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Executive Summary
Although Infection Prevention and Control (IPC) activities have been initiated and actively 

implemented in Thailand during the last three decades, implementation has yet to 

be further strengthened in response to the growing HAI and Antimicrobial Resis-

tance threats. National Strategic Plan on National Strategic Plan on Antimicrobial 

Resistance 2017- 2021 (NSP-AMR) approved by the Cabinet on August 17, 2016, 

highlights the need for strengthening IPC as one of important strategies to combat AMR [1].  

To support the establishment of an effective IPC system and inform their design, World Health 

Organization (WHO) has developed evidence-based guidelines on the core components of 

IPC programs at the national and facility levels [2]. Referring to these guidelines, IPC assess-

ments can be undertaken, and recommendations provided for each of these core components, 

which for the national level are:

1: IPC programmes

2: IPC guidelines

3: IPC education and training

4: Surveillance

5: Multimodal strategies

6: Monitoring/audit of IPC practices, feedback and control activities

The joint assessment between national and international IPC experts was taken place on 31 

July - 1 August 2018 to assess and prioritize IPC gaps at the national level by using the WHO 

tools for improvement of IPC performance in Thailand. Thai participants included experts with 

a variety of IPC roles and responsibilities, including National Infection Control Committee 

(NICC) members, academics, infectious disease clinicians and Infection Control Nurses 

(ICNs). International participants included representatives from WHO-HQ, WHO-Thailand, 

US Centers for Disease Control and Prevention (CDC), and the Thailand MOPH-U.S. CDC 

Collaboration (TUC).

The status of national IPC systems and activities was discussed and assessed using 

a WHO standardized tool based on the WHO “Guidelines on Core Components of IPC 

Programmes” [2]. The focus of the discussion was on documenting the current situation  

in terms of both existing strengths and gaps. In addition to completing the tool according to 

the standard methodology, many comments related to the specific local situation in Thailand 

were recorded and are to be considered an integral part of the assessment.
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Although there are several strengths in the existing IPC activities in Thailand, especially at 

the local and facility level, significant improvements can be made. Sustained actions will 

require strong and continuous effort from multiple IPC stakeholders both within and outside the 

Ministry of Public Health (MOPH).

Even though we could not have all IPC experts in Thailand to join the assessment meeting, 

the active discussion and involvement of all attended stakeholders has provided very useful 

information and understanding of the IPC system and challenges in the country. The assessment 

results revealed that Thailand has made relatively good progress in IPC programmes and 

activities. However, several gaps for improvement were identified with recommendations 

respective to the six core components (CC) of the WHO tool as follows.
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CC1: IPC programmes

1. In the context of implementing the National Strategic Plan on Antimicrobial Resistance 

2017- 2021 for Thailand, a national IPC programme should be established and funded by 

the MOPH. Such an “IPC Bureau” might be housed in either: a) The Department of Disease 

Control, or b) The Office of the Permanent Secretary. A national IPC programme should make 

use of expertise already available in the country; for example, experts in Bamrasnaradura 

Infectious Diseases Institute (BIDI) and those who support relevant professional societies. 

2. A comprehensive national IPC policy should be developed that would include articulation of 

roles/responsibilities, functions and the governance mechanisms of IPC programmes at the 

national and facility level, (including the private sector) as well as arrangements needed to 

accomplish the objectives of the IPC programme.

3. The existing NICC should provide guidance and advice to the national IPC programme 

(Bureau); and the IPC Bureau should serve as the secretariat of the NICC. The compo-

sition of the NICC should be reviewed and NICC members should be appointed by 

the MOPH. The members should be representative of all important IPC stakeholders 

including from within and outside the MOPH, academia and professional societies. 

The NICC should meet regularly (at least quarterly), it should motivate and drive the national IPC  

programme, endorse and revise the national IPC policy, approve IPC strategic plans and an 

annual IPC action plan, support multi-sectoral actions that address the prevention of hospital 

and community acquired infections (HCAI) and AMR, and monitor both the implementation 

IPC plans and the performance of the national programme. The NICC should also report to 

the National Steering Committee on AMR.   

4. The national IPC programme should take into account and maximize use of ongoing work 

of the Healthcare Accreditation Institute on patient safety, where HAI and IPC are included 

among key performance indicators.  

CC2: IPC guidelines

1. The national IPC programme should be responsible for and regularly revise the official  

national IPC guidelines based on the best available evidence and advance the contents  

beyond the existing ones. The national IPC programme should also have the mandate or  

authority to support, monitor and if necessary, enforce the implementation of recommendations 

in the guidelines in all health facilities (both public and private sectors) and take corrective 

actions as appropriate.
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2. The national IPC programme should develop multimodal strategies (including ad-hoc training) 

and plans as well as practical tools for the effective implementation of all aspects of the 

national IPC guidelines.

CC3: IPC education and training

1. The national IPC programme should review and strengthen the quality of existing curricula 

on IPC to ensure both consistency and technical accuracy.  

2. The national IPC programme should work with academia, professional associations 

and other stakeholders to develop IPC standardized national curricula for health science 

under-graduate training, and in-service continuous education1 of all healthcare workers as 

well as for specific professional categories (e.g. cleaners, senior administrators). In addition, 

it should also standardize and strengthen post-graduate certification/diploma courses in IPC 

for nurses, doctors and other healthcare professionals. These curricula should be comple-

mentary with any other related curricula, such as those for patient safety and AMR. The IPC 

programme may also take the opportunity to introduce mandatory continued professional 

education to further strengthen IPC capacities and capabilities. 

3. The national IPC programme and the policy makers should support the development of 

career paths for infection control specialists (both nurses and doctors). 

CC4: Surveillance

1. The National IPC programme should be responsible for establishing and coordinating a 

systematic, representative, national approach to HAI surveillance, based on the integration 

of existing HAI surveillance systems (e.g. BIDI, Healthcare Accreditation Institute) and on the 

local implementation of international validated methodologies. Regular validation of surveillance 

data should be ensured.

2. Timely analysis, interpretation, and feedback of surveillance data, including local detailed 

analyses, to health care facilities and IPC stakeholders should be ensured by the National IPC 

Programme in order to guide IPC policies and interventions, as well as to ensure an adequate 

and timely response to potential outbreaks. 

3. Mechanisms linking the HAI surveillance system to the existing AMR surveillance system, early 

warning systems and other national surveillance systems (Report 506) should be strengthened.

1 Existing mechanisms, such as the requirement that nurses accrue 50 credit hours every 5 years, should be leveraged to roll out IPC 

training (e.g. requiring continuing education hours in IPC).
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CC5: Multimodal strategies

1. The national IPC programme should promote IPC interventions and activities using multimodal 

implementation strategies (MMIS),2 according to WHO guidance and should deploy adequate 

financial and human resources to support and sustain MMIS to be used at the health care facility 

level, building upon the existing best-practice examples and experience from the field, in particular the 

hand hygiene multimodal programmes. 

2. The national IPC programme should develop a system to monitor implementation of MMIS and 

evaluate their impact, including on AMR spread in health care settings. 

CC6: Monitoring/audit of IPC practices, feedback and control activities

1. A national system for IPC monitoring and evaluation (M&E), including effective feedback

mechanisms, should  be  implemented to ensure adherence to IPC standards at health care  

facilities. IPC indicators included as an element of Healthcare Accreditation should be the same 

as the national indicators collected by the national IPC M&E system.  

2 A Multimodal Strategy comprises several elements or components (3 or more; usually 5) implemented in an integrated way with the aim of  

improving an outcome and changing behaviour. it includes tools, such as bundles and checklists, developed by multidisciplinary teams that take 

into account local conditions. 
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At the Thai national level, a Joint Review of Influenza Pandemic H1N1 2009 Preparedness 
and Response included two important recommendations in relation to infection prevention 
and control, namely: (1) urgently revitalizing the NICC and implementing an effective quality 
assurance scheme engaging clinically active professionals for sustained durations, and (2) 
addressing national IPC policy and overseeing the development of national guidelines, 
training, monitoring and evaluation and surveillance [12]. However, to-date, it appears that 
Thailand is yet to fully demonstrate significant progress in implementing these recommendations. 
To support the establishment of an effective IPC system and inform their design, WHO has 
developed evidence-based guidelines on the core components (CC) of IPC programmes at 
the national and facility levels [2, 13]. Referring to these guidelines, IPC assessments can be 
undertaken, and recommendations provided for each of these core components, which for 
the national level are:
1: IPC programmes
2: IPC guidelines
3: IPC education and training
4: Surveillance
5: Multimodal strategies
6: Monitoring/audit of IPC practices, feedback and control activities

Although IPC activities have been initiated and actively implemented in Thailand during the 
last three decades, implementation has yet to be further strengthened in response to the 
growing HAI and AMR threats. However, a comprehensive The National Strategic Plan on 
AMR 2017- 2021 (NSP-AMR) was developed, including the need for strengthening IPC as 
one of important strategies to combat AMR [14]. Thus, it is an opportune time to assess and 
prioritize addressing IPC gaps at the national and health facility levels by using the WHO 
tools in order to improve IPC performance in Thailand.

