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INTRODUCTION

Infection prevention and control (IPC) to manage healthcare- 

associated infection (HCAI) has emerged as one of the most 

significant public health issues worldwide. World Health 

Organization (WHO) estimates that HCAI prevalence in high-income 

countries is 7.6%, and the number may be as high as 19.1% in countries 

with lower income and limited resources [1]. Accordingly, WHO has 

underscored the significance of IPC and has been developing series of 

strategies and guidelines to support countries in their effort to manage 

HCAI [2,3], of which the most pivotal is “the guidelines on core 

components of infection prevention and control programs” [4]. This 

guideline recommends essential elements that IPC policies and 

programs should encompass at both the national and individual 

facility levels and has aided in the development of numerous national 

policies since its development in 2016.

HCAI has also evolved into a serious health concern in Korea, 

presenting significant socioeconomic burden [5]. Population aging 

and advancement in health care technology which brought increased 

invasive procedures into the healthcare setting were making HCAI 
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more favorable in Korea. The spread of Middle East respiratory 

syndrome (MERS) in healthcare facilities in 2015 and notable HCAI 

incidents in mid-2010s aroused great academic and public interest in 

more effective IPC policy measures [6-9]. Series of IPC actions plans 

and strategies were developed and rolled out since the early 2010s, and 

finally the government established its first stand-alone, overarching 

5-year national policy on HCAI in 2018, which was largely based on 

the above mentioned WHO guideline on core components (CC) [10].

In the context of coronavirus disease 2019 (COVID-19) pandemic, 

the emphasis has been put on HCAI all the more urging governments 

and healthcare facilities to maintain strict IPC measures in aim to 

prevent introduction or spread of COVID-19. Healthcare facilities, 

which have been continuously challenged and overwhelmed by the 

outbreak and the workload that is brought by it, were revealed to be 

fragile to the influx and transmission of COVID-19. IPC capacity in 

response to COVID-19, even in institutions with already established 

IPC structure, was often compromised. In light of such circumstances, 

international institutions, including WHO, US Centers for Disease 

Control and Prevention (CDC), and European Centre for Disease 

Prevention and Control (ECDC) among others, have published IPC 

recommendations in COVID-19, which include details of effective 

IPC response measures as well as sustainable IPC structure in 

healthcare facilities [11-14].

This study analyzes the IPC policies in South Korea, focusing 

mainly on “the national policy for prevention and management of 

healthcare-associated infection 2018–2022”, developed by the 

Ministry of Health and Welfare (MoH), the context and process of its 

development, major policy actors and their roles, as well as its key 

contents. The contents of the national policy will further be 

comparatively analyzed with the national policies of three other 

countries, using the conceptual model of IPC structure adapted from 

“the WHO guidelines on core components of infection prevention 

and control programs” in aim to identify its strengths and weaknesses. 

COVID-19 IPC recommendations of WHO, CDC, ECDC will be 

analyzed in comparison with IPC policies in Korea, to demonstrate 

policy implications in current and future disease outbreaks.

Figure 1. Policy analysis triangle applied to this study. Adapted from Walt G, et al. Health Policy Plan 1994;9(4):353-370 [15]. WHO,
World Health Organization; CDC, US Centers for Disease Control and Prevention; ECDC, European Centre for Disease Prevention
and Control; IPC, infection prevention and control; COVID-19, coronavirus disease 2019.
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METHODS

1. Study design and data analysis

The Walt and Gilson [15] policy triangle framework was applied to 

analyze the context, process, actors, and content of the IPC policy 

(Figure 1). A qualitative approach based on document and content 

analysis was used for the analysis of the context, actor involved, and 

the process of the development of “the national policy for prevention 

and management of healthcare-associated infection 2018–2022”. A 

qualitative approach was appropriate to meet this because it allowed 

comprehensive exploration of the various aspects of policy 

development [16]. The content analysis incorporated codes and 

thematic categorization, through which key concepts or codes of each 

document were identified and subsequently classified into more 

general, pre-determined categories (Table 1). Categories were 

grouped into themes that are relevant to the respective dimensions of 

the policy triangle. The context of the IPC policy was analyzed based 

on four categories: situational, structural, cultural, and exogenous 

factors [17]. The policy development process was examined via three 

stages: pre-development, development, and implementation of the 

national policy. The policy actors were classified as government, 

health sector and academia, lawmakers, civil society organizations 

(CSOs) and non-governmental organizations (NGOs), and the media. 

