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Introduction: Healthcare-associated infections (HAIs) remain a critical indicator of 

healthcare quality and patient safety. HAIs contribute to increased morbidity, prolonged 

hospitalization, higher healthcare costs, and mortality. At Lukas Hilisimaetano Hospital, 

the incidence of HAIs exceeded the national minimum service standard of <1.5%, 

reaching 10.73% in 2023 and 7.31% in 2024. These findings suggest that the 

implementation of infection prevention and control (IPC) policies in the hospital has not 

been fully optimized. Based on Edward III’s policy implementation theory, policy 

implementation is influenced by communication, resources, disposition, and bureaucratic 

structure. This study aimed to analyze organizational and behavioral factors associated 

with IPC policy implementation among nurses. 

Methods: A cross-sectional analytical study was conducted from May to November 2025 

at Lukas Hilisimaetano Hospital. All 45 nurses working in inpatient units were included 

using total sampling. Data were collected using structured questionnaires and observation 

sheets measuring communication, resources, disposition, bureaucratic structure, and IPC 

policy implementation. Instrument validity was assessed through expert review, and 

reliability testing showed acceptable internal consistency (Cronbach’s alpha >0.70). Data 

were analyzed using Chi-square and binary logistic regression. 

Results: Communication (OR=7.90; p=0.003), resources (OR=9.44; p=0.001), 

disposition (OR=14.40; p=0.001), and bureaucratic structure (OR=8.20; p=0.001) were 

significantly associated with IPC policy implementation in bivariate analysis. Multivariate 

analysis showed that disposition (AOR=8.26; 95% CI: 1.77–38.58; p=0.008) and 

resources (AOR=4.71; 95% CI: 1.13–19.58; p=0.033) remained significantly associated. 

The strong association between disposition and IPC implementation highlights the 

importance of behavioral commitment among nurses in supporting infection prevention 

practices. 

Conclusion: IPC policy implementation is associated with both organizational and 

behavioral factors, with disposition emerging as the strongest associated factor. Findings 

should be interpreted cautiously due to the cross-sectional design and small sample size. 

Strengthening behavioral commitment and ensuring adequate resources may support 

improved IPC implementation in similar settings. 
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INTRODUCTION  
Hospitals as healthcare institutions play an important role in improving public health by providing quality 

services according to established health standards. However, hospitals can also become a source of infection if 

medical procedures are not performed in accordance with infection prevention protocols (1,2). 

Permenkes No. 27 of 2017 explains that HAIs, currently known as Healthcare-Associated Infections (HAIs), 

are infections associated with services in healthcare facilities (2). HAIs are infections that occur in patients during 

treatment in hospitals or other healthcare facilities after hospital admission within 48–72 hours (2,3). These infections 

may spread from patients to staff, to other patients, to visitors or families, or from staff to patients through direct 

contact with contaminated equipment or body fluids (2,3). 

Healthcare-associated infections remain a major global patient safety problem and contribute significantly to 

increased morbidity, mortality, prolonged hospitalization, and higher healthcare costs worldwide (3–5). Globally, 

millions of patients are affected by HAIs each year, particularly in developing countries where infection prevention 

programs are often limited by inadequate resources and weak implementation of infection control policies (1,3–5). 

Previous studies emphasize that effective infection prevention and control (IPC) programs require strong 

institutional commitment, adequate resources, clear communication, and healthcare workers’ compliance with 

standard operating procedures (1,5–7). Strengthening hospital management systems and organizational structures has 

been identified as a key strategy to reduce HAIs and improve the quality of health services (6–9). 

Another important factors associated with successful infection control implementation is the behavior and 

commitment of healthcare workers. Nurses, as frontline healthcare providers who interact directly with patients, play 

a crucial role in implementing infection prevention policies (10–12). Previous studies have shown that positive 

attitudes, adequate knowledge, and supportive organizational environments are significantly associated with nurses’ 

compliance with infection prevention and control guidelines (10,11,13). 

The impact of HAIs includes increased morbidity and mortality, reduced quality of life, and additional 

economic burden for both patients and hospitals (3,14,15). The risk of exposure is not only experienced by patients 

but may also affect healthcare workers, families, and visitors (2,3,16). This burden can be minimized through the 

implementation of effective infection prevention and control programs in healthcare facilities (1,5,6,17). 

Every hospital is required to implement an infection prevention and control program in accordance with 

national regulations and quality assurance standards (2). In practice, this includes surveillance, reporting, evaluation, 

and organizational coordination through an Infection Prevention and Control Committee to minimize infections 

among patients, staff, and visitors (1,2,12). 