1.2 Objectives
1. To assess the current level of progress and implementation of IPC policy and activities at   
   the national level with regard to the WHO IPC core components
2. To identify strengths and barriers to maintaining an effective IPC system in Thailand
3. To prioritize policy, systems and operational gaps, and inform policy for the IPC            
 programmes and systems strengthening at the national level

1.1 Background
Several Sustainable Development Goal (SDG) targets include health problems for which 
infectious disease control is important, including the Universal Health Coverage (UHC) target 
(3.8: infection disease tracer, e.g. ART coverage, TB treatment, safe drinking water and 
sanitation); reduction of mortality due to environmental factors (3.9); and strengthening 
country capacity for reduction and management of national and global health risks (3.d) [3]. 
Developing countries are likely to face greater difficulties in achieving SDG targets than 
developed countries due to health systems and financial constraints, and lack of continued 
political commitment. HAIs remain a significant challenge in developing countries where IPC 
practices of health facilities are frequently hampered by multiple constraints, such as limited 
resources and capacity of laboratory diagnostics, lack of surveillance systems, limited 
outbreak investigation and control and low awareness of and compliance with IPC protocols 
and practice among healthcare workers [4, 5]. 

The impact of HAI varies from country to country. Considering economic impact, a study 
conducted in 2009 indicated that, in countries with prospective payment systems based on 
diagnosis-related groups, hospitals lose between $583 to $4,886 for each HAI, and in 
Thailand, 10% of the annual hospital budget is spent on HAIs [6]. More importantly, the HAI 
issue is significantly compounded by the emergence of AMR, which is increasingly prevalent, 
more difficult to manage, and associated with high mortality [7, 8]. Although a National Infection 
Control Committee (NICC) in Thailand was established in 2003 and revitalized in 2011, the 
prevalence of HAI and AMR continues to be a significant public health challenge in the country. 
For instance, a study conducted in 2012 in 1,023 hospitals in Thailand estimated there were 
268,628 HAI episodes, which accounted for nearly 4% of all hospitalizations during that 
period [6]. Moreover, among those HAIs, 87,751 hospitalizations were associated with infection 
by AMR pathogens, resulting in a total hospital stay of 3.25 million days, and 38,481 deaths 
[9].

Evidence shows that implementation of effective IPC programmes can reduce HAIs and 
AMR. For example, it has been estimated that approximately 20-30% of HAIs in EU countries 
could be prevented by implementing hygiene and infection control programmes [10]. 
Effective IPC programmes and practices should be supported from both national and health 
facility levels. For example, in Thailand, a sub-national study among professional nurses in 
tertiary care hospitals suggested that, in order to enhance infection prevention and control 
practices among nursing professionals more effectively, there needs to be support for individuals, 
organizational structures and environment factors [11]. This would require full support from 
the administrative level of both national and health care facility levels.

Chapter 1 Introduction
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1.3 Significance of the study
Although this study may have not been able to involve all IPC experts throughout the Kingdom, 
it is a comprehensive analysis of the IPC system in Thailand conducted by a number of IPC national 
stakeholders and key international partners (WHO and CDC). It fully examines all important IPC 
components at the national level according to international standards and considering the local 
reality in Thailand, and thus, the results are of great utility. The study results will help to better 
understand the strengths and weaknesses of the IPC system, and thus inform national policy to 
appropriately and systematically design interventions likely to lead to the reduction of both HAIs 
and AMR.

1.4 An operational framework
Figure 1.1 An operational framework

1.5 Project management
This was a collaborative project between the Health Systems and Policy Research on 
Antimicrobial Resistance (HSPR-AMR) of the International Health Policy Program (IHPP), 
Ministry of Public Health (MOPH), Thailand, and the Faculty of Nursing, Chiang Mai University 
(CMU). The project was undertaken under technical collaboration and financial support from 
WHO and CDC.

Input

1. Review of IPC
assessment at a
national level
2. Review of
previous IPC
situation/HAIs/AMR

WHO tool for
assessing IPC
system at a
national level

A full joint assessment: Thai
and international IPC experts
(Technical support by WHO)
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system, gaps & policy
recommendation at a national
level

Tool

Process Output

Operational Framework

Project management: A collaboration between IHPP & CMU

CHAPTER 2 Methods
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2.1 Study design

The status of national IPC systems and activities was discussed and assessed using a WHO 

standardized tool based on the WHO “Guidelines on Core Components of IPC Programmes”. 

The focus of the discussion was on documenting the current situation in terms of both existing 

strengths and gaps.  In addition to completing the tool according to the standard methodology, 

many comments related to the specific local situation in Thailand were recorded and are an 

important integral part of the assessment. These discussions were supported by information 

from presentations made by several Thai IPC leaders and previous related documents. 

Based on these elements, participants agreed upon a number of recommendations for each 

subject area defined by the WHO IPC core components, in the perspective of improvement 

in order to promote further learning and understanding of the current situation as well as to 

inform policy makers of areas that can potentially be strengthened. 

Note: IPC experts were those who are experienced and/or involved in IPC policy and practices, 

such as NICC members, IPC academics and experienced ICNs (the names can be seen in 

“Contributors”, p 3-4 and their contact details can be seen in Annex 3).

2.2 Study tool

The WHO national IPC assessment tool (IPCAT2, available at http://www.who.int/infection-pre-

vention/tools/core-components/en/) was used referring to the WHO national IPC core compo-

nents as described below.

Core component 1: IPC programmes

The IPC programmes need to be active and stand-alone, with clearly defined objectives, 

functions, and activities. All functions and activities should be established for the purpose of 

preventing HAI and combating AMR through IPC good practices. National IPC programmes 

should be linked with other relevant national programmes and professional organizations. 

This component is recommended as “a good practice” to be present at the national level, and 

in the tool consists of 23 questions grouped into 3 sets, i.e. (1.1) Organization and leadership 

of the programme (8 questions); (1.2) The scope of IPC responsibilities is defined (7 questions); 

and (1.3) Clear linkages (including routine communications) between IPC and other 

programmes and professional organizations (8 questions)

Chapter 2  Methods Core component 2: IPC guidelines

This component is a “strong recommendation”, though with a lower quality of evidence. The 

tool suggests that evidence-based guidelines should be developed and implemented for the 

purpose of reducing HAI and AMR. Education and training of relevant healthcare workers on 

the guideline recommendations and the monitoring of adherence with guideline recommen-

dations should be undertaken to achieve successful implementation. This component comprises 

16 questions grouped into 4 sets: (2.1) Development, dissemination, and implementation of 

national technical guidelines (9 questions); (2.2) Education and training of relevant healthcare 

workers on IPC guidelines (3 questions); (2.3) Monitoring of guidelines adherence

(1 question; and (2.4) Minimum set of national guidelines (3 questions). 

Core component 3: IPC education and training

This component emphasizes that the national IPC programme should support the education 

and training of the health workforce as one of its core functions. It is “a good practice” recom-

mended for the national level, with total of 17 questions grouped into 4 sets: (3.1) Supporting 

and facilitating IPC education and training at the health facility level (5 questions); (3.2) 

National curricula and IPC training and education (5 questions); (3.3) Monitoring of IPC 

education and training (1 question); and (3.4) Implementation of training and education

(6 questions). 

Core component 4: Surveillance

This component is a “strong recommendation”, though with a lower quality of evidence. 

National HAI surveillance programmes and networks should include mechanisms for timely 

data feedback, with the potential to be used for benchmarking purposes, to reduce HAI and 

AMR. There are 30 questions, grouped into 6 sub-components, including (4.1) Coordination 

of surveillance at the national level (7 questions), (4.2) National objectives of surveillance are 

defined (5 questions), (4.3) Prioritized HAIs are defined (6 questions), (4.4) Methods of 

surveillance are defined (3 questions), (4.5) Microbiology and laboratory support (2 questions), 

and (4.6) Information is analyzed and timely feedback is provided to all relevant stakeholders 

(7 questions).
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the guideline recommendations and the monitoring of adherence with guideline recommen-

dations should be undertaken to achieve successful implementation. This component comprises 

16 questions grouped into 4 sets: (2.1) Development, dissemination, and implementation of 

national technical guidelines (9 questions); (2.2) Education and training of relevant healthcare 

workers on IPC guidelines (3 questions); (2.3) Monitoring of guidelines adherence

(1 question; and (2.4) Minimum set of national guidelines (3 questions). 

Core component 3: IPC education and training

This component emphasizes that the national IPC programme should support the education 

and training of the health workforce as one of its core functions. It is “a good practice” recom-

mended for the national level, with total of 17 questions grouped into 4 sets: (3.1) Supporting 

and facilitating IPC education and training at the health facility level (5 questions); (3.2) 

National curricula and IPC training and education (5 questions); (3.3) Monitoring of IPC 

education and training (1 question); and (3.4) Implementation of training and education
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Core component 4: Surveillance

This component is a “strong recommendation”, though with a lower quality of evidence. 

National HAI surveillance programmes and networks should include mechanisms for timely 

data feedback, with the potential to be used for benchmarking purposes, to reduce HAI and 

AMR. There are 30 questions, grouped into 6 sub-components, including (4.1) Coordination 

of surveillance at the national level (7 questions), (4.2) National objectives of surveillance are 
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Core component 5: Multimodal strategies

A multimodal strategy comprises several elements or components (3 or more; usually 5) 

implemented in an integrated way with the aim of improving an outcome and changing 

behaviour. It includes tools, such as bundles and checklists, developed by multidisciplinary 

teams that take into account local conditions. Hence, multimodal strategies are recommended 

as a “strong” IPC component, even though having a lower quality of evidence. National IPC 

programmes should coordinate and facilitate the implementation of IPC activities through 

multimodal strategies at the subnational level. This component consists of 4 sub-components, 

with a total of 10 questions, including (5.1) National and subnational coordination in support 

of local implementations of IPC improvement and interventions (2 questions), (5.2) National 

and subnational facilitation in support of IPC improvement and interventions (5 questions), 

(5.3) Programme and accreditation linkages (2 questions), and (5.4) Evaluation of multimodal 

strategies (1 question). 