In analyzing policy actors’ respective positions in the development of 

the policy, their positions were classified using a spectrum of 

Supporter, Moderate supporter, Neutral, Moderate opponent, and 

Opponent [18].

The content of “the national policy for prevention and management 

of healthcare-associated infection 2018–2022” is analyzed using the 

Codes Categories Theme
• Burden of HCAI including incidence, socioeconomic impact, etc.
• Availability and impact of existing policies

Situational factor Context

• Management of facilities, medicine, supplies associated with HCAI
• Availability of IPC experts, IPC education and training
• Operation of standardized HCAI surveillance systems
• Guidelines, manuals, handbooks, and toolkits
• M&E and audit
• Compensation, incentives, reimbursements, etc.

Structural factor

• Values and perceptions towards HCAI of healthcare workers, legislators, general public, etc. Cultural factor
• International agendas and actions of the global health community, etc. Exogenous factor
• Pressure for change and public attention
• Evidence review and situational analysis

Policy pre-development Process

• Working group formation
• Stakeholder consultation

Policy development

• Policy adoption and legitimization
• Execution of policy action plans

Policy implementation

• Improving infrastructure of healthcare facilities
• Safe management of pharmaceuticals, supplies, etc.
• Enhancing environmental and hygiene standards in healthcare facilities

Factors that promote IPC in healthcare facilities Content*

• Operation of IPC teams and activities in healthcare facilities
• IPC training and education
• Development of IPC guidelines
• Other IPC technical support measures

IPC capacity

• HCAI surveillance system
• M&E and compensations

M&E and compensation

• Government organization and response
• Laws and regulations

Governance on IPC

HCAI, healthcare-associated infection; IPC, infection prevention and control; M&E, monitoring and evaluation.
*Categories of the policy content analysis applied the framework incorporated in “the national policy for prevention and management of healthcare-associated infection 2018–2022”, which 
were (1) eliminating factors that promote infection prevention and control in healthcare facilities; (2) IPC capacity building; (3) monitoring, evaluation, compensation; and (4) strengthening 
national governance.

Table 1. Codes, categories, and themes applied in the data analysis of this study
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conceptual model of IPC structure and programs adapted from “the 

WHO guidelines on core components of infection prevention and 

control programs”. An effective IPC structure suggested in this model 

consists of eight essential elements, labeled here as the “CC”, each of 

which are applied at both the national and facility levels (Figure 2). 

CC1 is the main IPC program and promoter, which is the overarching 

national IPC policy and facility-specific IPC programs, as well as a 

dedicated IPC team and committee at facilities. IPC team is a group of 

trained experts who organize and conduct IPC programs at the 

facility. IPC committee is a decision-making body of the facility 

regarding IPC policies. Components from CC2 through CC6 are 

essential IPC practices that should be conducted. CC2 is the 

development of IPC guidelines and standards at both the national and 

facility levels. At the facility level, it includes development of 

facility-specific guidelines and manuals as well as adaptation of 

national guidelines to the local context. CC3 is the IPC training and 

education of health workers and hospital staff. At the facility level, it is 

provision of IPC training to its staff. At the national level, it signifies 

development of legal and policy measures to support provision of such 

training to health workers, such as mandatory continuing education 

on IPC. CC4 is IPC surveillance at both the national and facility level, 

as well as linkage and integration of both systems. CC5 is defined as 

“multimodal strategies”, which is defined as conducting three or more 

CCs in an integrated fashion to achieve cross-organizational culture 

change and quality improvement in IPC. CC6 is monitoring and 

auditing of IPC practices, which include feedback of its results to 

various involved players. CC7 and CC8 refer to environmental and 

infrastructure aspects of IPC, namely adequate workload and staffing 

(CC7) and adequate management of built environment and 

equipment (CC8). It is advised that a successful IPC structure in 

country should encompass all of the eight components in a 

coordinated manner, and thus this CC framework has been applied in 

many countries to evaluate the status of IPC structure [19,20].

