
O R I G I N A L  R E S E A R C H

Link of Infection Prevention Climate to 
Patient-Centered Care: Role of Workplace Safety and 
Risk Mitigation
Debora Rumintang Marito, Sunu Widianto

Department of Management and Business, Universitas Padjadjaran, Bandung, Indonesia

Correspondence: Debora Rumintang Marito, Department of Management and Business, Universitas Padjadjar, Jl. Dipati Ukur No. 46, Bandung, Jawa 
Barat, 45363, Indonesia, Email deborarumintang@gmail.com 

Background: Healthcare-associated infections pose a substantial threat to the quality of healthcare services. Consequently, it is 
imperative for hospital organizations to actively support an infection prevention climate, fostering workplace safety and risk 
mitigation, thereby promoting patient-centered care.
Purpose: This study aims to explore the interconnectedness between the infection prevention climate, workplace safety, risk 
mitigation, and patient-centered care.
Methods: A cross-sectional study design was employed, utilizing a questionnaire administered to 235 healthcare professionals in 
intensive care and inpatient units at Bandung Kiwari Regional General Hospital. Data analysis was conducted using partial least 
squares structural equation modeling (PLS-SEM) with SmartPLS 4 and SPSS 25.
Results: The study revealed several significant relationships, including (1) between infection prevention climate and patient-centered 
care; (2) infection prevention climate and workplace safety; (3) workplace safety and patient-centered care; (4) infection prevention 
climate and patient-centered care mediated by workplace safety; (5) infection prevention climate and risk mitigation; (6) risk 
mitigation and patient-centered care; (7) and the relationship between infection prevention climate and patient-centered care mediated 
by risk mitigation.
Conclusion: Infection prevention climate emerges as a crucial intangible value that hospital organizations can cultivate to shape 
workplace safety. This, in turn, encourages healthcare workers’ compliance in implementing infection prevention controls as a form of 
risk mitigation, ultimately contributing to the provision of patient-centered care.
Keywords: healthcare-associated infections, infection prevention climate, patient-centered care, workplace safety, risk mitigation

Introduction
Healthcare-associated infections (HAIs) pose a significant threat to the quality of health services.1 They not only 
contribute to heightened morbidity and mortality rates but also result in prolonged hospital stays and increased healthcare 
costs.2 Beyond jeopardizing patient safety, HAIs also compromise the well-being of health workers, communities, and 
the overall health system.3

The implementation of infection prevention control (IPC) represents a pivotal endeavor aligned with patient-centered 
care—one of the World Health Organization’s (WHO) dimensions of healthcare quality.4,5 Involving patients and 
families in IPC practices facilitates their engagement in assessing healthcare workers’ IPC performance, participating 
in medical decisions, fostering a sense of security, and promoting the implementation of patient-centered care.4,6,7

However, not all healthcare workers incorporate infection prevention as a component of patient-centered care.8 As 
a risk mitigation strategy, IPC aims to safeguard both healthcare workers and patients from potential infections within 
healthcare facilities.9,10 Observing health workers perform infection prevention procedures, such as hand hygiene before 
patient contact, instills a sense of security in patients.11 Nevertheless, adherence to hand hygiene is lower before patient 
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contact (58%) compared to after contact with patient body fluids (73.6%) or after patient contact (73.6%).12 This 
discrepancy stems from health workers’ concerns about the cross-transmission of infections from patients, overlooking 
the fact that the hands of health workers pose the highest risk of transmitting microorganisms.12,13 Consequently, health 
workers inadvertently neglect patient-centered care by inadequately minimizing infection risks to patients.7,13

Beyond risk mitigation, IPC practices also aim to enhance the quality of patient-centered care. Organizational 
comprehension of IPC and patient-centered care has the potential to elevate patient satisfaction.10,14 However, not all 
hospitals provide IPC facilities that guarantee workplace safety due to resource constraints.15

Research on the infection prevention climate’s impact on patient-centered care is scant in Indonesia. This study seeks 
to guide hospital management in assessing and enhancing organizational support for IPC practices related to patient- 
centered care. By addressing existing gaps in research on the interconnectedness of infection prevention climate, 
workplace safety, and risk mitigation for patient-centered care, this research aims to elucidate how organizational climate 
influences workplace safety and healthcare workers’ adherence to patient-centered infection control prevention. The 
study specifically endeavors to determine whether the infection prevention climate correlates with patient-centered care 
through risk mitigation and workplace safety.