Core component 6: Monitoring/audit of IPC practices, feedback and control activities

This component is recommended as a “strong” IPC component with moderate quality of 

evidence. It is suggested that a national IPC monitoring and evaluation programme should 

be established to assess the extent to which standards are being met and activities are being 

performed according to the programme’s goals and objectives. Hand hygiene monitoring with 

feedback should be considered as a key performance indicator at the national level. This 

component comprises 16 questions grouped into 3 sets: (6.1) Monitoring/audit and feedback 

framework for IPC (6 questions); (6.2) Monitoring/audit indicators (4 questions); and (6.3) 

Monitoring/audit and feedback process and reporting (6 questions).



National Assessment of the Infection Prevention and Control System in Thailand   I   23

Core component 5: Multimodal strategies

A multimodal strategy comprises several elements or components (3 or more; usually 5) 
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performed according to the programme’s goals and objectives. Hand hygiene monitoring with 

feedback should be considered as a key performance indicator at the national level. This 
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Table 2. 1 Summary of IPC six core components and key remarks at the national level  

Core component Recommendation or good 

practice statement 

Key remarks Strength of 

recommendation 
and quality of 

evidence 

1. IPC 

programmes 

IPC programmes with clearly 

defined objectives, functions and 
activities should be established 

for the purpose of preventing 
HAI and combating AMR 

through IPC good practices. 
National IPC programmes 

should be linked with other 

relevant national programmes 
and professional organizations. 

 

 The organization of national IPC programmes 

must be established with clear objectives, 

functions, appointed infection preventionists and 
a defined scope of responsibilities. Minimum 

objectives should include: 

 goals to be achieved for endemic and 

epidemic infections 

 development of recommendations for IPC 

processes and practices that are known 
to be effective in preventing HAI and the 

spread of AMR 

 The IHR (2005) and the WHO Global Action 

Plan on AMR (2015) support national level 

action on IPC as a central part of health 
systems’ capacity building and preparedness. 

This includes the development of national plans 
for preventing HAI, the development or 

strengthening of national policies and standards 
of practice regarding IPC activities in health 

facilities, and the associated monitoring of the 
implementation of and adherence to these 

national policies and standards. 

 The organization of the programme should 

include (but not be limited to) at least the 

following components: 

 appointed technical team of trained 

infection preventionists, including medical 
and nursing professionals 

 the technical teams should have formal 
IPC training and allocated time according 

to tasks 

Good practice 

statement 
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 The organization of the programme should 
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infection preventionists, including medical 
and nursing professionals 
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IPC training and allocated time according 

to tasks 

Good practice 

statement 
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Core component Recommendation or good 

practice statement 

Key remarks Strength of 

recommendation 
and quality of 

evidence 

 the team should have the authority to 

make decisions and to influence field 

implementation 

 the team should have a protected and 

dedicated budget according to planned 
IPC activity and support by national 

authorities and leaders 

 The linkages between the national IPC 

programme and other related 
programmes are key and should be 

established and maintained 

 An official multidisciplinary group, 

committee or an equivalent structure 
should be established to interact with the 

IPC technical team 
 

2. IPC guidelines The panel recommends that 

evidence-based guidelines 
should be developed and 

implemented for the purpose of 
reducing HAI and AMR. The 

education and training of 
relevant health care workers on 

the guideline recommendations 
and the monitoring of 

adherence with guideline 

recommendations should be 
undertaken to achieve 

successful implementation. 
 

 Developing relevant evidence-based national 

IPC guidelines and related implementation 
strategies is one of the key functions of the 

national IPC programme. 

 The national IPC programme should also ensure 

that the necessary infrastructures and supplies 

to enable guideline implementation are in place. 

 The national IPC programme should support 

and mandate healthcare workers’ education and 

training focused on the guideline 
recommendations. 

 

Strong, very low 

quality 
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Core component Recommendation or good 

practice statement 

Key remarks Strength of 

recommendation 
and quality of 

evidence 

3. IPC education 

and training 

The national IPC programmes 

should support the education 

and training of the health 
workforce as one of its core 

functions. 

 The IPC national team plays a key role to 

support and make IPC training happen at the 

facility level. 

 To support the development and maintenance 

of a skilled, knowledgeable health workforce, 

national pre-graduate and postgraduate IPC 
curricula should be developed in collaboration 

with local academic institutions. 

 In the curricula development process, it is 

advisable to refer to international curricula and 
networks for specialized IPC programmes and 

to adapt these documents and approaches to 
national needs and local available resources. 

 The national IPC programme should provide 

guidance and recommendations for in-service 
training to be rolled out at the facility level 

according to detailed IPC core competencies for 
healthcare workers and covering all professional 

categories listed in core component 3a. 
(education and training at health care facility 

level). 
 

Good practice 

statement 

4. Surveillance The panel recommends that 

national HAI surveillance 
programmes and networks that 

include mechanisms for timely 
data feedback and with the 

potential to be used for 
benchmarking purposes should 

be established to reduce HAI 
and AMR. 

 National HAI surveillance surveillance systems 
feed in to general public health capacity building 

and the strengthening of essential public health 
functions. National surveillance programmes  

are also crucial for the early detection of some 
outbreaks in which cases are described by the 

identification of the pathogen concerned or a 
distinct AMR pattern. Furthermore, national 

microbiological data about HAI aetiology and 
resistance patterns also provide information 

relevant for policies on the use of antimicrobials 

and other AMR-related strategies and 

Strong, very low 

quality 
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Core component Recommendation or good 

practice statement 

Key remarks Strength of 

recommendation 
and quality of 

evidence 

interventions. 

 Establishing a national HAI surveillance 
programme requires full support and 

engagement by governments and other 
respective authorities and the allocation of 

human and financial resources. 

 National surveillance should have clear 
objectives, a standardized set of case 

definitions, methods for detecting infections 
(numerators) and the exposed population 

(denominators), a process for the analysis of 
data and reports and a method for evaluating 

the quality of the data. 

 Clear regular reporting lines of HAI surveillance 

data from the local facility to the national level 

should be established. 

 International guidelines on HAI definitions are 

important, but it is the adaptation at country 

level that is critical for implementation. 

 Microbiology and laboratory capacity and quality 

are critical for national and hospital-based HAI 
and AMR surveillance. Standardized definitions 

and laboratory methods should be adopted. 

 Good quality microbiological support provided 

by at least one national reference laboratory is 

a critical factor for an effective national IPC 
surveillance programme. 

 A national training programme for performing 
surveillance should be established to ensure the 

appropriate and consistent application of 
national  

 Surveillance guidelines and corresponding 

implementation toolkits. 
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Core component Recommendation or good 

practice statement 

Key remarks Strength of 

recommendation 
and quality of 

evidence 

5. Multimodal 

strategies 

The panel recommends that 

national IPC programmes 

should coordinate and facilitate 
the implementation of IPC 

activities through multimodal 
strategies on a nationwide or 

subnational level. 

 The national approach to coordinating and 

supporting local (health care facility level) 

multimodal interventions should be within the 
mandate of the national IPC programme and be 

considered within the context of other quality 
improvement programmes or health facility 

accreditation bodies. 

 Ministry of health support and the necessary 

resources, including policies, regulations and 

tools, are essential for effective central 
coordination. This recommendation is to support 

facility level improvement. 

 Successful multimodal interventions should be 

associated with overall cross-organizational 

culture change as effective IPC can be a 
reflector of quality care, a positive organizational 

culture and an enhanced patient safety climate. 

 Strong consideration should be given to country 

adaptation of implementation strategies reported 
in the literature, as well as to feedback of 

results to key stakeholders and education and 
training to all relevant persons involved in the 

implementation of the multimodal approach. 

 

Strong, low quality 

6. Monitoring/ 

audit of IPC 
practices and 

feedback 

The panel recommends that a 

national IPC monitoring and 
evaluation programme should 

be established to assess the 
extent to which standards are 

being met and activities are 
being performed according to 

the programme’s goals and 
objectives. Hand hygiene 

monitoring with feedback should 

be considered as a key 

 Regular monitoring and evaluation provide a 

systematic method to document the progress 
and impact of national programmes in terms of 

defined indicators, for example, tracking hand 

hygiene improvement as a key indicator, 
including hand hygiene compliance monitoring. 

 National level monitoring and evaluation should 
have in place mechanisms that: 

 Provide regular reports on the state of 
the national goals (outcomes and 

Strong, moderate 

quality 
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2.3 National assessment process

1. The assessment tool and related documents were sent to all participants about one week 

in advance of the national assessment meeting.

2. The 1.5-day national assessment meeting was held on 31 July-1 August 2018. There was 

a full, joint assessment between national and international IPC experts through a consultative 

meeting during 31 July-1 August, 2018. The meeting aimed to discuss and reach consensus 

on the situation analysis, gaps and recommendations. Thai participants included experts with 

a variety of IPC roles and responsibilities, including NICC members, academics, clinicians 

and Infection Control Nurses (ICNs). International participants included representatives from 

WHO-HQ, WHO-Thailand, US Centers for Disease Control and Prevention (CDC), and the 

Thailand MOPH-U.S. CDC Collaboration (TUC). 

The status of national IPC systems and activities was discussed and assessed using a WHO 

standardized tool based on the WHO “Guidelines on Core Components of IPC Programmes”. 

The focus of the discussion was on documenting the current situation in terms of both existing 

strengths and gaps.  In addition to completing the tool according to the standard methodology, 

many comments related to the specific local situation in Thailand were recorded and are to 

be considered an integral part of the assessment. Based on these elements, participants 

agreed upon a number of recommendations for each subject area in the perspective of 

improvement in order to promote further learning and understanding of the current situation 

as well as to inform policy makers of areas that can potentially be strengthened. 

Core component Recommendation or good 

practice statement 

Key remarks Strength of 

recommendation 
and quality of 

evidence 

performance indicator at the 

national level. 