Using the WHO CC framework, the content of the national policy 

was compared with the national policies of three other countries: 

Scotland, Australia, and South Africa. These countries are either 

high-income (Scotland, Australia) or middle income (South Africa) 

countries, and were selected because WHO CC framework, despite its 

implications to all countries, may be restricted in its application to 

low-income countries due to resource limitations such as lack of IPC 

experts [4]. Therefore, low-income countries were excluded from the 

comparative analysis. The selection of these countries was also based 

Figure 2. Conceptual model of national IPC structure and programs applied in the comparative analysis. IPC, infection prevention and 
control; CC, core components.
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on the level and extent of online access to necessary policy documents 

and resources. For analysis of COVID-19 specific IPC 

recommendations against IPC policies of Korea, the latest IPC 

guidance documents from WHO [11,12], CDC [13], and ECDC [14] 

were analyzed, also applying the WHO CC framework.

2. Data collection

The content analysis targeted all relevant documents which include 

original studies, policy documents, and minutes of the national 

assembly, dating from January 2013 to June 2018. Of these, the policy 

documents obtained and reviewed included national strategic plans, 

policy reports, press releases as well as technical guidelines sponsored 

by the government. The starting date was set at 2013, as it was in the 

national policy entitled “national framework for communicable 

disease control 2013–2017”, that series of action plans for HCAI were 

first and explicitly stipulated in a national-level policy document. The 

end date was set at June 2018 which was when “the national policy for 

prevention and management of healthcare-associated infection 2018–
2022” was adopted. The documents were obtained through numerous 

platforms which include: PubMed, the “PRISM” database 

(www.prism.go.kr) which is the repository for all government- 

ponsored studies of Korea, the Korea Citation Index which is the 

citation system for domestic research papers, official government web 

pages, the official National Assembly web page, and the official web 

page of the Health and Welfare Committee of the National Assembly. 

The keywords used for document search were “healthcare associated 

infection”, “hospital infection”, “infection prevention and control”, 

“national policy”, “policy development”, and their combinations. The 

searched documents were reviewed to exclude those that were not 

relevant to the main purpose of this study, which included studies on 

practical details of IPC measures and specific communicable diseases 

not directly related to HCAI. A total of 165 documents were read 

through for primary review and of these, 22 met the exclusion criteria. 

A total of 143 documents which include original studies, policy 

documents, minutes, and records were reviewed for analysis.

For the comparative analysis of national IPC policies, national 

policies and relevant documents were intentionally searched through 

Google Scholar and/or were attained through respective government 

focal points of the selected countries. The national policies reviewed 

for comparative analysis were “the national infection prevention and 

control strategic framework (South Africa)”, “the national infection 

prevention and control policy and strategy (South Africa)”, 

“healthcare associated infection standards (Scotland)”, “national 

infection prevention and control manual (Scotland)”, “infection 

prevention and control policy (New South Wales/Australia)”, and 

“infection prevention and control practice handbook (Australia)” 

[21-26].

For the analysis of COVID-19 specific IPC recommendations, 

documents were searched and attained from official web pages of 

respective institutions. The documents reviewed for analysis were 

“Infection prevention and control during health care when 

COVID-19 is suspected or confirmed (WHO)”, “Infection prevention 

and control healthcare facility response for COVID-19 (WHO)”, 

“Interim infection prevention and control recommendations for 

healthcare personnel during the coronavirus disease 2019 pandemic 

(CDC), “Infection prevention and control and preparedness for 

COVID-19 in healthcare settings, sixth update (ECDC) [11-14].

