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In autumn 2018, EUNETIPS (European Network to Promote Infection Prevention for Patient Safety) 
will celebrate the 10th anniversary of its foundation. This celebration will take place in early December 
2018 in its founding city, Berlin. The Network was set up at the initiative of the German Society of Hos-
pital Hygiene (DGKH) which had invited the national hospital hygiene specialist societies to Berlin.

Today, there are 30 specialist societies from 21 countries in the Network and they meet twice yearly. Sil-
vio Brusaferro, the Network coordinator, gives an overview of its history and future plans in this issue of 
the journal.

This special edition also features reports on Italy, Spain, Netherlands, France and Sweden. Since the 
scope of the journal is limited, only a selection of countries could be featured. Therefore, interesting 
countries such as the United Kingdom (UK) or smaller countries such as Croatia or Greece are missing.

The authors were proposed by the journal to focus on certain topics. Some did so, while others tended 
to give a chronological account of proceedings. This demonstrates that developments and the current 
situation can vary greatly between countries.

If one takes a look at the Europe-wide ECDC Hospital Prevalence Study from 2011/2012 (ECDC 2013) 
(2016 not yet published) only for the countries in this issue and additionally UK (England) and Greece, 
the following picture emerges:

Country Healthcare-associated  
infections

Antibiotic use

France 4,9 % 21,4 %

Germany 5,0 % 23,9 %

Greece 9,0 % 54,7 %

Italy 6,3 % 44,0 %

Netherlands 7,4 % 31,8 %

Spain 8,2 % 45,1 %

Sweden 7,3 % 39,3 %

UK – England 6,0 % 34,0 %

Even if one accepts that perhaps not all surveys are absolutely valid, one has to acknowledge that the 
data for Germany are not at all that bad – at least compared with other countries. But there is, of course, 
also room for improvement where the German data are concerned. Five percent of healthcare-associ-
ated infections in almost 20 million inpatients per year still mean that one million patients are affected. 
And quite a few of them are discharged from hospital with permanent disabilities or may even die. 
While, at 24 percent, the antibiotic prescription rate in German hospitals is, comparatively, relatively 
low, one must ask: Does one-quarter of patients – five million per year in the hospital setting alone – 
really need an antibiotic?

Infection prevention in Europe –  
EUNETIPS is celebrating its birthday
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Some countries have almost twofold higher infec-
tion rates than Germany and, in some cases, more 
than double the antibiotic use rates. Broadly speak-
ing, these are also the countries reporting very high 
rates of antibiotic resistant bacteria.

Driven essentially by the EUNETIPS Network, var-
ious research projects have been conducted in re-
cent years, in particular the project on the current 
state of continuing education and training in vari-
ous countries for hygiene/infection control (TRICE) 
(Brusaferro et al. 2014, 2015). Thanks to that, it was 
possible to draw up a list of the most important 
competencies to be imparted.

Early on, some country representatives in EUNETIPS had by all means reservations since they feared 
they could be “bamboozled”. In the meantime, members know each other and have fostered an open, 
friendly and target-oriented environment. Many national IPC societies host EUNETIPS symposia at their 
national congresses, as did the DGKH in recent years.

The articles in this special edition portray very different hospital hygiene situations in various European 
countries, including differences arising from historic developments. There are also clear differences with 
regard to how the topic of healthcare-associated infections is to be addressed at present. We Germans 
can learn a number of things from other countries, but other countries, too, can learn from Germany, 
especially with regard to the legal and human resources principles.

I hope you enjoy reading these articles.

Prof. Dr. Walter Popp, HyKoMed GmbH, Dortmund
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Infection Prevention and 
Control in Sweden

Summary
Sweden, with a population of 10 million inhabitants, is a high-income country with one of 
the highest health indexes in the world according to the WHO and other similar institutes. 
Most Swedish hospitals are public and funded by taxes and almost free for the citizens. 
Overall national laws and policies concerning the health care sector are defined by the 
government. When it comes to the practical governing of the healthcare sector, Sweden is 
more a federation than a nation, since the country is divided into 21 regions, each with their 
own democratically elected representatives. Laws, regulations, organisations and autho-
rities relevant for infection prevention and control (IPC) at the national level are described 
as well as the epidemiology of healthcare-associated infections (HAI). 
Organisation, planning, infrastructure, indications and activities of ICP are outlined based 
on the WHO 8 core components for IPC that were published in 2016. The most acute problem 
in Swedish hospitals today is the lack of qualified nurses resulting in understaffing and 
overcrowding. There is no national IPC strategy in Sweden. Most 21 regions have fulfilled 
the WHO 8 core components to some extent, some more and some less than others.