 

processes) and strategies. 

 Regularly monitor and evaluate the 

WASH services, IPC activities and 
structure of the health care facilities 

through audits or other officially 
recognized means. 

 Promote the evaluation of the 
performance of local IPC programmes in 

a non- punitive institutional culture. 
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This chapter presents the results derived from active discussion and participation of all 

participants at the national assessment meeting. Positive findings and issues of concern 

raised during the assessment were documented and the results provided as strengths and 

gaps of IPC improvement for Thailand.

3.1 Results of core component 1: IPC programmes

Strengths

In Thailand, Bamrasnaradura Infectious Disease Institute (BIDI) supports many of the 

functions of an IPC programme , including the development of IPC guidelines, development 

of a 5-year and annual budget proposal for IPC activities, provision of an ongoing system for 

IPC training in various courses for healthcare professionals, and conduct of the voluntary HAI 

surveillance system. In addition, BIDI collaborates well with other IPC groups as well as 

professional organizations, including the joint provision of IPC training courses and development 

of IPC guidelines. In addition, Thailand has a NICC that serves as an IPC committee to 

provide expert guidance, and which includes representatives from different MOPH departments, 

different professional groups and academic institutions program duties are also assumed 

directly by health facilities themselves.

Gaps

Although as described above, there are many activities, including training courses and the 

HAI surveillance system overseen by BIDI as well as by professional organizations and 

academia, participants agreed that there is no official mandate for any single institution to 

oversee a comprehensive IPC progammes in the country. In addition, BIDI does not have 

full-time dedicated staff to work on the IPC activities they support at the national level, and 

it does not receive a predictable allocated budget (they have to propose project activities to 

the Department of Disease Control, MOPH on an annual basis). A NICC does exist with the 

secretariat at BIDI, but this does not constitute an IPC programme for Thailand as defined by 

the WHO assessment tool. In addition, the organization of hospitals in Thailand; for example,

Chapter 3  Results and Discussion under control of different ministries (e.g. Ministry of Defense, Ministry of Education) and other 

sectors, such as the Bangkok Metropolitan Administration or the private sector, also make it 

difficult for any one group to have over-arching authority on IPC activities nationwide. It is 

also noted there is no mechanism to assure national procurement of adequate supplies to 

support IPC practices. Another gap is that there is no explicit arrangement for oversight of 

IPC arrangements in private health care facilities. 

3.2  Results of core component 2: IPC guidelines

Strengths

With input from relevant stakeholders, BIDI has developed official, evidence-based 

up-to-date IPC guidelines on all basic topics, which apply to all health care facility types in 

the country and are updated on a regular basis. Several IPC experts from different institutions 

have been involved with the development of each IPC guideline. The IPC training 

programmes for healthcare workers based on those guidelines have also been provided by 

BIDI and some other organizations. Education on basic IPC topics has been included in 

curricula of medical and nursing schools.

Gaps

Even though there are many IPC guidelines, BIDI has not developed any implementation 

strategies or standard of operations (SOPs) for IPC guidelines. There is also no official 

mandate or monitoring for compliance with IPC guidelines. Moreover, there is still limited 

pre-service training of the IPC guidelines for healthcare professionals; for example, for nursing 

students, there is only a 3-hour subject on the IPC guideline practices.  One critical area that 

needs to be addressed at the national level is the provision of evidence-based IPC guidelines 

that cover multimodal strategies that suit local conditions. 



National Assessment of the Infection Prevention and Control System in Thailand   I   33

This chapter presents the results derived from active discussion and participation of all 
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3.3 Results of core component 3: Education and training

Strengths

IPC education and training for different groups of healthcare workers in Thailand have been 

developed and delivered by health facilities and other organizations such as BIDI, CMU, and 

the Healthcare Accreditation Institute (although these activities are not standardized or coordinated 

at the national level). Some pre-service and post-graduate training materials have also been 

developed, although they have been developed by different institutions. There is an opportunity 

to incentivize IPC training through credit requirements of continuing professional development 

for licensing.

Gaps

A standardized approach and/or material for IPC training are not coordinated or provided by 

any single national group, but are developed by each institution or through collaboration 

between some organizations independently of other activities. IPC training curricula, materials 

and tools for pre-service and post-graduate training are relatively limited and not standardized. 

Also, there is no nationwide or systematic approach to ensure practical IPC training, including 

simulations, multimodal strategies, and involvement of patients and families. There is also no 

systematic central monitoring and evaluation of training activities to ensure their effectiveness. 

Moreover, the IPC field in Thailand seems to be underappreciated due to limited incentives 

and unclear career path for healthcare professionals, particularly ICNs.

3.4 Results of core component 4: Surveillance

Strengths

The national HAI surveillance system in Thailand has been implemented and overseen by 

BIDI, with an annual report submitted to the Department of Disease Control (DDC). In 

addition, HAI surveillance is one of the indicators required by the Healthcare Accreditation 

Institute for benchmarking performances of Thai hospitals. The Bureau of Epidemiology has 

also conducted the disease/pathogen-specific or subnational surveillance systems that 

capture HAIs (currently, through two hospitals, but expected to be scaled up for more hospitals 

in the future). In addition, there are microbiological data and support from the Department of 

Medical Sciences (DMSc) for strengthening the HAI surveillance system in Thailand.

Gaps

At present, there is no national surveillance database that can be used to link data with all 

important relevant IPC issues, such as AMR surveillance, event surveillance for timely detection 

of outbreaks, HAI surveillance for benchmarking purposes, and water, sanitation and hygiene 

monitoring data. Ensuring this linkage will lead to timely and appropriate national responses 

to any event or surveillance signal. In addition, the surveillance systems should also regularly 

assess data quality (for example, review of case report forms, microbiology results, denominator 

determination) and surveillance programme attributes (for example, sensitivity, specificity, 

user-acceptability). 

Thirdly, timely feedback and reports of important information derived from the surveillance 

database to all relevant stakeholders should also be done on a regular basis. In addition, there 

might be some overlap of HAI surveillance systems between BIDI and the Healthcare Accreditation 

Institute as they seem to collect similar HAI data. The BIDI surveillance system is carried out 

on a voluntary basis by invitation and it is not clear how the participating hospitals are selected. 

In addition, the HAI surveillance data under the BIDI system may not be proactively to the 

participating hospitals or used for benchmarking purposes.

3.5 Results of core component 5: Multimodal strategies

Strengths

A multimodal strategy refers to IPC intervention that comprises several elements or components 

(3 or more; usually 5) implemented in an integrated way with the aim of improving an 

outcome and changing behaviour. It includes tools, such as bundles and checklists, developed 

by multidisciplinary teams that take into account local conditions. It was found that in Thailand 

multimodal strategies have been widely accepted and implemented at the subnational level 

or some individual hospitals in Thailand. It was also evident that some hospitals at subnational 

level have used multimodal strategies to address IPC issues, including system change, training 

and education, communications and reminders, and safety culture.
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Gaps

Room for improvement in this area are: (1) the training for a national team in support of the 

implementation and multimodal behaviour change strategies, (2) the promotion of the development 

of monitoring indicators for multimodal strategies, (3) coordination between the IPC national 

Institute to promote the use of multimodal strategies, and (4) a system for regular reporting 

and evaluation on multimodal strategies across health facilities, including feedback.

3.6 Results of core component 6: Monitoring/audit of IPC practices, feedback and control 

activities

Strengths

In Thailand, the IPC monitoring and audit are often conducted by each individual hospital for 

its own internal quality improvement. However, BIDI does use IPC checklists to conduct 

some IPC monitoring at hospitals by request or when there is an unusual event, such as a 

disease outbreak.

Gaps

There is no standardized or robust monitoring and audit activities at the national level, only 

at the facility level. There is also no system development of the tools at the national level to 

facilitate IPC monitoring and audit throughout the country. IPC indicators for hospital accreditation 

are limited and only collected by the healthcare Accreditation Institute, not by the national 

IPC programmes (which can be problematic and lead to biased data).

Table 3.1 provides the summary of identified strengths of IPC systems in Thailand as well as 

gaps of improvements with regards to six core components recommended by the WHO.
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Table 3. 1 Summary of strengths and gaps of six core components in Thailand 

Core component Strengths Gaps 

1.  IPC Programme  BIDI serves many functions of an IPC 
programme, including  

 Development of IPC guidelines 

 Development of a 5-year and annual 

budget proposal 

 Providing an ongoing system for IPC 
training 

 Voluntary HAI surveillance system 

 BIDI actively collaborates with other 

groups, but with some limitations. 

 The existing NICC serves as an IPC 

committee providing expertise and 

includes representation of different 
departments, different disciplines, and 

academic institutions.  

 There is no single group/team/unit 
serving all functions of an IPC 

programme. 

 There has been no order or mandate 

to establish an IPC programme. 

 Some IPC programme duties are 
handled by facilities, rather than by any 

national agency (e.g. supply 

management). 

 BIDI has limited staff designated to 

conduct national IPC activities and they 
are not full-time dedicated.  

 It is somewhat unclear how the NICC 

and BIDI interact, for example, some 
members of the NICC do not seem 

aware of important BIDI activities (e.g. 
5-year plan). 

 The organization of hospitals under 
different authorities makes it difficult for 

any group to have over-arching 
authority over all hospitals (e.g. 

general, university, private). 

 

2.  IPC Guidelines  BIDI has developed official, up-to-date IPC 
guidelines on all basic topics which apply 

to all facility types. 

 Appropriate individuals have been involved 

in IPC guideline development. 

 BIDI and other groups coordinate IPC 
training programs for healthcare workers 

based on their guidelines. 

 Medical schools include education on 

basic IPC. 