Nurses are among the healthcare workers who have the most direct and continuous contact with patients in 

hospitals. Therefore, nurses have a substantial role in preventing HAIs through compliance with standard precautions, 

particularly hand hygiene, aseptic procedures, and the use of personal protective equipment (2,10,12,14). 

According to Edward III’s policy implementation framework, the success of policy implementation is 

associated with four major determinants: communication, resources, disposition, and bureaucratic structure (18). 

Clear communication, adequate resources, positive implementer attitudes, and effective organizational structure are 

all essential to ensure that policies are translated into practice successfully (9,18,19). 

An initial survey conducted at Lukas Hilisimaetano Hospital showed that the incidence of HAIs remained 

above the expected minimum service standard, indicating that the implementation of the infection prevention and 

control program had not yet been optimized (2). In 2023, the incidence rate reached 10.73%, and in 2024 it remained 

high at 7.31%. This condition highlights the importance of examining organizational factors influencing policy 

implementation among nurses in the hospital setting. Therefore, this study aimed to analyze factors associated with 

the implementation of the IPC control program policy by nurses at Lukas Hilisimaetano Hospital, South Nias 

Regency. 

Although previous studies have identified communication, resources, and organizational structure as 

important factors associated with infection prevention practices, most studies have examined these factors separately 

or focused primarily on compliance outcomes. There remains limited empirical evidence integrating both 

organizational and behavioral factors within a unified policy implementation framework, particularly in resource-

constrained hospital settings. Furthermore, the application of Edward III’s policy implementation model in the 

context of infection prevention and control (IPC) remains underexplored. 
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Therefore, this study aims not only to examine factors associated with IPC policy implementation but also to 

contextually assess and extend Edward III’s framework by evaluating the relative contribution of organizational and 

behavioral components in a district-level hospital setting. HAIs Conceptually, the structural relationship among 

variables can be illustrated as follows: 

 

 
Figure 1. Conceptual Diagram 

 

 

METHOD  
Study Design and Setting 

A cross-sectional analytical study was conducted between May and November 2025 at Lukas Hilisimaetano 

Hospital, South Nias Regency, Indonesia. 

 

Population and Sample 

The study population consisted of all executive nurses assigned to inpatient care units at Lukas Hilisimaetano 

Hospital. A total of 45 nurses were included in the study. Because the target population was relatively small and 

accessible, all eligible nurses were included using a total sampling technique. 

 

Variables 

The dependent variable in this study was the implementation of the HAIs control program policy. The 

independent variables were communication, resources, disposition, and bureaucratic structure. These variables were 

developed based on Edward III’s policy implementation framework (18). 

 

Data Collection 

Data were collected through self-administered questionnaires and structured observation. Observations 

focused on hand hygiene practices, PPE use, and adherence to standard precautions. Observations were conducted 

by trained researchers using standardized checklists to ensure consistency. 

 

Instrument Development, Validity, and Reliability 

The research instrument was developed based on Edward III’s policy implementation framework and adapted 

from previously published studies on infection prevention and organizational behavior. Content validity was assessed 

by three experts in public health and hospital management. 

Reliability testing was conducted using Cronbach’s alpha, with results indicating acceptable internal 

consistency: communication (0.78), resources (0.81), disposition (0.86), bureaucratic structure (0.74), and policy 

implementation (0.83). 
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Operational Definitions 

All variables were measured using structured questionnaires with a 5-point Likert scale. 

Communication: measured using 8 items assessing clarity, consistency, and feedback (score range 8–40). 

Resources: measured using 7 items assessing availability of staff, equipment, and training. 

Disposition: measured using 8 items assessing attitudes, commitment, and willingness. 

Bureaucratic Structure: measured using 6 items assessing SOP clarity and coordination. 

Policy Implementation: measured using 10 items assessing compliance with IPC procedures. 

Total scores for each variable were categorized into “good” and “poor” based on median cut-off values 

 

Data Collection 

Data were collected through self-administered questionnaires and structured observation. Observations 

focused on hand hygiene practices, PPE use, and adherence to standard precautions. Observations were conducted 

by trained researchers using standardized checklists to ensure consistency 

 

Data Analysis 

Data analysis was conducted in three stages. Univariate analysis was used to describe respondent 

characteristics and the distribution of study variables. Bivariate analysis using the Chi-square test was performed to 

examine the association between independent variables (communication, resources, disposition, and bureaucratic 

structure) and the dependent variable (implementation of the HAIs control program policy). The strength of 

association was measured using Odds Ratio (OR) with a 95% confidence level and a significance threshold of p < 

0.05. 