Keywords: Infection prevention and -control (IPC) · healthcare-associated infections (HAI)

Some basics about Sweden
Last year, in 2016, the Swedish population 
reached the limit of over 10 million inhabi-
tants. The biggest city in Sweden is Stock-
holm, the capital, followed by Gothenburg, 
Malmö, Uppsala and Linköping. The majo-
rity of the Swedish inhabitants is concen-
trated at the southern parts of the country 
and along the coasts. Sweden is a high-in-
come country with one of the highest health 
indexes in the world according to the WHO 
and other similar institutes. 

There are 10 university hospitals and 
120 regional hospitals, in total 25,000 hos-
pital beds in the country. Most Swedish 
hospitals are public and funded by taxes. 
Healthcare services are free for children 

under the age of 20. For adults, the maxi-
mum fee for healthcare services is 200 Euro 
per year. Additional healthcare costs for 
adults are free, funded by taxes. 

Sweden is a republic and the govern-
ment is elected every 4th year. Overall nati-
onal laws and policies concerning the 
healthcare sector is defined by the govern-
ment. When it comes to the practical gover-
ning of the healthcare sector, Sweden is 
more a federation than a nation, since the 
country is divided into 21, regions each 
with their own politically elected represen-
tatives. This means that national laws and 
regulations are indicative, more like a 
“framework” and hence differently inter-
preted, implemented and applied in the 21 
regions.  
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the WHO’s website (www.who.org). The 
guideline consists of 8 IPC core compo-
nents which could be applied on the natio-
nal as well as the local facility level. This 
description of the Swedish IPC situation 
and current activities regarding IPC activi-
ties is based on those 8 components. 

1. IPC programmes and strategies
Swedish healthcare deliverance is fragmen-
ted. In total, 21 democratically governed 
regions are responsible for finding solu-
tions on problems with limited resources 
that are common and global; i.e. HAI. Swe-
den has chosen a system where it is up to 
each region to carry out national directives 
and find local solutions. There is currently 
no comprehensive national strategy for 
combating HAI and there are no clear res-
ponsibilities and roles between the autho-
rities and organisations with connection to 
IPC work. There are no national action IPC 
plans and programmes, no national IPC 
goals, no systems follow-up, and national 
IPC guidelines are scare. Instead, it is up to 
each of the 21 regions to produce the IPC 
strategy for their own region based on po-
litical priorities. 

2. Evidence based guidelines 
The Swedish Public Health Agency has pu-
blished national evidence based recom-
mendations and guidelines for preventing 
outbreaks within healthcare facilities of 
multi-resistant bacteria (MRSA, ESBL and 
VRE) as well as Clostridium difficile. The 
agency recently released policy recommen-
dations for screening of screening of multi-
resistant bacteria. Those guidelines can be 
found on the website of the agency. 

There is a 10-year-old national guide-
line for preventing HAI such as surgical site 
infections, catheter-associated urinary tract 
infections, central-line associated blood-
stream infections, pneumonia and legio-
nella, published by the National Board of 
Health and Welfare. Currently there are no 
plans to revise and update this guideline, 
with a consequence that each region must 
produce their own individual guidelines.

3. Education and training 
Educating healthcare workers (HCW) is the 
most important and time consuming task 
for every ICP team in Sweden. Until 2015 
the Nordic Council of Ministers was res-
ponsible for a Nordic master´s programme 
for IPC staff. This two-year education was 
given by the Nordic School of Public Health 
in Gothenburg. This programme is about 
to start again shortly. 