 

 BIDI has not developed any 
comprehensive nationwide 

implementation strategies for existing 
guidelines or SOPs for IPC. 

 No unit has an official mandate or 

responsibility for monitoring compliance 
with IPC guidelines. 

 Limited pre-service training for nurses 
on the IPC guidelines (only 3 hours). 
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Gaps

Room for improvement in this area are: (1) the training for a national team in support of the 

implementation and multimodal behaviour change strategies, (2) the promotion of the development 

of monitoring indicators for multimodal strategies, (3) coordination between the IPC national 

Institute to promote the use of multimodal strategies, and (4) a system for regular reporting 

and evaluation on multimodal strategies across health facilities, including feedback.

3.6 Results of core component 6: Monitoring/audit of IPC practices, feedback and control 

activities

Strengths

In Thailand, the IPC monitoring and audit are often conducted by each individual hospital for 

its own internal quality improvement. However, BIDI does use IPC checklists to conduct 

some IPC monitoring at hospitals by request or when there is an unusual event, such as a 

disease outbreak.

Gaps

There is no standardized or robust monitoring and audit activities at the national level, only 

at the facility level. There is also no system development of the tools at the national level to 

facilitate IPC monitoring and audit throughout the country. IPC indicators for hospital accreditation 

are limited and only collected by the healthcare Accreditation Institute, not by the national 

IPC programmes (which can be problematic and lead to biased data).

Table 3.1 provides the summary of identified strengths of IPC systems in Thailand as well as 

gaps of improvements with regards to six core components recommended by the WHO.
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Core component Strengths Gaps 

3.  IPC Education and Training 
 

 IPC education and training of healthcare 
workers is done by facilities and other 

organizations, but not standardized or 

coordinated at the national level. 

 Specialized training on IPC (2 weeks or 4 

months) is provided by several groups, 
including BIDI, universities and IPC 

society. 

 There are some pre-service and post-grad 

training materials that have been 

developed; for example, by BIDI. 

 Standards around IPC training are 

provided by the Healthcare Accreditation 
Institute. 

 There is a system for reviewing the quality 

of some IPC curricula e.g. for nurses by 
the Nursing Council. 

  Continuing medical education (CME) 
credit requirements provide an opportunity 

to incentivize IPC training. 

 

 A standardized and comprehensive 
national approach or materials for IPC 

training is not provided by any single 

national group.  

 There is no nationwide or systematic 

approach to ensure practical IPC 
training, including simulations or 

multimodal strategies. 
 

 The IPC training curricula and 

materials/tools (pre-service and post-
grad) are limited and not standardized. 

  

 The IPC field is underappreciated with 

limited incentives and an unclear 

career path. 

4.  Surveillance  BIDI oversees a HAI surveillance system 
on a voluntary basis in more than 400 

hospitals (mostly public hospital of MOPH 
with some private hospitals) with an 

annual report provided to DDC leadership. 

 HAI surveillance is an indicator for 
healthcare accreditation and used for 

comparison/benchmarking. 

 BIDI provides training on conducting HAI 

surveillance. 

 There are other disease/pathogen-specific 
or subnational surveillance systems that 

capture HAIs. 

 There is microbiological data and support 

available for the HAI surveillance system. 

 There are multiple overlapping HAI 
surveillance systems (BIDI and 

Healthcare Accreditation Institute) 
collecting similar data. 

 The BIDI surveillance system is 

voluntary by invitation, and the section 
of hospitals might not be fully 

systematic/ representative. 

 HAI surveillance data are not actively 

fed back to participating facilities or 

systematically used for 
recommendations or benchmarking 

(BIDI’s system). 

 There are no data validation or quality 

assessments done for BIDI’s HAI 
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Core component Strengths Gaps 

 surveillance system. 
 

 Linkages with other surveillance 
systems is limited. 

5.  Multimodal Strategies 
(MMS) 

 

 Some facilities/regions use MMS to 
address IPC issues, including system 

change, training & education, 
communications & reminders, safety 

culture. 

 There are some excellence examples of 
use of MMS for hand hygiene and VAP 

prevention implemented mainly in research 
projects that could be leveraged and 

followed more widely. 
 

 There is no systematic inclusion of 
MMS at the national level. 

 There are no strong links between BIDI 

and other agencies regarding MMS. 
 

6.  Monitoring/audit of IPC 

Practices and Feedback 

 

 IPC monitoring/audit is frequently 

conducted at the facility level. 

 BIDI does use IPC checklists to conduct 
some IPC monitoring at hospitals. 

 

 There is no standardized, 

comprehensive or robust 

monitoring/audit of IPC practices at the 
national level; only at the facility level. 

 No tools have been developed at the 

national level to facilitate IPC 
monitoring/audit. 

 IPC indicators for healthcare 
accreditation are limited and only 

collected by the Healthcare 
Accreditation Institute, not the national 

IPC programme. 
  

 

*Note: For detailed information of the agreeable answer for each set of questions with regards to the 
WHO core components can be seen in Annex 2. 
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This chapter provides the conclusions and recommendations, which are based on all information 

in the results chapter.

Even though we could not have all IPC experts in Thailand to join the assessment meeting, 

the active discussion and involvement of all attended stakeholders has provided very useful 

information and understanding of the IPC system in Thailand. Although Thailand has made 

relatively good progress in IPC programmes and activities, there are still several areas for 

improvement. These gaps in performance are at least partly because IPC has not yet been 

addressed systematically by a designated national programme with full-time dedicated staff. 

Additionally, linkages of HAI and AMR surveillance information as well as regular report and 

feedback to all stakeholders are still under development.

Conclusions 

Although there are several strengths in the existing IPC activities in Thailand, especially at 

the local and facility levels, significant improvements can be made. Sustained actions will 

require strong and continuous effort from multiple IPC stakeholders both within and outside 

the MOPH.

Based on available evidence and international consensus, the WHO “Guidelines on the Core 

Components of IPC Programmes” recommend that an effective and empowered national IPC 

programme should have:

 - Official mandate by the government to lead, coordinate, and support implementation   

  of IPC activities in the country 

 - Clearly defined objectives and functions with reference to the six national IPC core   

  components, as well as annual action plans 

 - Dedicated (i.e. full time), trained IPC professional(s)/team 

 - Assured budget & support from the senior management leadership in the MOPH

 - Clearly defined governance structure (i.e. policy documents)

 - Good quality microbiological laboratory support

Chapter 4   Conclusions and recommendations Overall, the meeting participants recognized that such a comprehensive programme does 

not currently exist in Thailand, although the following was noted:

 - Bamrasnaradura Infectious Disease Institute (BIDI) covers many of these functions,   

  but has no formal national mandate and does not have full-time (dedicated) staff or   

  sufficient budget to systematically conduct important IPC activities that cover the   

  entire country.

 - Other entities (e.g. universities, professional IPC societies) also lead some very   

  successful subnational activities.

 - Although strong IPC programmes and activities exist in many health care facilities in   

  Thailand based on previous and current initiatives and significant commitment and   

  contributions made by ICNs/clinicians/hospital managers, there is a need for better 

  coordination at the national level that can refresh, strengthen and sustain these local   

  activities to ensure effective containment of HAI and AMR. 

Meeting participants also recognized that other gaps exist compared to the requirements of the 

WHO core components (CC) and made the following recommendations.

Recommendations

CC1: IPC programmes

1. In the context of implementing the National Strategic Plan on Antimicrobial Resistance 

2017 - 2021 for Thailand, a national IPC programme should be established and funded by 

the MOPH. Such an “IPC Bureau” might be housed in either: a) The Department of Disease 

Control, or b) The Office of the Permanent Secretary. A national IPC programme should 

make use of expertise already available in the country; for example, experts in BIDI and 

those who support relevant professional societies.
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2. A comprehensive national IPC policy should be developed that would include articulation 

of roles/responsibilities, functions and the governance mechanisms of IPC programmes at 

the national and facility levels, (including the private sector) as well as arrangements needed 

to accomplish the objectives of the IPC programme.

3. The existing NICC should provide guidance and advice to the national IPC Programme 

(Bureau); and the IPC Bureau should serve as the secretariat of the NICC. The composition 

of the NICC should be reviewed and NICC members should be appointed by the Minister of 

Public Health. The members should be representative of all important IPC stakeholders, 

including from within and outside the MOPH, academia and professional societies. The NICC 

should meet regularly (at least quarterly), it should motivate and drive the national IPC 

program, endorse and revise the national IPC policy, approve IPC strategic plans and an 

annual IPC action plan, support multi-sectoral actions that address the prevention of hospital 

and community acquired infections (HCAI) and AMR, and monitor both the implementation 

IPC plans and the performance of the national programme. The NICC should also report to 

the National Steering Committee on AMR.   

4. The national IPC programme should take into account and maximize use of ongoing work 

of the Healthcare Accreditation Institute on patient safety, where HAI and IPC are included 

among key performance indicators.  

  

CC2: IPC guidelines

1. The national IPC programme should be responsible for and regularly revise the official 

national IPC guidelines based on the best available evidence and advance the contents 

beyond the existing ones. The national IPC programme should also have the mandate or 

authority to support, monitor and if necessary, enforce the implementation of recommendations 

in the guidelines in all health facilities (both public and private sectors) and take corrective 

actions as appropriate.

2. The national IPC programme should develop multimodal strategies (including ad-hoc 

training) and plans as well as practical tools for the effective implementation of all aspects of 

the national IPC guidelines.

CC3: IPC education and training

1. The national IPC programme should review and strengthen the quality of existing curricula 

on IPC to ensure both consistency and technical accuracy.  

