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Objectives : To study the problems in implementation of nosocomial infection (NI) control in Thailand and
strategies to overcome the obstacles.
Material and Method : Interviewing administrators, chair-persons of infection control committee and doc-
tors.
Results : During June 2002 and August 2003, 255 persons were interviewed by infection control nurses using
a set of questionnaires. Administrators, chair-persons of infection control committee, doctors in 32 hospitals
across the country were enrolled by stratified random sampling. Policy on NI control was known to 95.3% and
implementation to 81.2% of subjects. The main obstacles of NI control was the lack of incentive (66.7%) and
support from administrators (30.2%). Hospital administrators set NI control at high priority, in only 40.9%,
they could be motivated by regular presentation of NI data. Infection control nurses (ICN) should ideally
work full-time (88.6%) but in reality, only 20.8% did so. The main problem for NI control was the shortage of
ICN posts in most hospitals. This resulted in no career ladder and incentive for ICN. To overcome these
problems, support from administrators, more education programs in NI control and provision of posts for ICN,
are needed.
Conclusion : The main problems and obstacles an implementation of NI control were the lack of support from
administrators and the lack of the ICN post.
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Nosocomial infection (NI) is an important
health problem in all countries. The infection results in
significant morbidity, mortality and economic burden.
The prevalence of NI in Thailand in 1988 was 11.7%(1),
and decreased to 7.3% in 1992(2). Even though NI can-
not be totally eradicated, proper NI control can reduce
its prevalence by one-third(3,4). In Thailand, NI began
in 1971(5) but the progress has been slow due to the
shortage of human resources and budget. Methods of
implementation of NI control in developed countries

have to be modified in Thailand(6,7).
The success in NI control requires support

from administrators of all levels, a good policy, compe-
tent NI control practitioners, and adequate budget(8).
Accreditation of hospitals requires a good NI control
practice(9). This cannot be achieved if problems and
obstacles in NI control have not been identified and
overcome.

The purpose of the present study was  to
identify the problems and obstacles that hinder the
progress of NI control in Thailand. The results would
be valuable for policy makers to improve the current NI
control practices.
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Material and Method
A set of questionnaires on NI control regard-

ing: policy, organization, administrative support, NI
control practitioners, budget and evaluation, were for-
mulated by the researchers. The questionnaires were
used to interview 257 persons responsible for NI con-
trol enrolled by stratified random sampling by 35 infec-
tion control nurses (ICNs) during June 2002 and Au-
gust 2003. Content analysis by descriptive statistics
was done in Siriraj Hospital.

Results
The hospitals enrolled in the present study

were of varied categories and in different regions of
the country (Table 1). Private hospitals were included
because their role in healthcare has been increasing.
As shown in Table 2, the interviewees were administra-
tors of hospitals (deans, directors) in 14.1%. Chairper-
sons of clinical departments contributed the largest

group (39.6%). Chairpersons of the infection control
committee (ICC) were also interviewed. Doctors in vari-
ous specialty shared 27.1% of all interviewees.

Of the persons who gave their opinions,
95.3% knew that there was a written policy on NI con-
trol in their hospitals (Table 3). Only 81.2% were aware
that NI control programs were implemented. It is no-

Categories No    %

University hospitals   4   12.5
Regional hospitals 10   31.3
Provincial hospitals   9   28.1
District hospitals   5   15.6
Private hospitals   4   12.5

Total 32 100.0

Table 1. Hospitals enrolled in the study

Interviewees      Categories of Hospitals* Total
  U   R   P   D  Pri

Administrators 17.3   9.0 11.6 50.0 20.8  14.1
Heads of department 42.3 39.0 30.4 50.0 58.3  39.6
Chairpersons of ICC** 13.5 18.0 29.0   - 16.7  19.2
Doctors 26.9 34.0 29.0   -   4.2  27.1

Table 2. Interviewees by posts and hospitals (%) N=255

* U = University    R = regional p = pronvicial D = district Pri = private
**ICC = Infection Control Committee

Levels of support      Categories of Hospitals Total
  U   R   P   D  Pri

High 41.2 48.4 16.1 70.0 63.6  40.9
Moderate 52.9 44.0 66.1 10.0 36.4  49.8
Low   5.9   7.7 17.1 10.0   -    9.4
Nil   1.9   2.0   2.9 10.0   -    2.4

Table 4. Levels of support to NI control of administrator (%)

Policy/      Categories of Hospitals Total
Implementation   U   R   P    D  Pri

Policy 96.2 99.0 88.4 100.0 95.8  95.3
Implementation 82.7 89.0 60.9 100.0 95.8  81.2

Table 3. Presence of policy and implementation of NI control by categories of hospitals (%)
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table that the proportion of interviewees in provincial
hospitals who knew about NI control policy and imple-
mentation was the smallest. Support from administra-
tors, deans and directors, was the key factor for the
success in NI control. As shown in Table 4, only 40.9%
of interviewees thought that their administrators gave
a high level of support to NI control. In a very small
number, they felt that their administrators did not give
any support. The important problems in implementa-
tion of NI control are illustrated in Table 5. Lack of
incentive and lack of awareness were the most con-
ceived causes. Lack of information in NI, and lack of
support from administrators were also the leading
problems.