Laws and regulations
There are a several important Swedish laws 
and constitutions concerning IPC. The most 
important law regulating the whole health-
care system postulates the importance of 
patient safety and a high IPC standard. The 
first version of a law regulating IPC policies 
for hand hygiene and dress code was re-
leased in 2007 and updated in 2015. A spe-
cific and detailed law for patient safety was 
released in 2010. According to this law, 
each care giver (i.e hospitals) must inform 
every patient whenever a system error has 
occurred so that he or she can claim eco-
nomic compensation. The care giver must 
according to this law describe what actions 
are to be undertaken by the care giver so 
that the same error will not occur again to 
another patient. The care giver must inform 
the patient how to proceed with complaints 
and to which instances to turn to for claims 
of economic compensation. This law is new 
and bears a lot of potential, since every case 
of healthcare associated infection (HAI) is 
a deviation that should be reported and in-
vestigated (personal view). 

Epidemiology of HAI in 
Sweden
Epidemiologic data of HAI was recently 
compiled and published in a report by  
SALAR. Data of morbidity, mortality and 
costs was based on national point preva-
lence studies of HAI between 2013 – 2016. 
Data from the national Global Trigger Tool 
(GTT) analysis was also included in the re-
port. The incidence of HAI ranged between 
2–8% among the 21 Swedish regions af-
fecting over 65 000 Swedish patients every 
year. Approximately 1500 patients die from 
HAI every year, which means 4 patients 
every day. The national costs of HAI due to 
prolonged hospital stays were 650,000,000 
Euro every year which corresponds to 10% 
of the overall budget for the Swedish 
healthcare sector. Data in the report was 
presented for each region. The incidence 
of HAI in the Uppsala Region was 3% at a 
cost of 50,000,000 Euro each year.

Core components for IPC in 
Sweden
One year ago, in November 2016, the WHO 
released an evidence based-guideline for 
IPC programmes which can be found on 

Organisation of IPC in 
Sweden
According to the Swedish law, each region 
must have an infection prevention and con-
trol (IPC) team – an “IPC expertise” – con-
sisting of medical doctors and nurses res-
ponsible for IPC expert consultancy 
towards the healthcare sector. The “IPC 
expertise” of each region is responsible for 
all parts of the healthcare sector; hospitals, 
primary healthcare, dental care and homes 
for the elderly. There is no national recom-
mendation regarding the density of IPC 
staff per 1000 hospital beds or per 1000 
hospital admissions. There is no national 
consensus and there are no policies defi-
ning the commission of IPC-teams regar-
ding main activities and areas to focus on. 
There are no national regulations regarding 
budgets for employing, formal training and 
continuing education of IPC staff within a 
region. 

The first full-time working IPC doctor, 
Bertil Nyström, held a position at Karo-
linska Hospital in Stockholm and the fist 
IPC nurse was employed at Uppsala Uni-
versity Hospital in the 60s. Currently, Swe-
den has 50 IPC doctors, and 120 IPC nur-
ses are working full-time, organized in the 
Swedish Association of Infection Control 
(SAIC). Since 2015 IPC is a medical spe-
cialty for doctors but not for nurses.

Traditionally, IPC doctors were clinical 
microbiologists. Today most IPC doctors 
are infectious disease specialists. The den-
sity of IPC staff per 1000 hospital beds ran-
ges from 1–2 for doctors to 2–3 for nurses, 
which is average compared to other Euro-
pean countries (1). 

The Swedish Public Health Agency (2) 
and the National Board of Health and Wel-
fare (3) are the two main stake holders for 
IPC on the national level as authorities. The 
Swedish Association of Local Authorities 
and Regions (SALAR) represents each re-
gion and is the employee organization (4). 
All Swedish municipalities, county councils 
and regions are members of SALAR and the 
organisation is also politically governed. 
SALAR acts on their initiative and has in 
practice equally high impact on healthcare 
policies and decisions at the national level 
as the authorities and the government (per-
sonal view). When it comes to national IPC 
initiatives, SALAR is the most important ac-
tor on the national IPC arena in Sweden. 
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line associated blood-stream infections and 
surgical site infections. These bundles were 
published in 2008 and should be updated 
(personal view). Unfortunately, these bund-
les have not been implemented in Swedish 
hospitals.