2. The national IPC programme should work with academia, professional associations and 

other stakeholders to develop IPC standardized national curricula for health science 

under-graduate training, and in-service continuous education1 of all health care workers as well 

as for specific professional categories (e.g. cleaners, senior administrators). In addition, it should 

also standardize and strengthen post-graduate certification/diploma courses in IPC for 

nurses, doctors and other healthcare professionals.These curricula should be complementary 

with any other related curricula, such as those for patient safety and AMR. The IPC 

programme may also take the opportunity to introduce mandatory continued professional 

education to further strengthen IPC capacities and capabilities. 

3. The national IPC programme and the policy makers should support the development of 

career paths for infection control specialists (both nurses and doctors) 

CC4: Surveillance

1. The National IPC programme should be responsible for establishing and coordinating a 

systematic, representative, national approach to HAI surveillance, based on the integration of 

existing HAI surveillance systems (e.g. BIDI, Healthcare Accreditation Institute) and on the local 

implementation of international validated methodologies. Regular validation of surveillance data 

should be ensured.

2. Timely analysis, interpretation, and feedback of surveillance data including local detailed 

analyses, to health care facilities and IPC stakeholders should be ensured by the National IPC 

programme in order to guide IPC policies and interventions, as well as to ensure an adequate 

and timely response to potential outbreaks. 

3. Mechanisms linking the HAI surveillance system to the existing AMR surveillance system, 

early warning systems and other national surveillance systems (Report 506) should be 

strengthened.

_______________________________________

1 Existing mechanisms, such as the requirement that nurses accrue 50 credit hours every 5 years, should be leveraged to roll out IPC training (e.g., requiring continuing
education hours in IPC)
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other stakeholders to develop IPC standardized national curricula for health science 

under-graduate training, and in-service continuous education1 of all health care workers as well 

as for specific professional categories (e.g. cleaners, senior administrators). In addition, it should 

also standardize and strengthen post-graduate certification/diploma courses in IPC for 

nurses, doctors and other healthcare professionals.These curricula should be complementary 

with any other related curricula, such as those for patient safety and AMR. The IPC 

programme may also take the opportunity to introduce mandatory continued professional 

education to further strengthen IPC capacities and capabilities. 

3. The national IPC programme and the policy makers should support the development of 

career paths for infection control specialists (both nurses and doctors) 

CC4: Surveillance

1. The National IPC programme should be responsible for establishing and coordinating a 

systematic, representative, national approach to HAI surveillance, based on the integration of 

existing HAI surveillance systems (e.g. BIDI, Healthcare Accreditation Institute) and on the local 

implementation of international validated methodologies. Regular validation of surveillance data 

should be ensured.

2. Timely analysis, interpretation, and feedback of surveillance data including local detailed 

analyses, to health care facilities and IPC stakeholders should be ensured by the National IPC 

programme in order to guide IPC policies and interventions, as well as to ensure an adequate 

and timely response to potential outbreaks. 

3. Mechanisms linking the HAI surveillance system to the existing AMR surveillance system, 

early warning systems and other national surveillance systems (Report 506) should be 

strengthened.

_______________________________________

1 Existing mechanisms, such as the requirement that nurses accrue 50 credit hours every 5 years, should be leveraged to roll out IPC training (e.g., requiring continuing
education hours in IPC)

1 Existing mechanisms, such as the requirement that nurses accrue 50 credit hours every 5 years, should be leveraged to roll out IPC 

training (e.g. requiring continuing education hours in IPC).
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CC5: Multimodal strategies

1. The national IPC programme should promote IPC interventions and activities using multimodal 

implementation strategies (MMIS),2 according to WHO guidance and should deploy adequate 

financial and human resources to support and sustain MMIS to be used at the health care 

facility level, building upon the existing best-practice examples and experience from the field, 

in particular the hand hygiene multimodal programmes. 

2. The national IPC programme should develop a system to monitor implementation of MMIS 

and evaluate their impact, including on AMR spread in health care settings.

CC6: Monitoring/audit of IPC practices, feedback and control activities

1. A national system for IPC monitoring and evaluation (M&E), including effective feedback 

mechanisms, should be implemented to ensure adherence to IPC standards at health care 

facilities. IPC indicators included as an element of Healthcare Accreditation should be the 

same as the national indicators collected by the national IPC monitoring and evaluation 

(M&E) system.  

*********************************

_______________________________________

2 A multimodal strategy comprises several elements or components (3 or more; usually 5) implemented in an integrated way with the aim of improving an outcome and 
changing behaviour. It includes tools, such as bundles and checklists, developed by multidisciplinary teams that take into account local conditions. 

REFERENCES

2 A Multimodal Strategy comprises several elements or components (3 or more; usually 5) implemented in an integrated way with the aim of  

improving an outcome and changing behaviour. it includes tools, such as bundles and checklists, developed by multidisciplinary teams that take 

into account local conditions. 
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      Core component                                         Assessment level

Annex 1: Overview of National IPC Assessment in Thailand

Table AN 1 Consensus Scoring Results of National IPC Assessment in Thailand

30%
42%
0%
64%
33%
0%

IPC programmes 
IPC guidelines
IPC education and training
Surveillance
Multimodal strategies
Monitoring/audit of IPC practices, feedback and control activities

Annex 2: Results of each question item respective to the WHO Core Components

Table AN 2.1 Assessment results of core component 1: IPC programmes   

1.1 Organization and leadership of the programme
1.1.1 An active IPC programme exists at the national level
1.1.2 An appointed infection preventionist(s) in charge of the programme can be   
  identified 
1.1.3 The appointed technical team of infection preventionist(s) includes both   
  doctors and nurses
1.1.4 The appointed infection preventionist(s) have undergone training in IPC in   
  the prevention of health care-associated infection (HAI)
1.1.5 The appointed infection preventionist(s) have dedicated time for the tasks   
  (at least one full-time person)
1.1.6 The programme has been granted authority to make decisions that influence   
  field implementation
1.1.7 There is an identified, protected and dedicated budget allocated according to   
  planned activity
1.1.8 An official multidisciplinary group/committee or equivalent structure is   
  established to support the IPC team at the national level (for example,   
  national IPC committee)
1.2 The scope of IPC responsibilities is defined and includes
1.2.1 Development of national policies, guidelines and standards for effective,   
  evidence-based practices
1.2.2 Development of a national plan for preventing HAIs relating to endemic patho 
  gens and those with epidemic potential, for example, including national goals,   
  objectives and strategies 
1.2.3 Development of national monitoring frameworks to measure implementation   
  with policies, guidelines and standards
1.2.4 Development and support of IPC training and educational programmes to   
  support the facility level
1.2.5 Surveillance and epidemiology of HAI and HAI-related aspects of antimicrobial   
  resistance (AMR) in collaboration with epidemiologists, data managers and   
  information technology experts
1.2.6 A national plan to support early detection of HAI outbreaks and prompt and   
  effective response 
1.2.7 Assurance of national procurement of adequate supplies for IPC practices,   
  including access to essential infrastructures, materials and equipment neces 
  sary for safe IPC practice

13%
N
N

N

N

N

N

N

Y

14%
N

N

N

Y

N

N

N

1 Infection prevention control (IPC) programmes   30%
Components for assessment (Red font=Gap or "N" response) Score (Y or N)
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N

N

N

N

Y

14%
N

N

N

Y

N

N

N

1 Infection prevention control (IPC) programmes   30%
Components for assessment (Red font=Gap or "N" response) Score (Y or N)
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1.3 Clear linkages (including routine communications) between IPC and other   
 programmes and professional organizations
1.3.1 Other national programmes, for example AMR, quality and safety, water,   
  sanitation and hygiene, environment, tuberculosis, human immunodeficiency   
  virus, immunization, maternal, child and adolescent health
1.3.2 Priority public health programmes including integration of IPC with IHR &   
  preparedness relating to public health emergencies
1.3.3 National referral laboratories and laboratory biosafety
1.3.4 Occupational health programmes
1.3.5 Patient associations/civil society bodies
1.3.6 Scientific professional organizations (for example, IPC professional societies   
  and other relevant medical, nursing and allied health professional societies)
1.3.7 Training establishments and academia
1.3.8 Relevant sub-national bodies, for example, provisional or district health   
  offices

63%

N

N

Y
Y
N
Y

Y
Y

2.2 Education and training of relevant health care workers on IPC guidelines

2.2.1 The IPC programme supports and mandates a programme of health worker education   

  and training on guideline recommendations across all facilities

67%
Y
Y

Y

Y

Y
N

Y

N

N

0%

N

Table AN 2.2 Assessment results of core component 2: IPC guidelines  

2 IPC guidelines   42%

Components for assessment (Red font=Gap or "N" response) Score (Y or N)
2.1 Development, dissemination and implementation of national technical guidelines 
2.1.1 The IPC programme has a mandate to produce guidelines for preventing and   
  controlling HAI
2.1.2 The guidelines are for national coverage, including all acute health care   
  facilities (both public and private)
2.1.3 The guidelines are reviewed at least every fives years and updated to reflect   
  the current evidence base
2.1.4 The development of guidelines involves the use of evidence-based scientific   
  knowledge and international/national standards
2.1.5 The IPC programme has the necessary expertise to develop national guidelines
2.1.6 The IPC programme actively addresses guideline adaptation and standardi  
  zation of effective preventive practices (standard operating procedures) and   
  their implementation to reflect local conditions
2.1.7 Guideline development involves early engagement of key stakeholders,   
  including involvement of programmes closely linked to IPC (see section 1.3)
2.1.8 The IPC programme develops multimodal implementation strategies using   
  available national/international implementation support packages
2.1.9 The IPC programme has the capability to ensure that the infrastructure and   
  supply-related requirements to enable facility-level guideline implementation are   
  in place/being addressed