Literature Review and Hypotheses
Infection Prevention Climate and Patient-Centered Care
The infection prevention climate denotes healthcare workers’ perceived value of organizational factors related to 
infection prevention, influencing the implementation of infection prevention measures. It encompasses psychological 
safety, prioritization of quality, a supportive work environment, and improvement orientation.14,16–19 Patient-centered 
care, characterized by holistic patient care and involvement in medical decisions, aligns with the four essential aspects of 
respecting patients’ perspectives, promoting patient involvement, providing comfort, and advocating for patients.19 An 
optimal infection prevention climate is expected to foster quality patient-centered care.20 Hence, the first hypothesis 
posits a relationship between infection prevention climate and patient-centered care:

H1: There is a relationship between infection prevention climate and patient-centered care.

Infection Prevention Climate, Workplace Safety, and Patient-Centered Care
An optimal infection prevention climate is believed to drive workplace safety, representing the shared perception built by 
management to support safety regarding IPC in hospitals.21 Workplace safety, influenced by the availability of zoning 
divisions, supply of quality personal protective equipment (PPE), and management of isolation for infectious patients, 
contributes to healthcare workers’ adherence to standard precautions, thereby safeguarding patients from HAIs.10,21 Thus, 
workplace safety is posited to be related to patient-centered care. Consequently, the following hypotheses are presented:

H2: There is a relationship between infection prevention climate and workplace safety.

H3: There is a relationship between workplace safety and patient-centered care.

H4: There is a relationship between infection prevention climate and patient-centered care through workplace safety.

Risk Mitigation, Infection Prevention Climate, and Patient-Centered Care
An optimal infection prevention climate is anticipated to drive healthcare workers’ adherence to IPC as a concrete risk 
mitigation strategy, protecting both healthcare workers and patients from HAIs.9,10 Risk mitigation, aimed at minimizing 
the risk of exposure and the occurrence of unwanted events, is associated with patient-centered care by ensuring a sense 
of security, quality, and patient satisfaction with medical services.7 Thus, the following hypotheses are presented:

H5: There is a relationship between infection prevention climate and risk mitigation.

H6: There is a relationship between risk mitigation and patient-centered care.
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H7: There is a relationship between infection prevention climate and patient-centered care through risk mitigation.

Based on the aforementioned theoretical framework, a conceptual model of the study is illustrated in Figure 1. The 
study is designed to test hypotheses H1 through H7, examining the relationships between infection prevention climate, 
workplace safety, risk mitigation, and patient-centered care as depicted in the conceptual model of the study in Figure 1.

Materials and Methodology
Ethics
Approval for this study was obtained from the ethics committee of Bandung Kiwari Regional General Hospital 
(Approval Number: PP.09.01/715_RSUDBK/III/2023). Additionally, approvals were obtained from the National Unity 
and Politics Agency of West Java (Approval Number: 0515/KB.01.04.03/WASDA) and Universitas Padjadjaran 
(Approval Number: 3565/UN6.B.4.14/PT.02/2023). Participants provided informed consent electronically through 
a Google form, where voluntary participation was confirmed by clicking the “I agree” button.

Design
This study employed a quantitative explanatory research design with a cross-sectional approach. Data were collected 
using a questionnaire as the primary research instrument.