Multivariate analysis was performed using binary logistic regression to identify the most dominant factor 

influencing policy implementation. Variables with p < 0.25 in the bivariate analysis were included in the regression 

model. Adjusted Odds Ratios (AOR) with 95% Confidence Intervals (CI) were calculated to determine the 

independent relationship of each variable. Statistical significance was set at p < 0.05. 

Given the limited sample size, logistic regression was used cautiously as an exploratory analysis. The ratio 

of events per variable was considered, and results were interpreted conservatively to minimize overfitting bias. 

 

Ethical Consideration 

This study was conducted after obtaining ethical clearance from the appropriate institutional ethics 

committee. Participation was voluntary, and all respondents provided informed consent prior to data collection. 

Confidentiality and anonymity of respondents were maintained throughout the research process. 

 

RESULTS  
Characteristics of Respondents  

The characteristics of respondents in this study can be seen in the following table. 

 
Table 1. Characteristics of Respondents 

Characteristics N % 

Gender   

Male 10 22.2 

Female 35 77.8 

Age   

21 - 30 12 26.7 

31 - 40 26 57.8 

> 40 7 15.5 

Education Level   

D3 Nursing 39 86.7 
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S1 Nursing /Ners 6 13.3 

Work Experience   

< 5 years 11 24.4 

5 - 10 years 13 28.9 

> 10 years 21 46.7 

Prevention Training HAIs   

Ever 31 68.9 

Never 14 31.1 

Total 45 100.0 

 

A total of 45 nurses participated in this study. Most respondents were within productive working age and had 

varying educational and work experience backgrounds. Overall, the respondents represented nurses actively involved 

in inpatient care and in the implementation of hospital infection prevention and control procedures. 

 

Bivariate  

Bivariate analysis showed that all variables were significantly associated with IPC implementation, as 

presented in Table 2. 

Table 2. Bivariate Analysis of Factors Associated with Infection Control Policy Implementation 

Variable 

Good 

Implementation n 

(%) 

Poor 

Implementation n 

(%) 

OR 95% CI 
p-

value 

Good Communication 16 (80.0) 4 (20.0) 7.90 1.94–32.17 0.003 

Poor Communication 7 (28.0) 18 (72.0) Ref – – 

Adequate Resources 17 (85.0) 3 (15.0) 9.44 2.14–41.63 0.001 

Inadequate Resources 6 (24.0) 19 (76.0) Ref – – 

Positive Disposition 18 (90.0) 2 (10.0) 14.40 2.79–74.36 0.001 

Negative Disposition 5 (20.0) 20 (80.0) Ref – – 

Good Bureaucratic Structure 15 (75.0) 5 (25.0) 8.20 2.03–33.08 0.001 

Poor Bureaucratic Structure 8 (32.0) 17 (68.0) Ref – – 

 
The results of the bivariate analysis showed that all four independent variables were significantly associated 

with the implementation of the HAIs control program policy. Communication was significantly associated with policy 

implementation (OR=7.90; p=0.003). Resources also showed a significant association (OR=9.44; p=0.001). 

Disposition demonstrated the strongest association in the bivariate analysis (OR=14.40; p=0.001), while bureaucratic 

structure was also significantly related to policy implementation (OR=8.20; p=0.001).  

The high odds ratio observed for disposition (OR=14.40) suggests a strong association between nurses’ 

attitudes and IPC implementation. However, the wide confidence interval indicates potential variability, which may 

be influenced by the small sample size. These findings indicate that nurses who perceived communication, resources, 

disposition, and bureaucratic structure positively were more likely to demonstrate good IPC policy implementation 

of the control program policy.  

 

Multivariate 

Multivariate analysis showed that disposition and resources remained significantly associated with IPC 

policy implementation after adjustment, whereas communication and bureaucratic structure were no longer 

statistically significant (Table 3). 
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Table 3. Multivariate Logistic Regression Analysis of Factor associated with of Infection Control Policy Implementation 

Variable 
Adjusted OR 

(AOR) 
95% CI p-value 

Communication 3.12 0.79–12.34 0.103 

Resources 4.71 1.13–19.58 0.033 

Disposition 8.26 1.77–38.58 0.008 

Bureaucratic Structure 2.64 0.68–10.21 0.162 

Model Fit Indicators: Nagelkerke R² = 0.62; Hosmer–Lemeshow test p = 0.71 

 
Multivariate logistic regression analysis (Table 3) revealed that disposition remained the most dominant 

independent factor associated with policy implementation (AOR=8.26; 95% CI: 1.77–38.58; p=0.008). Resources 

also significantly associated with IPC policy implementation after (AOR=4.71; 95% CI: 1.13–19.58; p=0.033). 