RESULTS

1. Healthcare-associated infection Policy development in 

Korea

1) Policy context

Since the early 2010s, various significant IPC policies and strategies 

were rolled out, one of which was the requirement of an IPC team and 

infection control committee in hospitals with more than 150 beds, 

made mandatory through the amendment of the Medical Service Act 

in 2011. The Medical Service Act has also regulated hospitals to 

acquire certain standards to prevent HCAI, such as limitation of the 

number of beds per hospital room, space standards for bed areas, 

requirement of negative pressure isolation rooms for hospitals with 

more than 300 beds, and so forth. Financial compensation and 

incentives for IPC efforts within the National Health Insurance 

Service proved to be particularly effective in promoting IPC activities 

in hospitals [6]. Korean National Healthcare-associated Infections 

Surveillance System, established in 2006, was also considered a 

significant achievement [9].

However, despite introduction of such policy strategies, studies 

have shown that socioeconomic burden of IPC, such as health costs 
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and length of hospital stay, has increased significantly [5]. Also, 

significant HCAI incidents continued to occur, such as the spread of 

MERS in healthcare facilities in 2015, the hepatitis C epidemic due to 

reuse of disposable syringes in a local clinic, and intravenous fluid 

contamination in an intensive care unit that led to the death of 

neonates in 2017. Such string of events aroused a great deal of 

academic and public interest for more effective IPC policy measures 

[6-8]. A timeline of major events that led up to the development of “the 

national policy for prevention and management of healthcare- 

associated infection 2018–2022” is provided in Figure 3.

The limitation of existing IPC policies was that they mostly focused 

on strengthening infrastructure as compared to establishing 

sustainable systems that promote IPC actions in healthcare facilities 

[6-9]. Another major issue was that mandatory IPC teams were mostly 

restricted to larger hospitals, leaving smaller hospitals and clinics with 

no statutory obligation to operate a team dedicated to IPC activities. 

Most importantly, there was no overarching, comprehensive national 

policy on IPC with goals and operational plans that encompass all 

necessary components of IPC policy. The existing IPC policies were 

developed as a part of other, albeit relevant, national strategies, such as 

“the national framework for communicable disease control, 2013–
2017” and “the national action plan on antimicrobial resistance” 

established in 2016. As evidence were suggesting that HCAI could be 

prevented and mitigated through effective strategies both at the 

national and facility levels [4], the global society, through numerous 

WHO resolutions and action plans, were urging countries to take 

policy actions to mitigate HCAI [1-4].

2) Policy development process

(1) Policy pre-development

Scholars in the medical and public health arena were voicing the 

need for IPC promotion well before the 2010s, but the MERS outbreak 

in 2015 and its spread within and between hospitals were the pivotal 

event that had allowed it to be discussed more widely. Many suggested 

the need for stronger standards regarding the quantity and quality of a 

full-time infection preventionist in hospitals and tailored requirement 

criteria according to the size and type of hospitals [8]. There was 

general consent that IPC activities in hospitals should be better 

monitored, assessed, provided feedback, and compensated [6-9]. 

Many have made points that reasonable pricing and reimbursement 

schemes for IPC promotion, e.g., operating isolation rooms, using 

single-use medical materials, were lacking but are essential to make 

IPC activities more effective [8]. It was suggested that IPC surveillance 

should be expanded to other functions, e.g., dialysis units, and that 

participation of smaller hospitals in the national surveillance system is 

necessary [6,9]. Many have argued the need for specific IPC guidelines 

and tailored IPC standards for different functions in hospitals [7].

Lawmakers also urged the MoH to develop effective IPC strategies 

in the aftermath of the MERS spread in 2015, focusing on emergency 

rooms (ER) where the spread was most prominent. During the annual 

audit of government agencies by the national assembly, lawmakers 

also made a point that the government role and structure regarding 

HCAI responses were weak, and demanded capacity building of the 

government [27]. The Health and Welfare Committee of the National 

Assembly requested the government to strengthen facility 

management regulations and develop evidence-based IPC guidelines. 

In 2017, the lawmakers ordered the government to develop a 

comprehensive national policy on IPC which include policy measures 

targeting all healthcare facilities regardless of size and functions [28].