2.2.2 The IPC programme supports and mandates a programme of health worker   
  education and training on guideline recommendations at the pre-graduate level
2.2.3 The IPC programme supports and mandates a programme of health worker   
  education and training on guideline recommendations at the postgraduate level
2.3  Monitoring of guideline adherence 
2.3.1 A national system and schedule of monitoring and evaluation is in place to 
check on adherence with guideline recommendations, for example, at least annually
2.4  Minimum set of national guidelines
2.4.1 National guidelines are based on local priorities, frequency of practices and 
practices associated with the populations most at risk of HAI
2.4.2 Basic/essential guidelines have been developed based on/adapted from 
international standards**
2.4.3 Specific guidelines to prevent the most prevalent HAIs (catheter-associated 
urinary tract infection, central line-associated bloodstream infection, surgical site 
infection, ventilator-associated infection) have been developed, depending on the 
context and complexity of care required

N

N

0%
N

100%
Y

Y

Y

3.1 Supporting and facilitating IPC education and training at the facility level
3.1.1 The national IPC programme provides guidance and recommendations for   
  in-service training at the facility level (for example, frequency, expertise   
  required, requirements for new employee orientation, monitoring and evaluation   
  approaches)
3.1.2 The national IPC programme provides content and support for IPC training   
  of all health workers at the facility level
3.1.3 The national IPC programme provides content and support for other personnel   
  that support health service delivery
3.1.4 The national IPC programme provides content and support for the training of IPC   
  professionals to support competence development/development of an IPC   
  career pathway
3.1.5 The national IPC programme provides content and support to undertake   
  national HAI surveillance
3.2 National curricula and IPC training and education
3.2.1 National IPC curricula, developed (or under development) in collaboration   
  with local academic institutions are available for pre-graduate courses
3.2.2 National IPC curricula, developed (or under development) in collaboration   
  with local academic institutions is available for postgraduate courses
3.2.3 National curricula are informed by international curricula/networks and   
  adapted to national needs and local resources

Table AN 2.3 Assessment results of core component 3: IPC education and training  

3 IPC education and training   0%

Components for assessment (Red font=Gap or "N" response) Score (Y or N)

0%
N

N

N

N

N

0%
N

N

N
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N

N

0%
N

100%
Y

Y

Y
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  in-service training at the facility level (for example, frequency, expertise   
  required, requirements for new employee orientation, monitoring and evaluation   
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  of all health workers at the facility level
3.1.3 The national IPC programme provides content and support for other personnel   
  that support health service delivery
3.1.4 The national IPC programme provides content and support for the training of IPC   
  professionals to support competence development/development of an IPC   
  career pathway
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3.2 National curricula and IPC training and education
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Table AN 2.3 Assessment results of core component 3: IPC education and training  

3 IPC education and training   0%

Components for assessment (Red font=Gap or "N" response) Score (Y or N)

0%
N

N

N

N

N

0%
N

N

N
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3.2.4 National curricula are adapted to national needs and local resources
3.2.5 IPC training is integrated into continuing medical, nursing and allied health   
  professional education and training
3.3 Monitoring of IPC education and training
3.3.1 A national system and schedule of monitoring and evaluation is in place to   
  check on the effectiveness of training and education, for example, at least   
  annually
3.4 Implementation of training and education
3.4.1 Standardized training tools in line with national guidelines and international   
  standards to support implementation of curricula are available
3.4.2 The national IPC training supports packages to promote the use of participatory   
  and team- and task-based strategies
3.4.3 The national IPC training supports packages to promote the use of simulation 
3.4.4 The national IPC training supports packages to promote the use of multi  
  modal strategies 
3.4.5 The national IPC training supports packages to promote the integration and   
  embedding of IPC training within clinical practice and the training of other   
  disciplines
3.4.6 The national IPC training supports packages to promote the importance of   
  involving patients or family members in facility-level training programmes

N
N

0%
N

0%
N

N

N
N

N

N

4.1 Coordination of surveillance at the national level
4.1.1 A national HAI surveillance programme and network of facilities is estab  
  lished and supported (including financially) by governments and national   
  authorities
4.1.2 The national IPC team is trained in HAI surveillance concepts and methods
4.1.3 The national IPC programme (or collaborating partner) leads are designated   
  to coordinate the national HAI surveillance programme and network
4.1.4 The national IPC programme collects a representative sample of data on   
  HAI at the country level or in selected regions according to feasibility, including   
  the use of trained data collectors
4.1.5 The national HAI surveillance programme links with AMR surveillance   
  systems
4.1.6 The national HAI surveillance programme links with the national public   
  health bodies responsible for International Health Regulations to ensure   
  timely detection of outbreaks
4.1.7 National HAI surveillance data are used for benchmarking purposes (for   
  example, establishing baselines for comparison)

Table AN 2.4 Assessment results of core component 4: Surveillance  

4 Surveillance          64%

Components for assessment (Red font=Gap or "N" response) Score (Y or N)

43%
Y

Y
Y

N

N

N

N

4.2 National objectives of surveillance are defined and include
4.2.1 Describing the epidemiology of HAI (that is, incidence and/or prevalence,   
  type, aetiology, severity, burden of disease)
4.2.2 Identification of risk factors, for example, high-risk populations, procedures   
  and exposures

60%
Y

Y

4.3 Prioritized HAIs for surveillance are defined and include
4.3.1 Epidemic-prone infections (for example, norovirus, influenza, severe acute   
  respiratory syndrome)
4.3.2 Infections in vulnerable populations (for example, neonates, burn patients,   
  intensive care unit patients, immunocompromised hosts)
4.3.3 Infections that may cause severe outcomes
4.3.4 Infections caused by multidrug-resistant, extensive drug-resistant and   
  pandrug pathogens (for example, WHO priority/Global Antimicrobial Surveil 
  lance Systems**)
4.3.5 Infections associated with invasive devices or specific procedures (for   
  example, intravascular devices, surgery, etc.)
4.3.6 Infections that may affect health care workers in clinical, laboratory and   
  other settings (for example, hepatitis B or C, human immunodeficiency virus,   
  influenza)
4.4 Methods of surveillance are defined and include   
4.4.1 Standardized active prospective data collection methods
4.4.2 Standardized case definitions of infections (including accurate denominators)   
  informed by international standards, careful local expert consultation and   
  validation
4.4.3 Systems to regularly assess data quality (for example, review of case report   
  forms, microbiology results, denominator determination) and surveillance   
  programme attributes (for example, sensitivity, specificity, user-acceptability)
4.5 Microbiology and laboratory support
4.5.1 The national IPC programme has microbiological support to monitor certain   
  organisms (at least one national reference microbiology laboratory)
4.5.2 Microbiological data on the aetiology and patterns of AMR (at least for   
  prioritized HAIs, for example, most severe infections)
4.6 Information is analysed and timely feedback provided to all relevant stakeholders
4.6.1 Clear and regular reporting lines from facility to the national level are in place
4.6.2 National IPC programme has a clear plan for data management and analysis   
  at the  national level
4.6.3 National IPC programme provides timely feedback reports to relevant stake  
  holders on the national situation of HAI and special events
4.6.4 National IPC programme provides timely feedback reports to relevant stake  
  holders on outbreak management and control
4.6.5 National IPC programme provides timely feedback reports to relevant stake  
  holders on HAI caused by multidrug-resistant pathogens 
4.6.6 HAI surveillance data are linked with available IPC and water, sanitation and   
  hygiene monitoring data
4.6.7 Feedback reports from the national level to relevant stakeholders contain   
  both analyses and recommendations

4.2.3 Early detection of outbreaks
4.2.4 Informing policy priorities
4.2.5 Assessment of the impact of IPC interventions

83%
Y

Y

Y
Y

Y

N

67%
Y
Y

N

100%
Y

Y

29%
Y
Y

N

N

N

N

N

N
Y
N
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N
N

0%
N

0%
N

N

N
N

N

N

4.1 Coordination of surveillance at the national level
4.1.1 A national HAI surveillance programme and network of facilities is estab  
  lished and supported (including financially) by governments and national   
  authorities
4.1.2 The national IPC team is trained in HAI surveillance concepts and methods
4.1.3 The national IPC programme (or collaborating partner) leads are designated   
  to coordinate the national HAI surveillance programme and network
4.1.4 The national IPC programme collects a representative sample of data on   
  HAI at the country level or in selected regions according to feasibility, including   
  the use of trained data collectors
4.1.5 The national HAI surveillance programme links with AMR surveillance   
  systems
4.1.6 The national HAI surveillance programme links with the national public   
  health bodies responsible for International Health Regulations to ensure   
  timely detection of outbreaks
4.1.7 National HAI surveillance data are used for benchmarking purposes (for   
  example, establishing baselines for comparison)

Table AN 2.4 Assessment results of core component 4: Surveillance  

4 Surveillance          64%

Components for assessment (Red font=Gap or "N" response) Score (Y or N)

43%
Y

Y
Y

N

N

N

N

4.2 National objectives of surveillance are defined and include
4.2.1 Describing the epidemiology of HAI (that is, incidence and/or prevalence,   
  type, aetiology, severity, burden of disease)
4.2.2 Identification of risk factors, for example, high-risk populations, procedures   
  and exposures