Although communication and bureaucratic structure demonstrated strong crude associations in bivariate 

analysis, their effect diminished after multivariate adjustment. Communication was no longer statistically significant 

(p=0.103), and bureaucratic structure also lost statistical significance (p=0.162). These findings suggest that nurses’ 

attitudes and commitment, as well as the adequacy of available resources, are the most important factorinfluencing 

the implementation of the HAIs control program policy in this hospital. 

 

DISCUSSION 
This study demonstrates that organizational factors play a substantial role in IPC policy implementation 

among nurses in the implementation of HAIs control policies. While all variables showed statistically significant 

associations in bivariate analysis, multivariate logistic regression revealed that only disposition and resources 

remained statistically significant predictors after adjustment. These findings are consistent with the broader literature 

showing that successful infection prevention policy implementation depends not only on procedural systems, but also 

on behavioral and organizational readiness (5–9). 

The findings of this study reinforce the importance of integrating organizational support and behavioral 

approaches in hospital infection prevention strategies. While structural factors such as communication systems and 

bureaucratic procedures remain important, behavioral commitment among nurses appears to be the most influential 

factor in sustaining policy implementation in resource-limited settings. Therefore, hospital management should 

prioritize continuous education, supportive supervision, and motivational strategies to strengthen compliance with 

IPC standards 

 

Communication 

The results of this study indicate that communication played a significant role in the implementation of 

infection prevention policies. This finding is consistent with previous studies showing that effective communication, 

policy dissemination, and feedback mechanisms are essential to improving healthcare workers’ compliance with 

infection prevention protocols (13,19). 

Good communication is essential in building coordination, shared understanding, and teamwork in hospital 

settings. Clear and structured communication enables nurses to understand the objectives, procedures, and 

responsibilities related to infection control policies, thereby reducing ambiguity and implementation errors (13,18). 

The role of the infection prevention and control committee as a communication channel is also important to 

ensure that policies are consistently delivered and understood by implementers. 

Communication strategies and dissemination methods should be adapted to the characteristics of healthcare 

workers and organizational needs to improve policy acceptance and implementation and organizational needs to 

improve policy acceptance and implementation (1,2,7). 

Although communication showed a significant association in bivariate analysis, its relationship was no longer 

statistically significant after multivariate adjustment. This may indicate that communication operates in close 

interaction with other organizational factor associated with, particularly resources and implementer disposition. 

Similar findings have been reported in previous studies showing that communication alone may be insufficient unless 

supported by organizational readiness and workforce engagement (8,9,13). 
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Resources 

Resources were found to be significantly associated with policy implementation in this study. Adequate 

resources remain a fundamental requirement for the effective implementation of infection control programs, 

particularly in ensuring the availability of trained personnel, infrastructure, personal protective equipment, and 

operational support (20–22). 

This finding is consistent with previous studies indicating that limited resources, including insufficient 

protective equipment and inadequate infrastructure, are major barriers to reducing HAIs and maintaining compliance 

with infection prevention protocols (20–22). 

Hospital leadership has a central role in ensuring that the infection prevention and control program is 

adequately supported. Adequate staffing alone does not guarantee successful policy implementation if healthcare 

workers lack the necessary skills, training, and institutional support to perform infection prevention procedures 

effectively if healthcare workers lack the skills, training, and institutional support needed to carry out infection control 

procedures effectively (21,23,24). 

Education and training should therefore be prioritized as part of resource strengthening. Previous evidence 

has shown that healthcare workers who receive structured infection prevention training are more likely to adhere 

consistently to standard precautions and safe clinical practices (12,20,24). 

Hand hygiene practices and the use of personal protective equipment are crucial components of infection 

prevention and control. Their effectiveness depends not only on knowledge and attitudes but also on the consistent 

availability of facilities and protective materials in the clinical environment (2,12,14,25). 

Resources also remained independently associated with policy implementation in multivariate analysis. This 

reinforces the importance of managerial commitment in ensuring sufficient logistical support, workforce capacity, 

and operational readiness to sustain infection prevention policy implementation in hospitals (9,21,22). 

 

Disposition 

Disposition refers to the attitudes, commitment, integrity, and willingness of implementers in carrying out a 

policy. The results of this study show that disposition had a significant relationship with policy implementation and 

emerged as the most dominant factor associated with after multivariate adjustment (18). 