(2) Policy development and implementation

The government has commenced the development of the national 

policy and action plans in late 2017, starting with appraisal of existing 

policies and a nationwide survey of hospitals on IPC in February, 2018 

[10]. The Division of Disease Policy in MoH had consolidated the 

outcomes of the appraisal and the survey into a first policy draft. The 

MoH operated a working group consisting of academia, associations 

of relevant stakeholders, institutions, and the media from January to 

June 2018 [10]. The working group identified the most pressing issues 

in IPC and their policy solutions which were reflected in the draft 

policy. The policy draft was then consulted with relevant government 

agencies, local governments, and CSOs [10]. The final version of “the 

national policy for prevention and management of healthcare- 

associated infection 2018–2022” was announced to the public through 

a policy briefing session and a press release on June 28th, 2018.

3) Policy actors and their roles

Table 2 contains an overview of the key actors involved in the 
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Figure 3. Timeline of major events associated with the development of the healthcare-associated infection policies in Korea from
2013 to 2018. HCAI, healthcare-associated infection; MoH, Ministry of Health and Welfare, Republic of Korea; IPC, infection 
prevention and control; M&E, monitoring and evaluation; MERS, Middle East respiratory syndrome.
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development of the policy and their respective positions regarding its 

contents. The government, through the MoH, performed situational 

analyses and conducted stakeholder consultations, and as the main 

actor who developed and adopted the policy, the government is 

generally supportive and committed to all of its contents. The health 

sector, represented through 16 medical associations, including the 

Korean Medical Association, the Korean Hospital Association, the 

Korean Society for Healthcare-associated Infection Control and 

Prevention among others, participated in the consultative working 

group during policy development [10]. They have generally been 

supportive of capacity building of healthcare facilities and its workers 

to promote better IPC, suggesting more organizational support for 

IPC training for healthcare workers [6-8]. They have also constantly 

emphasized the importance of IPC surveillance, and associated 

monitoring and evaluation although they asserted that its results 

should not be used in a punitive manner. They have generally 

supported the compensation-based policies and reimbursement 

schemes for IPC promotion [8,9]. The health sector has also asserted 

the need to strengthen government capacity, albeit less frequently 

compared to other policy options [6-9]. Lawmakers have demanded 

stronger government roles and facility regulations [27,28]. CSOs, 

NGOs, and the media have specifically been supportive of policies that 

enhance patient and consumer participation in monitoring and 

auditing of IPC activities in healthcare facilities [10].

2. Comparative analysis of the contents of the national policy

“The national policy for prevention and management of 

healthcare-associated infection 2018–2022” contains 19 action plans 

in four major policy areas (Table 3). The policy encompassed all of the 

eight WHO IPC CCs. Out of the 19 action plans, four corresponded to 

CC1 (IPC program), which included expanding mandatory IPC teams 

and focal points to all hospitals and clinics, establishing national IPC 

expert committee, strengthening government capacity on IPC 

response, and developing the national policy every 5 years. Another 

four corresponded to CC8 (built environment, materials, equipment), 

which included policies associated with safe management of 

pharmaceuticals and enhanced environmental management of 

hospitals. Promotion of IPC awareness campaigns linked with 

behavior change (2-(5) in Table 3) and linking IPC with quality 

assessment policies (3-(4) in Table 3) were associated with CC5, but 

did not exactly match the definition of WHO, which is combining 

three or more CCs in an integrated manner to promote system change 

and quality culture. There were no action plans in the national policy 

that corresponded to CC7 (workload, staffing, bed occupancy), and 

there were four action plans that did not correspond to any of the CCs.

Actors Role and Involvement

Positions of actors on “the national policy for prevention and 
management of healthcare-associated infection 2018–2022”, 

according to its 4 policy areas*

(1) (2) (3) (4)
Ministry of Health • Performed appraisal of existing policies, conducting nationwide survey, etc.

• Developed and adopted policy document
• Conducted roll-out of policy action plans

Supporter Supporter Supporter Supporter

Health sector and 
academia

• Set the agenda and generated evidence via academic papers, policy debates, etc.
• Provided expert consultations

Moderate 
supporter

Supporter Supporter Moderate 
supporter

Law makers • Performed audits of government affairs
• Approved government budget on IPC
• Set the agenda through policy debates, etc.