Settings
The research was conducted at Bandung Kiwari Regional General Hospital (RSUDBK), West Java, Indonesia. RSUDBK 
transitioned from being a Mother and Children Hospital to a General Hospital in February 2022, influencing resource 
prioritization for infection prevention control (IPC) management.22 The hospital experienced an increase in the bed 
occupancy rate, reaching 85.5% in May 2022, a rise of 12.1% compared to April 2022 (73.4%). Notably, the highest 
incidence of healthcare-associated infections (HAIs) occurred in May 2022, with central line-associated bloodstream 
infections (CLABSI) at 15.34‰ and ventilator-associated pneumonia (VAP) at 10.2‰, exceeding IPC quality 
indicators.23 The research period extended from March 2023 to June 2023 in intensive care and inpatient units, as 
defined by healthcare-associated infections occurring after 48 hours of hospital treatment.24

Sampling
Following Hair et al and Uzir et al, the research aimed for a sample size of 235 respondents, calculated by multiplying 
the number of questionnaire items (47 items) by five, ensuring a confidence level of 95%.25,26 A non-probability 
convenience sampling method was employed, targeting healthcare workers (general practitioners and nurses) in intensive 
care and inpatient units at RSUDBK. The total number of intensive care unit nurses is 79 people, consisting of 26 ICU 
nurses (5 beds with a nurse ratio of 1:1), 22 PICU nurses (6 beds with a nurse ratio of 1:1), and 31 NICU nurses (12 beds 

Workplace Safety (W)

Risk Mitigation (M)

Infection Prevention Climate (X) Patient-Centered Care (Y)

H2 H3

H4

H7

H6H5

Figure 1 Conceptual model of the study.
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with a nurse ratio of 1:1). Medical doctors and nurses were the objects of the research as they make direct contact with 
patients at risk of being exposed to infection and transmitting infection to patients.27

Instruments
Data on infection prevention climate were collected using an adapted version of the Leading a Culture of Quality for 
Infection Prevention (LCQ-IP) questionnaire from Cruz’s study (2019) regarding Pogorzelska-Maziarz et al.16,20 

Information on risk mitigation was obtained through an adapted questionnaire from Lyu et al, enriched by Wilkason 
et al’s research.9,10 Workplace safety data were collected using an adapted questionnaire from Lyu et al.10 Patient- 
centered care information was gathered using an adapted questionnaire from Hwang et al, subsequently modified based 
on research needs related to infection.9,19 The questionnaire items are illustrated in Figure 2a (Questionnaire Items Part 1) 
and Figure 2b (Questionnaire Items Part 2).

Data Collection
In this study, the authors were responsible for executing the data collection process. Initially, the authors elucidated the 
questionnaires to a designated representative from each unit, conducting subsequent interviews to clarify any queries the 

Questionnaire Items (Part 1)

Infection Prevention Climate

a) Psychological Safety
1. The organizational climate of RSUDBK encourages doctors, nurses, the IPC (Infection 

Prevention Control) committee, and hospital management to exchange ideas about the 
incidence of nosocomial infections.

2. Both doctors and nurses are free to express opinions regarding efforts to increase the success 
of IPC for patients.

3. I feel free to express my opinion regarding IPC without worrying whether my input will be 
considered for implementation.

4. Doctors, nurses, management, and the IPC committee at RSUDBK respect each other’s 
opinions regarding IPC.

5. Doctors, nurses, management, and the IPC committee at RSUDBK feel comfortable asking 
each other questions and discussing IPC.

6. There is poor cooperation between the IPC committee and the health workers in my unit.
7. Doctors and nurses in my work unit can find cases of patients exposed to nosocomial infections 

and discuss issues related to nosocomial infections.
b) Prioritization of Quality
8. The strategy and objectives of the IPC program at RSUDBK can be clearly understood and well 

communicated to all doctors and nurses.
9. Efforts to implement IPC are evaluated regularly, and reports on the assessment/findings are 

submitted regularly to the respective units.
10. There is sufficient information available in the unit where I work to provide safe healthcare and 

avoid nosocomial infections.
11. Doctors and nurses in my work unit feel that IPC is urgently needed.
12. My work unit colleagues are encouraged to prevent and control nosocomial infections actively.
c) Supportive Work Environment
13. Leaders in my unit work to support changes to improve the prevention of nosocomial infections.
14. In the unit where I work, we are expected to be responsible for implementing IPC.
15. The quality of IPC in my unit is poor due to insufficient staff to carry out the task.
16. Most doctors and nurses are too busy to have enough dedicated time to practice IPC.
d) Improvement Orientation
17. Problems with nosocomial infections that occur in patients have prompted various changes in 

medical procedures and medical equipment at RSUDBK.
18. I know that there is one or more initiatives/ideas developed related to IPC in RSUDBK.
19. I have a clear understanding of the purpose and benefits of implementing IPC.