This finding suggests that nurses’ attitudes and commitment are crucial in ensuring successful infection 

control policy implementation. Positive attitudes toward infection prevention policies encourage nurses to follow 

standard procedures more consistently and maintain patient safety practices in everyday clinical work (10,11). 

This result is in line with previous studies showing that behavioral and attitudinal factors are among the 

strongest predictors of compliance with infection prevention practices, especially hand hygiene, standard precautions, 

and routine protective behaviors (10,11). 

Disposition reflects intrinsic motivation, professional responsibility, and behavioral readiness. Even when 

policies are well communicated and resources are available, implementation may still fail if implementers lack 

commitment or do not perceive the policy as important (9,18). 

The dominant role of disposition in this study suggest that behavioral and attitudinal factors may a greater 

influence than structural or procedural component in determining successful IP policy implementation in determining 

effective policy execution. Therefore, strengthening nurses’ awareness, motivation, and professional commitment 

should become a strategic priority in hospital infection prevention programs (9–11). 

The strong association of disposition indicates that behavioral commitment may play a more decisive role 

than structural factors in resource-limited settings. Even when policies and resources are available, implementation 

ultimately depends on the willingness and motivation of healthcare workers. This aligns with organizational behavior 

theories emphasizing intrinsic motivation and professional responsibility as key drivers of compliance 

 

Bureaucratic Structure 

The results of this study also show that bureaucratic structure was significantly associated with policy 

implementation in bivariate analysis. A well-functioning organizational structure can facilitate coordination, clarify 

responsibilities, and support adherence to infection prevention procedures (8,9,18). 
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Bureaucratic structure in policy implementation includes two major aspects: standard operating procedures 

(SOPs) and the distribution of responsibilities across organizational units. Clear SOPs help standardize actions among 

implementers and reduce variability in clinical practice (8,12,18). 

An efficient bureaucratic structure also supports effective cooperation between hospital management, 

infection control teams, and nursing staff. In contrast, fragmented responsibilities, weak coordination, and unclear 

lines of authority may hinder policy implementation (8,9,19). 

Although bureaucratic structure lost statistical significance after multivariate adjustment, it remains an 

important organizational foundation for implementation. Thin finding suggests that bureaucratic structure, and 

leadership support, and resource allocation mechanisms, resource allocation, and leadership support (8,9). 

This study demonstrates that both organizational and behavioral factors are associated with IPC policy 

implementation. Disposition emerged as the strongest factor, suggesting that behavioral commitment plays a central 

role. This finding aligns with organizational behavior theory emphasizing intrinsic motivation and professional 

responsibility. The loss of significance of communication and bureaucratic structure may indicate overlapping 

constructs or indirect relationships. It is possible that these factors associated with implementation through 

disposition. 

These findings suggest that in resource-limited settings, behavioral readiness may outweigh structural 

readiness. Even when policies and resources exist, implementation depends on individual commitment. However, 

findings should be interpreted cautiously due to methodological limitations. 

Overall, the findings of this study support global evidence that infection prevention and control programs 

require a comprehensive approach involving policy, behavior, and organizational support systems. Effective 

communication, sufficient resources, positive implementer disposition, and supportive leadership structures all 

contribute to successful implementation, although behavioral commitment appears to be the most decisive factor in 

this setting (5–11). 

 

Limitations 

This study has several limitations. First, the cross-sectional design limits the ability to establish causal 

relationships between variables. Second, the relatively small sample size may reduce statistical power and increase 

the possibility of model overfitting in multivariate analysis. Third, the use of self-reported questionnaires may 

introduce social desirability and response bias. Fourth, because the study was conducted in a single district hospital, 

the generalizability of the findings to other healthcare settings may be limited. Future studies involving larger 

multicenter samples and longitudinal designs are recommended to strengthen the evidence regarding IPC policy. 

 

CONCLUSION 
This study found that both organizational and behavioral factors were associated with IPC policy 

implementation among nurses at Lukas Hilisimaetano Hospital. Among the variables examined, disposition emerged 

as the strongest associated factor, highlighting the critical role of behavioral commitment in supporting infection 

prevention practices. Adequate resources also contributed significantly to successful implementation. These findings 

suggest that efforts to strengthen IPC implementation should focus not only on organizational support and resource 

availability, but also on enhancing nurses’ motivation, attitudes, and professional commitment. Nevertheless, the 

findings should be interpreted cautiously due to the study’s methodological limitations. 
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