6. Monitoring, audit and feedback
SALAR is not only responsible carrying out 
national point-prevalence studies of HAI 
but also point-prevalence studies of com-
pliance with hand hygiene and dress code 
twice a year. Point-prevalence studies of 
compliance with hand hygiene and dress 
code are carried out by all Swedish hospi-
tal, and data is made public which entails 
media attention.

Most Swedish hospitals and wards use 
the instructions and protocols from SALAR 
for measuring compliance with hand hygi-
ene and dress code every month. Data is 
uploaded in local databases and the results 
are fed back to hospital stakeholders and 
HCW every month. This widely implemen-
ted national system for monitoring and 
feedback on hand hygiene and dress code 
has resulted in a high compliance of over 
80%. 

IPC staff in most Swedish regions per-
form regular audits in hospital wards, in 
primary healthcare facilities and in homes 
for the elderly. There are no national pro-
tocols. Each regional IPC team must invent 
their own protocols. In the Uppsala Region, 
the main component of ward audits is to re-
vise the structures (facilities and equip-
ment) and procedures (guidelines), for ex-
ample if hand rub is available at an arm´s 
length to point of care, how textiles and 
supplies are stored, as well as cleaning, dis-
infection and sterilization processes.

7. Workload, staffing and bed oc-
cupancy
Sweden has among the lowest rate of hos-
pital beds per capita compared to other Eu-
ropean countries. Most Swedish hospitals 
experience an acute lack of qualified nur-
ses. Many Swedish nurses have chosen to 
quit their jobs due to underpayment and 
unacceptable working conditions. This has 
resulted in understaffing, overcrowding 
and closure of beds. Vital operations, for 
example cancer operations, are cancelled 
every day, there are no beds for neonatal 
and adult intensive care patients. Patients 
are transferred to hospitals in other regions, 
even to wards in other countries, such as 
Norway and Finland.

IPC education of nurses and doctors at the 
basic level varies between institutions and 
sites. There are no national recommenda-
tions. At Uppsala University, basic ICP edu-
cation and training on how to prevent HAI 
is given in 8 of 11 terms of the medical pro-
gramme and on 6 of 6 terms of the nursing 
programme.

4. Surveillance
SALAR is responsible for national point-
prevalence studies on HAI and risk factors 
of HAI since 2008. This point-prevalence 
system was recently described by Tamme-
lin and Qvarfordt (5). All Swedish regions 
and hospitals take part in the point-preva-
lence study of HAI and risk factors for HAI 
twice a year. The data is presented on a na-
tional and local level and is published on 
the website of SALAR and entails a lot of 
media attention. Most regions and hospi-
tals use the point-prevalence data as a qua-
lity indicator for HAI.

Global Trigger Tool studies are carried 
out in most Swedish hospitals with the aim 
of mapping healthcare injuries including 
HAI, using instructions and protocols pro-
vided by SALAR. SALAR publish reports 
every year and this is an important indicator 
in Sweden which has less media attention.

Sweden has adopted a national surveil-
lance system for HAI incidence since 2013 
called “The Infection Tool”. This system 
was also an initiative by SALAR. Data is pro-
spectively collected and compiled on the 
regional, hospital and ward level. The sys-
tem is semi-automated and resembles the 
surveillance system. Data from the Infec-
tion Tool is based on doctor´s medical jud-
gement of a patient, at the point of time 
when the doctor is prescribing antibiotics. 
Every time a doctor prescribes antibiotics, 
he or she must decide whether the patient 
has a community-acquired infection or an 
HAI, and what type of infection it is. The 
system requires good knowledge of what 
is a HAI, and electronic charts which are 
present in all Swedish hospitals. Next year, 
incidence data from The Infection Tool will 
be compiled at the national level. The In-
fection Tool has a lot of potential for syste-
matic improvement initiatives since data of 
prescribing patterns can be used for anti-
biotic stewardship and data on HAI inci-
dence and risk factors can be used for sys-
tematic IPC interventions and follow-up.