Workplace Safety

20. The Personal Protective Equipment (PPE) in our unit works in terms of type, quantity, and 
quality provided by the hospital, meeting the requirements and our needs.

21. The zoning and flow of placing infectious patients in this hospital building do not guarantee a 
sense of security against the possibility of cross-infection for health workers.

22. I feel that my unit’s management of patients with nosocomial infections has been satisfactory.

Figure 2 Continued.
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participants might have had. Following this, the questionnaires were disseminated to both intensive care and inpatient units 
utilizing Google Forms. To enhance data accuracy and streamline the collection process, a purpose-built Google Spreadsheet file 
was crafted. This file constrained the types of data that could be entered into each column, thereby mitigating data entry errors and 
ensuring the overall efficiency of the data collection process. Upon completion, the data files underwent a thorough integrity 
check to confirm that participants had responded to all questions.

Data Analysis
The data, gathered through a questionnaire employing ordinal data with a Likert scale ranging from 1 (strongly disagree) to 
5 (strongly agree), underwent further processing using SPSS 25 software software to construct a correlation matrix. PLS- 
SEM analysis was conducted with the aid of SmartPLS 4 software to scrutinize the research model. Both the outer model 
(validity and reliability) and the inner model underwent rigorous testing. The assessment of the inner model involved 

Questionnaire Items (Part 2)

Risk Mitigation

a) Mitigate the risk of infection to the patients
1. I think that the patient is at risk for nosocomial infection during hospitalization.
2. If a patient has a nosocomial infection, this can threaten the patient’s health and life.
3. Compared to patients in other rooms, patients treated in my unit are at higher risk of exposure 

to nosocomial infections during treatment.
4. I carry out IPC steps (e.g., washing hands, using PPE, disinfection), knowing that patients in 

my unit are at risk of exposure to nosocomial infections.
b) Mitigate the risk of infection to yourself as a medical worker
5. I think that I may be at risk for nosocomial infection due to cross-infection with patients.
6. If I am exposed to nosocomial infection, it can threaten my health and life.
7. Compared to colleagues in other units, I am more likely to be exposed to nosocomial infections 

due to cross-infection with patients.
8. I carry out IPC knowing that I myself am at risk of exposure to nosocomial infections while 

working.

Patient-Centered Care

a) Respecting patients’ perspective
9. In treating patients, I respect the patient’s point of view to obtain health services that avoid 

nosocomial infections.
10. By respecting the patient’s wish to avoid nosocomial infections, I always carry out IPC while 

providing patient care.
11. I realize that implementing IPC requires patient and family involvement.
12. I communicate the patient’s right to avoid the risk of nosocomial infection to colleagues in my 

work unit.
13. While treating patients, I empathize with patients who have had nosocomial infections before.
14. I carry out IPC both for patients who are my responsibility, as well as for other patients in my 

work unit.
b) Promoting patient involvement in care processes
15. I examine whether the patient and/or family have difficulty carrying out hand hygiene due to a 

lack of facilities. For example, hand rub/scrub runs out.
16. If you find that the hand rub/hand scrub has run out, causing the patient/and/or his/her family 

member not to carry out hand hygiene, I will immediately provide it.
17. I encourage patients and/or families to be actively involved in practicing IPC to prevent 

nosocomial infections from occurring in patients.
18. I have never educated patients and/or families about infection prevention.
19. I respect the limits of the patient’s ability to understand IPC during treatment and continue to 

educate about IPC.
c) Providing patient comfort
20. I always assess the possible symptoms that arise due to nosocomial infections.
21. I always assess the physical and emotional discomfort of patients with nosocomial infections.
22. I try to always provide comfort to patients by carrying out IPC during treatment.
d) Advocating for patients
23. I always facilitate informed consent regarding the risk of nosocomial infection in various medical 

procedures and treatments received by patients.
24. I always communicate the IPC needs of patients in every shift to colleagues in my work unit.
25. I always communicate the patient’s needs for IPC in my unit to the doctor in charge of the 

patient, the committee, and hospital management directly or through the head of the room/head 
of installation.