60%
Y

Y

4.3 Prioritized HAIs for surveillance are defined and include
4.3.1 Epidemic-prone infections (for example, norovirus, influenza, severe acute   
  respiratory syndrome)
4.3.2 Infections in vulnerable populations (for example, neonates, burn patients,   
  intensive care unit patients, immunocompromised hosts)
4.3.3 Infections that may cause severe outcomes
4.3.4 Infections caused by multidrug-resistant, extensive drug-resistant and   
  pandrug pathogens (for example, WHO priority/Global Antimicrobial Surveil 
  lance Systems**)
4.3.5 Infections associated with invasive devices or specific procedures (for   
  example, intravascular devices, surgery, etc.)
4.3.6 Infections that may affect health care workers in clinical, laboratory and   
  other settings (for example, hepatitis B or C, human immunodeficiency virus,   
  influenza)
4.4 Methods of surveillance are defined and include   
4.4.1 Standardized active prospective data collection methods
4.4.2 Standardized case definitions of infections (including accurate denominators)   
  informed by international standards, careful local expert consultation and   
  validation
4.4.3 Systems to regularly assess data quality (for example, review of case report   
  forms, microbiology results, denominator determination) and surveillance   
  programme attributes (for example, sensitivity, specificity, user-acceptability)
4.5 Microbiology and laboratory support
4.5.1 The national IPC programme has microbiological support to monitor certain   
  organisms (at least one national reference microbiology laboratory)
4.5.2 Microbiological data on the aetiology and patterns of AMR (at least for   
  prioritized HAIs, for example, most severe infections)
4.6 Information is analysed and timely feedback provided to all relevant stakeholders
4.6.1 Clear and regular reporting lines from facility to the national level are in place
4.6.2 National IPC programme has a clear plan for data management and analysis   
  at the  national level
4.6.3 National IPC programme provides timely feedback reports to relevant stake  
  holders on the national situation of HAI and special events
4.6.4 National IPC programme provides timely feedback reports to relevant stake  
  holders on outbreak management and control
4.6.5 National IPC programme provides timely feedback reports to relevant stake  
  holders on HAI caused by multidrug-resistant pathogens 
4.6.6 HAI surveillance data are linked with available IPC and water, sanitation and   
  hygiene monitoring data
4.6.7 Feedback reports from the national level to relevant stakeholders contain   
  both analyses and recommendations

4.2.3 Early detection of outbreaks
4.2.4 Informing policy priorities
4.2.5 Assessment of the impact of IPC interventions

83%
Y

Y

Y
Y

Y

N

67%
Y
Y

N

100%
Y

Y

29%
Y
Y

N

N

N

N

N

N
Y
N
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5.1 National and sub-national coordination in support of local implementation of 
IPC improvement interventions includes
5.1.1 A trained national IPC team, competent in implementation science and   
  multimodal behaviour change strategies
5.1.2 Promotion of multimodal strategies through the inclusion of the   
  approach in the development of IPC guidelines, education and training
5.2 National and sub-national facilitation in support of local implementation of IPC 
improvement  interventions includes
5.2.1 Promotion of actions to ensure that the infrastructure/necessary supplies for   
  IPC are in place (system change)
5.2.2 Promotion of health care worker training and education relevant to IPC   
  interventions is being implemented
5.2.3 Promotion of the development of monitoring indicators (process or   
  outcome) reflecting the IPC improvement interventions is being implemented,   
  including provision of feedback data
5.2.4 Promotion of the role of communications and reminders/awareness-raising   
  resources relating to the IPC improvements is being implemented
5.2.5 Promotion of organizational culture change 
5.3 Programme and accreditation linkages include
5.3.1 Liaison between national IPC programme and quality improvement/quality   
  and safety departments to promote multimodal strategies
5.3.2 Liaison between national IPC programme and accreditation bodies to   
  promote multimodal strategies
5.4 Evaluation of multimodal strategies includes
5.4.1 A system for regular reporting and evaluation on multimodal strategies   
  across health facilities, including feedback

Table AN 2.5 Assessment results of core component 5: Multimodal strategies  

5 Multimodal strategies*          33%

Components for assessment (Red font=Gap or "N" response) Score (Y or N)

50%

N

Y

80%

Y

Y

N

Y

Y
0%
N

N

0%
N

6.1 Monitoring/audit and feedback framework for IPC is established at national level, 
including
6.1.1 A well-defined plan focusing on IPC outcomes, processes and strategies,   
  with clear goals, targets and operational plans
6.1.2 IPC indicators integrated within national monitoring systems, for example,   
  health management information system 
6.1.3 Development of tools to collect information needed for monitoring/audit and   
  feedback in a systematic way including the WHO hand hygiene self-assessment   
  framework
6.1.4 National monitoring/audit and feedback activities aligned with equivalent   
  activities at the local level (focused on core IPC indicators)
6.1.5 A mechanism to train national and local auditors is in place
6.1.6 Mechanisms to link/cross-reference IPC monitoring/audit data with available   
  water,  sanitation and hygiene monitoring data
6.2 Monitoring/audit indicators are defined
6.2.1 Hand hygiene compliance monitoring and feedback is identified as a key   
  national indicator, at the very least for reference hospitals
6.2.2 All indicators are linked to the targets established by the national IPC work   
  plan
6.2.3 Core indicators include both process and outcome indicators (for example,   
  focused on structures/infrastructure and the environment as well as practices   
  of health care workers)
6.2.4 A minimal set of core indicators for health care facilities in the country is   
  defined
6.3 Monitoring/audit and feedback process and reporting
6.3.1 Information on the monitoring/audit of national IPC goals and strategies is   
  collected regularly
6.3.2 Monitoring/audit of IPC activities and structures of health care facilities is   
  conducted regularly       
6.3.3 Information collected is regularly analyzed and used to inform national   
  decision making
6.3.4 Evaluation of the performance of local IPC programmes is performed in an   
  improvement-oriented institutional culture
6.3.5 The IPC national programme facilitates facility-level self or peer evaluation   
  against national standards/goals
6.3.6 Regular reports of monitoring/audit results are provided to drive improvement   
  action at the facility level as part of a multimodal strategy

Table AN 2.6 Assessment results of core component 6: Monitoring/audit of IPC practices, 

feedback and control activities 

6 Monitoring/audit of IPC practices, feedback and control activities                 0%

Components for assessment (Red font=Gap or "N" response) Score (Y or N)

0%

N

N

N

N

N
N

0%
N

N

N

N
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N
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N

N

N

N
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5.1 National and sub-national coordination in support of local implementation of 
IPC improvement interventions includes
5.1.1 A trained national IPC team, competent in implementation science and   
  multimodal behaviour change strategies
5.1.2 Promotion of multimodal strategies through the inclusion of the   
  approach in the development of IPC guidelines, education and training
5.2 National and sub-national facilitation in support of local implementation of IPC 
improvement  interventions includes
5.2.1 Promotion of actions to ensure that the infrastructure/necessary supplies for   
  IPC are in place (system change)
5.2.2 Promotion of health care worker training and education relevant to IPC   
  interventions is being implemented
5.2.3 Promotion of the development of monitoring indicators (process or   
  outcome) reflecting the IPC improvement interventions is being implemented,   
  including provision of feedback data
5.2.4 Promotion of the role of communications and reminders/awareness-raising   
  resources relating to the IPC improvements is being implemented
5.2.5 Promotion of organizational culture change 
5.3 Programme and accreditation linkages include
5.3.1 Liaison between national IPC programme and quality improvement/quality   
  and safety departments to promote multimodal strategies
5.3.2 Liaison between national IPC programme and accreditation bodies to   
  promote multimodal strategies
5.4 Evaluation of multimodal strategies includes
5.4.1 A system for regular reporting and evaluation on multimodal strategies   
  across health facilities, including feedback

Table AN 2.5 Assessment results of core component 5: Multimodal strategies  

5 Multimodal strategies*          33%

Components for assessment (Red font=Gap or "N" response) Score (Y or N)
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Y
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Y
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N

6.1 Monitoring/audit and feedback framework for IPC is established at national level, 
including
6.1.1 A well-defined plan focusing on IPC outcomes, processes and strategies,   
  with clear goals, targets and operational plans
6.1.2 IPC indicators integrated within national monitoring systems, for example,   
  health management information system 
6.1.3 Development of tools to collect information needed for monitoring/audit and   
  feedback in a systematic way including the WHO hand hygiene self-assessment   
  framework
6.1.4 National monitoring/audit and feedback activities aligned with equivalent   
  activities at the local level (focused on core IPC indicators)
6.1.5 A mechanism to train national and local auditors is in place
6.1.6 Mechanisms to link/cross-reference IPC monitoring/audit data with available   
  water,  sanitation and hygiene monitoring data
6.2 Monitoring/audit indicators are defined
6.2.1 Hand hygiene compliance monitoring and feedback is identified as a key   
  national indicator, at the very least for reference hospitals
6.2.2 All indicators are linked to the targets established by the national IPC work   
  plan
6.2.3 Core indicators include both process and outcome indicators (for example,   
  focused on structures/infrastructure and the environment as well as practices   
  of health care workers)
6.2.4 A minimal set of core indicators for health care facilities in the country is   
  defined
6.3 Monitoring/audit and feedback process and reporting
6.3.1 Information on the monitoring/audit of national IPC goals and strategies is   
  collected regularly
6.3.2 Monitoring/audit of IPC activities and structures of health care facilities is   
  conducted regularly       
6.3.3 Information collected is regularly analyzed and used to inform national   
  decision making
6.3.4 Evaluation of the performance of local IPC programmes is performed in an   
  improvement-oriented institutional culture
6.3.5 The IPC national programme facilitates facility-level self or peer evaluation   
  against national standards/goals
6.3.6 Regular reports of monitoring/audit results are provided to drive improvement   
  action at the facility level as part of a multimodal strategy

Table AN 2.6 Assessment results of core component 6: Monitoring/audit of IPC practices, 

feedback and control activities 

6 Monitoring/audit of IPC practices, feedback and control activities                 0%

Components for assessment (Red font=Gap or "N" response) Score (Y or N)
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