Supporter Neutral Supporter Supporter

CSOs, NGOs, media • Set the agenda through press coverage of related HCAI events (media)
• Set the agenda by participation in seminars, policy debates etc. (CSOs, NGOs)

Moderate 
supporter

Moderate 
supporter

Supporter Neutral

IPC, infection prevention and control; HCAI, healthcare-associated infection; CSOs, civil society organizations; NGOs, non-governmental organizations.
*(1) Eliminating factors that promote IPC in healthcare facilities; (2) IPC capacity building; (3) monitoring, evaluation, compensation; and (4) strengthening national governance.

Table 2. Key policy actors, their roles and positions in the development of “the national policy for prevention and management of 
healthcare-associated infection 2018–2022”
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In the comparative analysis of the four countries, all four national 

policies included action plans that were relevant to CC1, which 

included development of national- and facility-level IPC programs 

and establishing IPC teams and committees at health care facilities 

(Table 4). While national policies of Scotland, Australia (New South 

Wales), and South Africa emphasized empowering of IPC teams to 

adapt national-level guidelines to the local context, this was not 

mentioned explicitly in the national policy of Korea. While in Scotland 

and Australia (New South Wales) IPC training and education is 

mandated to all hospital staff (medical or non-medical), South Africa 

and Korea are currently requiring IPC training in more limited range 

of professions. Scotland and Australia embrace multimodal IPC 

strategies with a combination of more than three CCs, both of which 

include patient participation and active feedback of results. While 

monitoring disease outbreaks and key performance indicators in IPC 

were mentioned as one of the most important aspects in IPC programs 

in all four countries, only Scotland and Australia have explicitly stated 

that its results should be reported to patients as well. CC7 (workload, 

staffing, bed occupancy) was not included in the national policies in 

any of the four countries, whereas CC8 (built environment, materials, 

equipment) was included in all of them.

3. Analysis of coronavirus disease 2019 infection prevention 

and control recommendations and associated infection 

prevention and control policies in Korea

IPC recommendations in the context of COVID-19, provided in the 

WHO, CDC, and ECDC guidelines are similar to a great extent, in 

terms of WHO CC (Table 5). Three guidelines equally recommended 

that facilities should have a dedicated IPC team in place to develop and 

operate facility level COVID-19 response programs as well as senior 

management involvement for timely decision-making (CC1). It was 

advised that at the facility level, general IPC measures, including 

standard precautions be practiced, supported by development of 

relevant guidelines at the national level (CC2). Monitoring and 

screening of COVID-19 should be conducted in both the patients and 

health workers (CC4, CC6), and training of staff on COVID-19 should 

be actively performed (CC3). Recommendations on adequate 

utilization of isolation rooms, hand hygiene, and ventilation (CC8) 

were also made in all three guidelines. None of the guidelines made 

any clear recommendations regarding multimodal strategies (CC5).

In Korea, through the Medical Services Act, all general hospitals and 

hospitals with more than 150 beds are currently required to operate an 

IPC team and committee (CC1), which is also mandated to function in 

disease outbreak situations such as the current COVID-19 pandemic. 

Previously developed “guidelines for prevention and control of 

healthcare associated infection” and other IPC guidelines by the 

government provide guidance to IPC measures, including standard 

precautions (CC2). IPC measures specific to COVID-19, such as 

screening of COVID-19, universal masking, source control, isolation 

of suspected or confirmed COVID-19 cases, contact tracing, etc., are 

included in the recently developed “guideline for healthcare facility 

management on COVID-19” [29]. Heads of hospitals are required to 

provide necessary information to all in-house staff, medical or 

non-medical, during a disease outbreak, according to the Medical 

Services Act (CC3). Limiting access of hospital visitors is actively 

being conducted through several measures based on the Emergency 

Medical Services Act. However, these measures mostly limit access to 

ERs and certain functions of the hospital only. As for structural 

elements, such as isolation rooms, hand hygiene stations, and bed 

distancing (CC7, CC8), legislation in Korea regulates them as basic 

standards in order for hospitals to attain approval for establishment.