Figure 2 (A) Questionnaire Items (Part 1). (B) Questionnaire Items (Part 2).
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evaluating the relationships between exogenous and endogenous variables through squared multiple correlations (R2) and 
path coefficients (b), employing the bootstrapping method.28 The coefficient of determination (R2) gauges the explanatory 
power of the research model by indicating the predictive value of the endogenous construct. Specifically, R2 values were 
interpreted on a scale from 0 to 0.10 (weak), 0.11 to 0.30 (modest), 0.30 to 0.50 (moderate), and >0.50 (strong). Meanwhile, 
the path coefficient (β) delineates the strength of relationships between constructs within the structural model, with values 
ranging from 0 to 0.10 (weak), 0.11 to 0.30 (modest), 0.30 to 0.50 (moderate), and >0.50 (strong).29

Results
Demographic Characteristics of Participants
A total of 235 healthcare workers, including general practitioners and nurses, actively participated in the study. Table 1 
presents the participants’ demographic, revealing that the majority of participants fell within the age range of 26 to 35 
years (74%) and were predominantly female (77%). The respondents primarily identified as professional nurses 
(74.47%), holding a Bachelor of Nursing as their highest educational attainment (74.47%). The majority of respondents 
reported a working period of 1–5 years (67.2%). Furthermore, 73.19% of participants served in inpatient rooms, while 
the remaining 26.81% worked in the intensive care unit.

Table 2 provides a summary of descriptive statistics and correlation coefficients (r) for the study variables. The mean 
values reveal that the infection prevention climate, workplace safety, and patient-centered care at RSUDBK are rated as 
good (3.40 < x ≤ 4.20), while risk mitigation is considered excellent (4.20 < x < 5.00).

Table 1 Descriptive Table of Demographic Variables

No Participants’ Demographic Data Percentage

1 Gender
a. Female 77.0%

b. Male 23.0%

2 Age

a. Less than or equal to 25 Years 12.8%

b. 26–35 Years 74.0%
c. 36–45 Years 13.2%

d. Greater than or equal to 46 Years 0%

3 Profession

a. General practitioners 8.1%

b. Professional Nurse 74.5%
c. Vocational Nurse 17.4%

4 Latest professional education
a. Doctor of Medicine (MD) 8.1%

b. Bachelor of Nursing 74.5%
c. Diploma-III of Nursing 17.4%

5 Working Period at RSUDBK
a. Less than 1 year 17.4%

b. 1–5 years 67.2%

c. 5–10 years 5.1%
d. More than 10 years 10.2%

6 Unit on duty
a. Intensive Care Units (Intensive Care Unit, Neonatal  

Intensive Care Unit, Pediatric Intensive Care Unit)

26.8%

b. Inpatients Units 73.2%
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The findings in Table 2 demonstrate a positive correlation between risk mitigation and infection prevention climate (r = 0.42, 
p < 0.01). The table indicates a positive correlation between workplace safety and both infection prevention climate (r = 0.54, 
p < 0.01) and risk mitigation (r = 0.41, p < 0.01). Additionally, descriptive statistics reveal a positive correlation between patient- 
centered care and infection prevention climate (r = 0.65, p < 0.01), risk mitigation (r = 0.67, p < 0.01), and workplace safety 
(r = 0.54, p < 0.01).

Figure 3 depicts the PLS-SEM research model. Subsequently, an inner model test, based on the depicted structural 
model, was conducted to evaluate the hypothesis testing results.

The subsequent phase of the inner model test involved evaluating the squared multiple correlations (R2) to gauge the 
extent of influence exerted by the independent latent variables on the dependent latent variables.28 Structural research 
model R-Square values are outlined in Table 3.