5. Multi-modal strategies
SALAR has translated published evidence-
based bundles for three HAI: catheter-as-
sociated urinary tract infections, central-

8. Built environment, materials 
and equipment
SAIC has developed an IPC guideline for 
the design, planning and reconstruction of 
healthcare facilities which is widely used 
by architects, hospital planners and IPC 
staff as a national guideline. The Swedish 
recommendation is that 10% of beds in a 
ward should be single rooms with en-suite 
toilets. This recommendation is based on 
the policy to isolate patients with diarrhea 
and other risk factors for transmission, as 
well as known carriers for multi-drug resis-
tant bacteria. 

There are several international and Eu-
ropean standards for IPC aspects concer-
ning the hospital environment, the hand-
ling of equipment, cleaning, disinfection 
and sterilization. There is a Swedish tech-
nical guideline “Microbiological cleanliness 
in the operating room – Preventing airborne 
contamination – Guidance and fundamen-
tal requirements” which is widely used in 
Sweden.

In summary for the future according to 
the author (personal views), Sweden is a 
high-income country and yet HAI affect too 
many patients, are extremely costly and are 
related with antimicrobial resistance 
(AMR). 

The most acute problem for IPC in Swe-
den today is the lack of qualified nurses re-
sulting in understaffing and overcrowding 
in hospitals. This is a shared problem 
throughout all regions in Sweden. Several 
political initiatives are addressing these 
problems on all levels. The devastating con-
sequences of understaffing and overcrow-
ding for HAI are well described. 

The national infrastructure of IPC acti-
vities in Sweden, the roles for authorities, 
laws and regulations are a result of the evo-
lution of the Swedish healthcare system as 
a whole, over time. The current situation is 
the result of many factors, rather than being 
the result of a considerate pre-planning 
based on actual and known IPC require-
ments and critical areas. This situation is 
probably the case in many other countries 
throughout Europe.

The main draw back with 21 indepen-
dent regions is that IPC staff and stakehol-
ders must “invent the wheel” 21 times, with 
the consequence that the quality of IPC 
work varies between regions. Most 21 re-
gions have fulfilled the WHO 8 core com-
ponents to some extent, some more and 
some less than others. SAIC members and 
individual IPC staff depend on a strong na-
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tional and international network for inter-
changing ideas and consultancy in finding 
solutions every day.

Sweden has so far chosen to focus on 
combating AMR on the national level. Swe-
den has a very well-developed national stra-
tegy for AMR in accordance with the WHO 
action plan against AMR. Sweden is in that 
respect, as a country, in the frontline and a 
“role model” for other countries around the 
globe. My wish is that the same will go for 
IPC work at the national level in the not too 
distant future.
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Summary
In France infection control (IC) practitioners appeared in the late 1970s. It was only in 1995 
that the French health authorities released a legal statement mentioning the concept of IC 
teams which became mandatory in November 1999. In 2000 a mandatory statement imple-
mented an IC annual report for each hospital which remained confidential. 
Under the pressure of consumer associations, the Ministry of Health implemented public 
reporting indicators in 2004 with the first one called ICALIN. Through the years, consumer 
associations have been a powerful drive to strengthen the legislation around the prevention 
of healthcare-associated infections.
Strong achievements have been obtained during the past decades with a major reduction 
in infection rates. The evolution towards a more global patient safety approach has been 
initiated, however this idea progresses rather slowly. IC has faced several challenges like 
the economic crisis and the spread of highly drug-resistant bacteria. The issue of a need to 
modernize and simplify the prevention approach has been raised, and this radical change 
is on the move.

Keywords: infection control (IC) · infection control (ICP) practitioners · healthcare associ-
ated infections (HAI)

Infection control team

Composition
In France, the first infection control practi-
tioners (ICP) appeared in the late 1970s. 
But it is only in 1995 that the French health 
authorities released a legal statement men-
tioning the concept of infection control (IC) 
teams. At this stage they were defined 
through their composition and missions. 
IC teams became mandatory in public and 
private French healthcare facilities in No-
vember 1999, with a two-year period to im-
plement the rule change. In 2000, a new 
official circular refined the idea and consi-
dered the IC team as having an expert role 
and being a specialist for infectious risk 