DISCUSSION

“The national policy for prevention and management of 

healthcare-associated infection 2018–2022” is significant as the first 

standalone, overarching national policy on IPC in Korea. The policy 

also upgraded and reflected all of the IPC policy fragments presented 

in relevant, previous policies, such as “the national framework for 

communicable disease control, 2013–2017”, so that existing policies 

do not lose legitimacy and political drive. The policy was based on a 

thorough analysis of the IPC situation in the country and inputs from 

the working group of experts and a range of other policy actors. The 

national policy encompasses elements of successful policy 

development, such as situational analysis based on local epidemiology, 

stakeholder participation, integration of international guidelines, and 

strong political will. As it is evident that the support of key  stakeholders
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 is critical in the success of HCAI strategies [4], national policy is 

significant in that a wide range of stakeholders was involved in its 

development course. It is interesting to note that their respective 

interests vary to a certain extent. The health sector and the academia 

have emphasized “healthcare personnel and facilities” by highlighting 

policies that foster enabling environment for IPC activities in 

hospitals, e.g., training opportunities, pricing, and reimbursement 

schemes. CSOs have emphasized the participation of “patients” in IPC 

and patient safety policies and the Parliament has emphasized 

strengthening the role of the “government” in IPC. Such positions and 

interests of different policy players are similarly evident in the IPC 

policy environment of other countries as well [30]. It is the role of the 

government to shape such various policy needs into effective policy 

actions, as shown in the balanced disposition of four main policy areas 

and their action plans in the national policy.

The contents of the national policy in Korea covered most of the 

CCs as mentioned in the WHO guidelines, such as the establishment 

of IPC teams at hospitals, development of evidence-based guidelines 

on a national level, training and education of relevant health workers, 

and national surveillance programs. There are several notable aspects 

of the national policy that require further speculations. First, it is 

evident that the national policy placed a high emphasis on IPC 

personnel and programs (CC1). WHO recommends one full-time 

infection preventionist per 250 beds [4]. However, in Korea, this 

standard was adapted to the local context and with a higher standard 

of full-time infection preventionist in all general hospitals regardless 

of size and hospitals more than 150 beds. (Here, “hospital” refers to 

facilities with more than 30 beds and providing mostly inpatient 

services and “general hospital” refers to hospitals with more than 100 

beds and at least 7–9 specialized departments, based on the Medical 

Services Act.) The full-time infection preventionist is backed up by 

members of the IPC team, of which the number and composition are 

different according to the number of beds. In addition to this current 

standard, MoH stipulated in the national policy, a part-time infection 

preventionist (IPC focal point) in hospitals with less than 150 beds, 

long-term hospitals, and clinics. Also relevant to CC1 are action plans 

such as developing a national level expert committee and operating 

monitoring framework for policy goals, through which it is evident 

that the government sought sustainable grounds for policy roll-out. 

On the other hand, it is worth noting that the roles and responsibilities 

of IPC teams and committees, such as conducting local adaptation of 

national guidelines, are not explicitly and clearly described. In this 

regard, policy measures to support IPC teams carry out their roles, 

such as the provision of a detailed manual of roles and responsibilities, 

will be beneficial. These manuals should include examples of program 

management, tailored to different types of facilities.

WHO CC, as well as all of the IPC COVID-19 guidelines of the three 

institutions, recommends IPC education and training to all facility 

staff, medical or non-medical. This is based on the background that all 

staff, irrespective of their roles in the facility, may inadvertently be 

involved in the influx and spread of HCAI and also be important 

actors in preventing it. In Korea, IPC was designated as an essential 

training course for medical personnel and several health technicians’ 

groups in 2018. Further consideration should be made to expand IPC 

training to other professions, as is done in Scotland and Australia.