Table 2 Descriptive Statistics

Correlations Mean SD 1 2 3 4

1. Infection Prevention Climate 4.19 0.44
2. Risk Mitigation 4.25 0.46 0.42**

3. Workplace Safety 3.94 0.54 0.54** 0.41**

4. Patient-Centered Care 4.16 0.40 0.65** 0.67** 0.54**

Notes: **p < 0.01, p – significance level. 
Abbreviation: SD, Standard Deviation.

Infection Prevention Climate (X)

Q21 Q22

Q23

Q24

Q26

Q27

Q28

Q30

Q01

Q02

Q03

Q04

Q05

Q07

Q08

Q09

Q10

Q11

Q12

Q13

Q14

Q17

Q18

Q19

Q31 Q32 Q33 Q34 Q35 Q36 Q38 Q39 Q41 Q42 Q43 Q44 Q45 Q46 Q47

21.737 58.849

0.286 (0.000)

0.707 (0.000)

0.636 (0.000)

0.374 (0.000)

Workplace Safety (W)

Risk Mitigation (M)

0.304 (0.000)

Patient-Centered Care (Y)

Figure 3 PLS-SEM Research Model*. *The blue circles show the latent variables (constructs). The paths in the inner model are shown by the arrows connecting the latent 
variables. The path coefficient is placed in the middle of the arrow and it describes the strength of the relationship between constructs. The yellow rectangles show the 
indicators. Reflective arrows (ones from the latent variables to the indicator variables) will connect the latent variables to their indications.
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The results in Table 3 indicate that the infection prevention climate accounts for 50% of the variance in workplace 
safety, representing a moderate explanatory power. Moreover, the infection prevention climate explains 40.5% of the 
variance in risk mitigation, also reflecting a moderate level of influence. Collectively, the three variables— infection 
prevention climate, risk mitigation, and workplace safety—account for a substantial 72.2% of the variance in patient- 
centered care, denoting a strong explanatory power. It is noteworthy that the remaining variance is attributed to factors 
not encompassed in this research.

Model Significance Testing
Subsequently, the significance of the model parameters was assessed to validate the study’s hypotheses. Both the 
measurement and structural models underwent evaluation via a bootstrapping procedure to ascertain the statistical 
significance of the results. Results regarding the relationship path hypotheses are presented in Table 4.

Discussion

H1: Relationship between Infection Prevention Climate and Patient-Centered Care

The results support H1, demonstrating a significant relationship between infection prevention climate (X) and patient- 
centered care (Y) with a standard coefficient value of 0.374 (p=0.000). This aligns with research by Cruz (2019) and 
Eygelaar (2018), suggesting that health workers’ perceived values related to infection prevention in hospitals enhance 
patient-centered care. The four elements of an infection prevention climate—psychological safety, prioritization of 
quality, supportive work environment, and improvement orientation—aim to enhance service quality.7,20 

Organizational climate, influenced by various factors such as leadership, job satisfaction, and cooperation, supports 
health workers in their duties and responsibilities, ultimately impacting the quality of health services.20 The positive 
impact of organizational climate on service quality has been corroborated in the literature.30,31

Table 3 Structural Research Model R Square (R2) Value

R Square R Square Adjusted

Workplace Safety 0.500 0.498

Risk Mitigation 0.405 0.402

Patient-Centered Care 0.722 0.718

Abbreviation: R2, R Square.

Table 4 Results Regarding the Relationship Path 
Hypotheses

Hypotheses Standardized  
Coefficient

t-value P value

X → Y 0.374 5441 0.000*

X → W 0.707 20,631 0.000*

W → Y 0.286 4270 0.000*

X → W → Y 0.202 4092 0.000*

X → M 0.636 15,823 0.000*

M → Y 0.304 5472 0.000*

X → M → Y 0.193 5082 0.000*

Notes: *p < 0.05; → relationship.
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H2: Relationship between Infection Prevention Climate and Workplace Safety

