurse feedback, audits, hospital procedures, 
and continuous training, allows all professionals 
to be more accountable and autonomous, and 
to participate more actively in patient care, 
reducing MDRO infections24,18,14.

Another aspect that emerged from the results 
was the distribution of responsibilities and 
their strategic role in infection management. 
Sometimes, interviewees identified difficulties 
in adherence to best IPC practices by doctors, 
particularly residents, who often do not receive 
adequate training during their educational 
programs35. In conclusion, it is crucial that each 
professional independently and responsibly 
recognises the infection problem, communicates 
doubts and concerns with the rest of the team, 
shares best strategies, and implements them to 
control and manage infections effectively3.

Limitations of the Study 
The results of this study should be considered 

in light of certain limitations. The study sample, 
limited to nurses and head nurses from a single 
hospital, may not accurately reflect the diversity 
and complexity of the phenomenon studied. 
To gain a more comprehensive understanding, 
it is important to explore the perspectives of 
other healthcare professionals, such as doctors, 
residents, cleaning staff, and support personnel. 
Therefore, further research is needed that 
includes participants from different operational 
settings as well as other professionals, such 
as medical doctors, infection risk specialists, 
physiotherapists, and technicians. This will 
help achieve a more complete understanding of 
the issues discussed and examine how various 
leadership practices could be more effective in 
preventing HAI by MDROs.
Conclusions

Having a head nurse who can effectively 
supervise, engage, share information, and 
provide feedback to frontline staff facilitates 
the prevention and management of HAIs by 
MDROs. The role that the head nurse plays in 
multidisciplinary teams is crucial for maintaining 
adherence to best clinical practices, positively 
reinforcing key concepts that ensure good 
work performance and quality nursing care for 
users. For nurses, being guided by a leader with 
these characteristics means being encouraged 
to participate in advanced training, to refine 
their skills and competencies, and to contribute 
directly to the improvement of nursing sensitive 
outcomes. 

Implications for Clinical Practice
Healthcare organisations have an urgent 

need to address problems related to MDRO 
infections. Implementing strategies that 
enhance the leadership of the head nurse can 
be successful in promoting efficient and, at 
the same time, sustainable solutions. Sharing 
data and information, proactively involving 
all stakeholders in the care process, breaking 
down institutional hierarchies, adopting shared 
responsibilities, and fostering a healthcare 
culture focused on safety can help reduce this 
healthcare burden.
© The Author(s), under esclusive licence to infermieristica 
Editore Limited 2024.
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