management. This text also defines a staff 
ratio which was, and still is, 1 full time equi-
valent (FTE) hospital hygiene nurse for 400 
beds and 1 FTE hospital hygiene doctor for 
800 beds. Among doctors specialised in in-
fection control, half are medical doctors and 
half are pharmacists, but the latter are now 
most of the newly hired practioners. In 
2014, 405 public and private hospitals of 
south-west France achieved this nurse ratio 
in 80.5% of hospitals, and this doctor ratio 
in 68.4%, and combined nurse and doctor 
ratios in 57.5% of hospitals. IC teams are 
the centre of the national prevention orga-
nization, which has been structured step by 
step since 1988 and has a really fair design 
at national, regional and local level (Fi-
gure 1).
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On this basis the health minister elaborated 
a mandatory nosocomial infection annual 
report for each hospital. The report inclu-
ded the expected organization and actions 
in the field of IC. Healthcare facilities had 
to computerize the report and the files were 
sent to the health authorities. But the use 
of these data was quite limited until the year 
2004. 

The second national nosocomial infec-
tions prevention program was released in 
November 2004. The objectives of the years 
2005–2008 were that all hospital performing 
surgery implement targeted surveillance of 
procedures in each specialty and at least 
75% of hospitals perform yearly evaluation 
of practices. The first two programs allowed 
major progress in the field of infection con-
trol (1) and especially a decrease of infection 
prevalence (Figure 2) and incidence, like for 
surgical site infections (Figure 3). These 
achievements have been possible through 
the creation of a national network for early 
warning, investigation and surveillance of 
healthcare-associated infections in France 
(2) with its associated surveillance system 
(3).

The third national healthcare-associated 
infections (HAI) and nosocomial infections 

institution’s care and within the framework 
of the action program.”

The missions of the IC team are gathe-
red in three main categories:

• to stimulate and coordinate the a priori 
management of the nosocomial infec-
tious risk in its various dimensions (en-
vironment, act of care, state of health of 
the patient);

• to stimulate and coordinate the post hoc 
management of the nosocomial infec-
tious risk by the reporting, the investiga-
tion and the interventions during infec-
tions, the epidemiological surveillance, 
the follow-up of indicators, etc.);

• to promote training and information on 
nosocomial infectious risk for professi-
onals, patients and users.

Infection control program
The first national nosocomial infections 
prevention program has been announced 
in November 1994 by the French Minister 
of Health of the time, Mister Douste-Blazy. 
The main objectives for the period 1995–
2000 were a 30% decrease of nosocomial 
infections, practices improvement and gui-
delines elaboration as well as the launching 
of quality improvement programs.

Education
Until 2017, nurses and doctor working in 
the field on infection control were following 
the same training course in different French 
universities. In most cases it was a 120-
hour course with an extended essay. In 
2017 a French medical specialty reform has 
been implemented. In April 2017, there was 
the opportunity to create a traversal spe-
cialized training, the so-called: “Hygiene 
– Infection Control, Resistance”. Starting 
this year, it’ll be open to residents in public 
health, microbiology or infectiology. After 
their 4-year training, the residents will fol-
low an added year to gain this specialty. So, 
the first new hygiene doctors, with an of-
ficial specialty, will be released at the end 
of 2021. On the paramedical side, it has 
been impossible to obtain the recognition 
of a nurse specialty in the field of hospital 
hygiene. There are already three specialties 
in France “Operating room, anaesthesiolo-
gist and paediatric nurses” and the autho-
rities don’t want to create new ones. The 
opportunities opened by the implementa-
tion of nurse advanced practices are still 
explored but at the time it doesn’t seem to 
fit perfectly the activities of an IC nurse in 
the French model.

Mission
The ICT team is mandatory through the 
French Public Health Code which stated in 
its R6111-7 article (modified in November 
2010): “The hygiene operational team as-
sists the medical commission of establish-
ment or the medical conference setting in 
the proposal of actions against nosocomial 
infections and the development of the im-
plementation of monitoring indicators of 
these measures. The team members re-
ceive appropriate training to perform their 
duties. They have access to data and infor-
mation, including complaints and claims of 
users, which they need”. A legal circular 
released in 2011 precise the R6111-7 article 
explains the objectives and the missions of 
an IC team: “The operational hygiene team 
is expert in the management of infectious 
risk concerning patients, professionals and 
anyone attending the establishment. In li-
aison with the coordinator of the manage-
ment of the risks associated with care, it 
assists the medical commission or the me-
dical establishment conference in the fight 
against nosocomial infections. The opera-
tional hygiene team (EOH) is part of the 
overall approach to continuous improve-
ment of the quality and safety of the 

