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Objective : To study the practice of nosocomial infection (NI) control in district hospitals.
Material and Method : Descriptive study using questionnaires and group discussion.
Results : From February-March 2002, five district hospitals in the northern region of Thailand were randomly
enrolled. All members of the infection control committee (ICC) were included and data were available from 71
members (85.0%). Infection control activities were done by members of the ICC. The NI control program was
designed by the Ministry of Public Health. Due to limited resources and suboptimal implementation, several
defects in key elements for infection control were identified. Lack of competent personnel, inappropriate
practices and lack of admistrative support were the important barriers to good practice.
Conclusion : Lack of competent personnel and inappropriate work instructions were identified. A review of a
NI control program in district hospitals is needed.
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Nosocomial infection is one major health
threat. Each year, many people contract an infection
during admission, adding unnecessary costs and bur-
den to patients, families and the health care systems(1-

3). An effective infection control and prevention pro-
gram can reduce the rate of nosocomial infection and
its consequences(1,4).

Hospital infection control in Thailand was in-
troduced in 1971, but active infection control activities
actually started in 1987(5). In the early stage, the Minis-
try of Public Health of Thailand (MPH) initiated hospi-
tal infection control and prevention only in the ter-
tiary-care medical centers and provincial hospitals;
smaller hospitals adopted the practice in 1992. The three
main infection control programs were: organization of
infection control committee (ICC), surveillance system,

and isolation of patients. Now the effects from the
health reform policy in Thailand and the requirement
for hospital accreditation have put pressure on hospi-
tals, including community hospitals, to improve the
quality of care. As the hospital infection control pro-
gram is one of the major indicators for accreditation,
this descriptive study is aimed to assess the nature
and quality of infection control in community hospi-
tals. The results of the present study will help to im-
prove the quality of infection control in community
hospitals in the future.

Material and Method
Data of this descriptive study were collected

by questionnaires and by group discussion with mem-
bers of infection control committees (ICC) from 5 ran-
domized representative community hospitals in the
northern region of Thailand from February to March
2002. The questionnaires included; age, sex, educa-
tion, position, working experience, postgraduate train-
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ing in infection control. Group discussion covered 7
topics in infection control: surveillance, building de-
sign, supply of equipment, disinfection/sterilization,
quality control in infection control, sanitation manage-
ment and training in infection control.

The questionnaires, method of group discus-
sions and data collection were designed and approved
for validity of content by  4 qualified specialists in
infection control and 1 qualified specialist in group
discussion.

Results
Community hospitals in the northern area were

classified into 5 groups according to their size: 10-, 30-
, 60-, 90- and 120- bed hospitals. The number of  hospi-
tals in each group was 20, 102, 20, 13 and only one 120-
bed hospital. One hospital from each group was ran-
domly enrolled in the present study (Table 1).

Sixty-one of 71 members (85%) of the commit-
tees participated in the present study. Most of them
were female (93.4%), 50.8% were nurses, 77.1% had a
bachelor’s degree and 50.8% were 31-40 years old (Table
2). The aerage work experience in IC was 4.1 years.
Eighty-two percent had attended a training course in
IC. The most attended course was standard precaution
and the least was surveillance of NI. A one day training
course in nosocomial infection was attended by 82%
of subjects. Experience in supervision and problem
solving was reported in 72% and 67.2% respectively.
Up to 44.3% wished to quit the job for several reasons.

Every hospital had ICC. Regular meetings
were less than expected due to work overload of the
members. Surveillance function was assigned in 3 ar-
eas : patients, healthcare workers and environment.
Problems in surveillance were due to the lack of knowl-
edge and time of the responsible nurses, and the lack
of laboratory data. Immunization against infections in
hospital personnel was not introduced. Data on moni-
toring food safety were not available.

The architectural design of district hospitals
did not support infection control, especially the lack of
space for isolation/precaution of patients with commu-
nicable diseases. Supply of essential equipment for
infection control needed to be increased in personal
protective equipment and sterilizers. The practices in
disinfection/sterilization required to be standardized.
Quality of IC had yet to be improved in both organiza-
tion, competency and time available of responsible
personnel. Disposal of food left after meals and defec-
tive incinerators for medical waste were common prob-
lems. Training in IC was needed as well as the provi-
sion of text books and documents.

Discussion
The present study was different from a study

in the past which included only infection control nurses,
because the authors included all the members in the
infection control committee (ICC) such as doctors (the
chairs of the committees) and other medical personnel.
Every hospital had ICC but most ICC did not have
meetings more regularly than it should  for accredita-

No. of beds No. of hospitals Hospitals        No. of     Members of  %
 enrolled members of ICC ICC participated

       in study

      10              20        1            12            10 83.3
      30            102        1            14            12 85.7
      60              20        1            12            10 83.3
      90              13        1            16            14 87.5
    120                1        1            17            15 88.2

Table 1. Participants in the study

Demography No   %

Genders
   Female 57 93.4
   Male   4   6.6
Age (year)
   21-30 21 34.4
   31-40 31 50.8
   41-50   7 11.5
   51-60   2   3.3
   (X - 35.7 years, S.D.=5.9 years, range = 23-52 years)
Education
   Master degree   3    4.9
   Bachelor degree 47  77.1
   Diploma degree 11  18.0

Table 2. Demographic data of participants(N=61)
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tion. Even though ICC of every hospital had  members
from the representative of major departments of the
hospital,  they lacked the nucleus of the ICC to work
actively to perform infection control activities and to
generate the ideas for working(6). The causes of these
problems were : inadequate staff, work overload and
the lack of qualified infection control nurses. Only one
ICN in the study group was trained in surveillance of
NI. Members of ICC should be chosen by other quali-
fications, such as their interest, tactfulness and com-
munication skills other than by their positions alone.

As the guideline from the Ministry of Pubic
Health recommended a hospital-wide surveillance sys-
tem by filling in the infection control form in every
patient. The infection rate was under reported because
ICN had no time and sometimes lack of knowledge to
do so. Significant number of records had to be com-
pleted by other nurses. The method of surveillance
was inappropriate and should be rectified.

Every community hospital shares the same
architectural design. It is not planned for isolation pa-
tients. The space between the patients’ beds is less
than the standard guideline and there is no specific
route for disposing of sewage and medical wastes. This
inappropriate architecture is due to the lack of partici-
pation of infection control professionals in the build-
ing design(7).

In the present study, even though medical
personnel could follow standard guideline for practice
in general medical care for prevention nosocomial in-
fections, hand washing was far below optimum. Alco-
hol-based hand rub solutions should be added to the
conventional hand washing with antiseptic/water.(8) The
availability of alcohol-based hand rub solutions was
also important, if it is provided 1 per each bed, the rate
of adherence of hand-hygiene could be doubled.(9) Due
to limited resources in health care system, especially in
district hospitals, supply of essential equipment, ster-
ilizers and  incinerators for medical waste were gener-
ally inadequate. Administrators often put the require-
ments in IC at the bottom of the list resulting in inad-
equate provision of man power and money in the infec-
tion control system.

The whole process of IC in district hospitals
needs to be overhauled. The management of NI in these
small hospitals requires different approaches. Currently,
practice guidelines in big hospitals are applied despite

different problems and situations in small district hos-
pitals. It is time to work out a plan for the best practices
in IC in district hospitals.

Conclusion
Nosocomial infection control in district hos-

pitals was done by a committee. There were no key
persons for carrying out the function. Organization and
practice in I.C. should be reviewed.
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