H2 is supported by the findings, indicating a significant relationship between infection prevention climate (X) and 
workplace safety (W) with a standard coefficient value of 0.707 (p=0.000). This is consistent with Ayele et al, 
highlighting that an adequate infection prevention climate fosters workplace safety. Frontline nurses perceive workplace 
safety as including reasonable ward zoning, adequate PPE supply, and effective management of infected patients. 
Supportive work environments, sufficient infrastructure, and available resources contribute to workplace safety.10,23

H3: Relationship between Workplace Safety and Patient-Centered Care

H3 is validated by the results, demonstrating a significant relationship between workplace safety (W) and patient- 
centered care (Y) with a standard coefficient value of 0.286 (p=0.000). These findings align with Mull (2017), asserting 
that work safety is linked to patient-centered care.32 Prioritizing safety in the care environment is essential for improving 
patient care quality, and the availability of adequate IPC facilities influences patient safety and the quality of health 
services. Insufficient IPC facilities, environments, and infrastructure pose challenges to staff in executing safety functions 
and hinder the implementation of IPC for patient safety.33

H4: Relationship between Infection Prevention Climate and Patient-Centered Care through Workplace Safety

H4 is confirmed, as the infection prevention climate (X) is related to patient-centered care (Y) through workplace 
safety (W) with a standard coefficient value of 0.202 (p=0.000). Workplace safety acts as a partial mediator, encouraging 
adherence to standard precautions that protect patients from HAIs. The infection prevention climate fosters workplace 
safety through the availability of IPC resources, supporting health workers, and enhancing the quality of health 
services.10,21

H5: Relationship between Infection Prevention Climate and Risk Mitigation

The results support H5, indicating a significant relationship between infection prevention climate (X) and risk 
mitigation (M) with a standard coefficient value of 0.636 (p=0.000). This is consistent with Cruz (2019), who emphasizes 
that an optimal infection prevention climate influences health workers’ adherence to IPC for risk mitigation.7,9,20 Similar 
findings are supported by Pogorzelska-Maziarz et al and Abalkhail and Aslamah (2020). In implementing infection 
prevention for patients, the values and culture established by the organization play an important role in developing health 
workers’ better understanding of IPC.16,18

H6: Relationship between Risk Mitigation and Patient-Centered Care

H6 is validated, demonstrating a significant relationship between risk mitigation (M) and patient-centered care (Y) 
with a standard coefficient value of 0.304 (p=0.000). Risk mitigation, as a strategy to minimize the risk of exposure and 
unwanted events, is associated with patient-centered care. Adhering to IPC procedures, a form of risk mitigation, ensures 
patient safety, quality, and satisfaction, contributing to patient-centered care.9,10,34

H7: Relationship between Infection Prevention Climate and Patient-Centered Care through Risk Mitigation

H7 is supported, indicating a significant relationship between infection prevention climate (X) and patient-centered 
care (Y) through risk mitigation (M) with a path coefficient of 0.193 (p=0.000). Risk mitigation serves as a partial 
mediator, as the infection prevention climate encourages workplace safety through the availability of reliable IPC 
resources. The relationship between infection prevention climate and patient-centered care is maintained, emphasizing 
the role of risk mitigation in fostering patient-centered care.35
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The infection prevention climate, an intangible aspect, shapes health workers’ values about IPC, impacting patient- 
centered care through active risk mitigation. Optimal infection prevention climates encourage health workers to adhere to 
IPC, ensuring patient safety and delivering patient-centered care.10

The paper discusses the importance of patient-centered care through risk mitigation and workplace safety, emphasiz
ing the need for organizational support to ensure healthcare workers can deliver quality services. Despite the awareness 
among healthcare workers regarding nosocomial infections, the implementation of patient-centered infection prevention 
and control (IPC) is challenging without adequate organizational support.36

The research highlights the potential for organizations to shape health workers’ values, fostering compliance with IPC 
as a work culture that enhances workplace safety and ultimately improves the quality of patient-centered care. It 
underscores that even with sufficient knowledge, barriers such as organizational support and individual values signifi
cantly influence compliance with patient-centered IPC. Factors contributing to health workers’ non-compliance include 
the absence of a comprehensive IPC program, insufficient control functions of the IPC committee, an unsupportive work 
culture, limited training, facilities, and personal protective equipment, work overload, and insufficient management 
support.37 Furthermore, the reluctance of some hospitals to prioritize IPC due to cost concerns exacerbates the problem.33