Recommendations on multimodal strategies were not very clear-cut 

in the national policy of Korea and did not exactly fulfill WHO 

definitions. WHO mentions that the most commonly used strategies 

are (1) monitoring infrastructures, processes, and outcomes; (2) 

providing feedback to patients; (3) leadership engagement; (4) 

education and training of health workers and executives, and so forth 

[4]. The national policy includes linking IPC outcomes with quality 

assessment and conducting IPC awareness campaigns aimed at 

behavior change, which are both associated with multimodal 

strategies to some extent. However, these individual elements are not 

suggested as integrated program bundles, compared to multimodal 

strategies in Scotland and Australia. This is also in line with the relative 

scarcity of IPC policies targeting and/or involving patients in Korea. It 

is encouraging that the new national policy includes plans to establish 

IPC-self reporting that allows patients to report HCAI incidents, as 

well as plans to provide training to executives and managers of 

healthcare facilities, who have not been a regular target audience of 

IPC training so far. Future policies should more actively encourage the 

participation of various players in IPC programs and integrate 

effective IPC measures to achieve behavior change and establish a 

safety climate in IPC.

In terms of IPC in COVID-19, it is evident that sustainable IPC 

structure (IPC teams, in-facility IPC programs, training on IPC core 

competencies, etc.) and institutional memory that derives from it are 

critical for timely and efficient response to disease outbreaks. 
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Accordingly, WHO, CDC, and ECDC have recommended all of these 

elements in their respective guidelines, and IPC policies in Korea have 

generally worked its way to have hospitals equipped with them. 

COVID-19 specific IPC recommendations such as universal masking, 

source control, physical distancing, were included in a newly 

developed guideline by the government to support healthcare facilities 

[29].

Special consideration should be made about measures regarding 

monitoring COVID-19 in health workers, work leave, and return to 

work policies. ECDC particularly puts high emphasis on the safety of 

healthcare workers and other staff. This is significant not only for the 

well-being of the health workers themselves but also to minimize 

disease spread and to maintain the adequate performance of the 

healthcare system in the long run. However, such health workforce 

programs are difficult to establish amidst disease outbreaks, and thus 

should be established as part of the institution’s general IPC policy. 

The Medical Services Act designates IPC of health workers as one of 

the roles of IPC teams but does not provide detailed policy measures or 

program direction. Development of detailed regulations and 

recommendations on health workforce policies associated with HCAI, 

which may include workplace safety, maintaining adequate staffing 

levels and workload, risk assessment, dismissal from and return to 

work policies should be considered in future IPC policies. As 

maintaining an adequate level of staffing and workload at times of 

long-standing outbreaks is difficult due to lack of resources at most 

facilities, such policies should actively be linked to district and national 

level outbreak response systems for efficient resource sharing and 

support.

Some of the recommendations in the IPC COVID-19 guidelines 

were previously mandated by law and had already gone into effect in 

Korea. One of these is the limitation of access to ER, which includes 

limiting access to only one guardian and a mandatory register of 

visitors to the ER. Having it regulated by law since 2017, many 

hospitals were already practicing these measures. However, many of 

the existing standards mostly target special functions of hospitals, such 

as ERs, partly owing to the previous experience with the MERS 

outbreak when ER was the ground for in-facility and inter-facility 

spread of the virus [7,8]. Future strategies should consider 

strengthening IPC measures in other functions of health facilities, 

such as the general in-patient wards and outpatient areas, as 

recommended in the guidelines. In addition, as existing IPC 

regulations are generally geared towards hospitals, considerations 

should be made to expand such measures to long-term care facilities 

and clinics, as well. When considering statutory measures to those 

resource-limited institutions, special consideration should be made to 

balance such legal liabilities with enabling policy support. While it has 

been revealed that the influence of relevant legislature is critical in the 

establishment of IPC components in healthcare facilities [19,20], this 

may not be readily applicable to all aspects of IPC, of which true 

success is inevitably bound to establishing a sound, spontaneous, and 

sustainable safety culture.

Limitations of this study pertain to the aspects of a qualitative 

approach, in that the result of the analysis may be susceptible to 

subjective and open interpretation. The significance of this study is 

that it allowed in-depth analysis of the IPC policies developed and 

rolled out in Korea, in comparison with the national policies of other 

countries and also in the context of COVID-19, to reveal its strengths, 

weaknesses, and future policy implications, which will be useful in the 

development of the subsequent version of the national policy in the 

coming year.
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