Problems   Categories of Hospitals Total
  U   R   P   D  Pri

Lack of awarness 57.7 70.0 75.4 60.0 41.7  65.9
Lack of incentive 51.9 67.0 72.5 30.0 95.8  66.7
Lack of information 34.6 50.0 52.2 50.0 29.2  45.2
Lack of administrative support 23.1 29.0 47.8 10.0   8.3  30.2

Table 5. Problems in implementation of NI control (%)

Situations     Categories of Hospitals Total
  U   R   P   D  Pri

Current 50.0 13.0 13.0   - 20.8  20.8
Preferred 80.8 80.8 94.0 88.4 50.0  88.6

Table 6. Full-time ICNs by categories of hospitals (%)

Problems    Categories of Hospitals Total
  U   R   P   D  Pri

Lack of post 19.2 76.0 75.4 90.0   8.3  58.4
Lack of career   ladder   9.6 55.0 47.8 10.0 25.0  39.2

Table 7. Problems in ICNs by categories of hospitals

Infection control nurses are responsible for
most regular functions of NI control. Even though there
were ICN in every hospital, only 20.8% worked full time
(Table 6). The majority of persons interviewed expressed
their preference of full-time ICN. (88.6%). Lack of an
official post of ICN was the main factor (58.4%) hinder-
ing the enrollment of ICN (Table 7). The lack of the post
led to the lack of career ladder and promotion in 39.2%.

The supply of essential equipment for NI con-
trol was not adequate in many hospitals. Interviewees
in district hospitals did not feel that there was any
shortage of equipment while those in other hospitals
12.5% to 37.7% felt that the supply was not adequate
(Table 8).

Supply of Equipment   Categories of Hospitals Total
  U   R   P   D  Pri

Adequate 48.1 62.0 50.7 90.0 50.0  50.0
Inadequate 29.4 28.8 31.0 37.7   0.0  12.5

Table 8. Supply of equipment for NI control (%)
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Discussion
The problems and obstacles in implementa-

tion of NI control are present in all hospitals with dif-
ferent magnitudes, especially in resource limited coun-
tries(7). The present study by interviewing by ICNs
was aimed to collect the ideas of people responsible
for NI control. Hospitals of which personnel were to be
interviewed were enrolled by stratified random sam-
pling. They were hospitals varying in sizes, facilities,
location and organization whether governmental or
private (Table 1). Of 255 interviewees, 14.1% were ad-
ministrators, (deans of university hospitals or direc-
tors of others), about 40% were heads of clinical de-
partments (Table 2). Their ideas would be mainly re-
lated to administration. Chairpersons of ICC and doc-
tors were more engaged in practice, sharing 19.2% and
27.1% of the total. The information from interviewees
in different groups and in different hospitals would
best represent the situation in Thailand. Implementa-
tion of NI control was less than its policy (Table 2).
Only 81.2% of interviewees felt that NI control was
actually implemented (Table 3). This could be due to
the “suboptimal” implementation or due to the lack of
awareness of medical personnel not directly involved
in NI control process. It is interesting that only 60.9%
of interviewees in provincial hospital knew that an NI
control program was implemented in their hospitals.
Support from administrators, a key factor to success
was not impressive. As shown in Table 4, only 40.9%
felt that administrators gave impressive support to NI
control. In 9.4%, the support was low and in 2.4%,
administrators did not support at all. Infection control
is the responsibility of every member and is led by the
director of the hospital. If a director does not support
it, it is unlikely that NI control will succeed(6,8). Infec-
tion control has been an extra assignment in most hos-
pitals in Thailand, those who are appointed usually
work unwillingly until the end of the term. The lack of
incentive to work in NI control was a major problem
(Table 5). The co-operation from healthcare personnel
was limited due to the lack of awareness of medical
personnel and of information about NI. These draw-
backs, combined with the lack of support from admin-
istrators, resulted in poor quality of NI control.

Infection control nurses are the key persons
in carrying out NI control activities. As shown in Table
6, only 20.8% of ICNs worked full-time. These ICN had
work overload and assigned important functions, for
example, surveillance of NI to the least experienced
personnel(10). This practice risked under diagnosing NI
and producing inaccurate data. Even though most

healthcare personnel deemed to have more full-time
ICNs, the present shortage of human resources and
budget in healthcare service precludes the employment
of more ICNs.

Most ICNs worked part-time. This was due to
the lack of a post for ICN and thus lack of career ladder.
An experienced, competent ICN has to move into an
established specialty for future promotion, a brain drain.
As a result, NI control has been carried out by ICN in
“training”.

Conclusion
Problems and obstacles in implementation of

NI control in Thailand were mainly due to the lack of
support from hospital administrators and the lack of
ICN posts. The results of the present study could be
applied in policy making to improve NI control in Thai-
land.
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