In addition to a robust IPC program and conducive working environment, values related to the infection prevention 
climate impact the delivery of quality services. Personal values and attitudes, such as viewing IPC as solely the 
responsibility of healthcare workers or perceiving it as time-consuming and uncomfortable, can act as barriers to 
implementation.36 The paper suggests that organizations can influence health workers’ values to establish a long-term 
work culture that promotes quality health services, allowing health workers to voluntarily implement IPC in their daily 
practices, driven by a desire to prioritize patient care.38

The research emphasizes the role of organizational support in shaping health workers’ values and beliefs, leading to 
a higher level of commitment. It cites Sun et al in supporting the notion that organizational support can positively impact 
health workers’ values and beliefs.38

While the study sheds light on how the infection prevention climate influences health workers’ compliance with 
patient-centered IPC, the paper acknowledges the need for longitudinal research to validate the observed changes in 
health workers’ performance resulting from the establishment of an adequate infection prevention climate.16 

Furthermore, the paper calls for additional long-term research to investigate whether an infection-prevention climate 
can enhance patient satisfaction and reduce hospital-acquired infections (HAIs).

Conclusion
This research provides crucial insights into the complex dynamics of infection prevention, workplace safety, risk mitigation, 
and patient-centered care in the context of RSUDBK. The findings underscore the interconnectedness of these elements and 
emphasize the pivotal role of organizational support and values in influencing health workers’ compliance with infection 
prevention measures and the delivery of patient-centered care. The study highlights the significance of organizational 
backing in creating an infection prevention climate conducive to patient-centered care. Lack of support, as evidenced by the 
absence of a well-socialized IPC program, controlling function of the IPC committee, and unsupportive work culture, poses 
challenges to health workers’ compliance. Personal values and attitudes, including misconceptions about the limited scope 
of IPC to healthcare workers, time constraints, and discomfort, act as barriers to implementation. The research suggests that 
organizations play a vital role in reshaping these values to establish a daily work culture centered on patient care. The study 
acknowledges that IPC programs are sometimes perceived as a drain on hospital funding, leading to variations in resource 
allocation across hospitals. Despite financial challenges, the impact of healthcare-associated infections on patient outcomes 
necessitates prioritizing resources for IPC.

Establishing an infection prevention climate requires creating an enabling environment within the organization. This 
involves hospital accreditation for IPC performance, effective communication of IPC programs and goals, periodic 
evaluation, and feedback mechanisms. The multidisciplinary role of health workers is crucial for supporting compliance 
with IPC implementation. An integrated approach, involving various healthcare professionals, can enhance the effec
tiveness of risk mitigation strategies. Regular training programs, including patient-centered IPC training for health 
workers and IPC education for patients and families, contribute to a culture of safety and infection prevention. These 
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initiatives aim to improve knowledge, skills, and overall compliance. Establishing non-blaming reporting systems 
encourages open communication and reporting of incidents related to infection prevention. This creates a transparent 
environment where healthcare workers can contribute to continuous improvement.

Limitations and Recommendations
The study’s focus on intensive care and inpatient units in a local government hospital limits the generalizability of 
findings. Future research should encompass a broader range of healthcare units, including private hospitals, to provide 
a more comprehensive understanding. While the research explores patient-centered care from the perspective of health 
workers, further investigations should incorporate the patient’s viewpoint. This multilevel approach can offer a holistic 
understanding of the patient experience in relation to infection prevention. The study advocates for longitudinal research 
to assess how the establishment of an adequate infection prevention climate influences health workers’ performance over 
time. Additionally, long-term research is needed to measure the impact of an infection-prevention climate on patient 
satisfaction and the reduction of HAIs.

Disclosure
The authors report no conflicts of interest, ensuring the transparency and integrity of the research process. Overall, this 
study contributes valuable knowledge to the ongoing efforts to enhance infection prevention, workplace safety, and 
patient-centered care in healthcare settings.
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