Fig. 1: Organisation for HAI control in France 
1 RAISIN – Réseau d’alerte, d’investigation et de surveillance des infections nosocomiales 
2 HCSP – Haut Conseil de la santé publique 
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called aggregated score. Several IC teams 
complained about the fact that the report 
did not precisely reflect their activities and 
the amount, especially in terms of counsel-
ling. In the same time, most of them recog-
nized the benefit they had with public re-
porting. For the first time, their work was 
under scrutiny and recognized as important 
and useful for the setting. Public reporting 
could be associated with different draw-
backs like “tunnel vision” or “sub-optimi-
zation” and IC teams had to primarily focus 
on measured indicators and fight the “ga-
ming” temptation (4). Gaming is described 
as follows for the actors: “They may alter 
their behaviour to gain strategic advan-
tage”. The IC team can be in a difficult po-
sition, as it must present the results of the 
indicators and at the same time justify the 

prevention program was released in August 
2009 with associated 2009–2013 objectives. 
Among the targets to achieve it was expec-
ted that in 2012, 100% of hospitals should 
use tools to improve the quality of practices 
(for example check lists). The WHO surgical 
checklist became mandatory in France in 
2010. In July 2015, the fourth national HAI 
and nosocomial infections prevention pro-
gramme was released with the idea to last 
more than five years this time. However, 
quantitative objectives have been designed 
for the 2015–2020 period. It is the first pro-
gram to target at the same time hospitals, 
nursing homes and community care. The 
program is organized around three main 
axes:

• Axis 1: Developing prevention of HAI 
throughout the course of health, by invol-
ving patients and residents

• Axis 2: Strengthen prevention and con-
trol of antibiotic resistance in all care sup-
ply sectors

• Axis 3: Reduce the risk of infection asso-
ciated with invasive procedures throug-
hout the course of health.

Public reporting
In 1998, under the pressure of consumer 
associations, the so-called health safety law 
erected transparency and prevention of no-
socomial infections as a major public health 
priority. So, the Ministry of Health imple-
mented indicators for public reporting in 
the field of IC. This was the first time in 
France. The two main objectives of the pro-
ject were to increase transparency as re-
quested by consumers and to improve qua-
lity in all the settings and not only those 
usually involved in IC projects on a volun-
tary basis. After more than two years of 
work and negotiations the first release of 
the results took place in February 2006, 
based on the 2004 IC report. The first set of 
indicators, called ICALIN, was in the spirit 
of the NHS one of the time, which relied on 
16 items. The French one used 34 items of 
the hospital annual report to calculate a 
100-point score. The hardest thing was to 
agree on a rating system and fortunately 
the percentiles method of the NHS was 
ready to use and both trustable for the ex-
perts and suitable for the ICALIN. The year 
2003 was used to calculate brands cut-off 
values which were then frozen to assess the 
yearly evolution.

Year after year, new IC indicators were 
released and synthesised in a global one 

necessary efforts that are needed to reach 
them. A system of administrative supervi-
sion has been implemented and each year 
ten percent of the settings are controlled by 
the health authorities. Each setting should 
systematically gather the proofs of the ac-
curacy of their declaration according to na-
tional guidelines. The IC team oversees 
proof collection and is often the one which 
will have to meet health authorities in case 
of control. Therefore, IC teams are not usu-
ally eager to overestimate the performance 
of their hospital. But on the other hand, the 
team is also under the pressure from its own 
institution, which is eager to gain the best 
publicly displayed performances and is not 
always open to hear why it is not possible 
to reach the best ranking or at least not as 
fast as expected.   

Figure 2: Evolution of HAI prevalence in France and South-west of France (1996–2015)

Figure 3: Surgical site infection frequency through surveillance network Southwestern France 
HAI control centre 1993–2011

(Global incidence is the incidence for all the surgical procedures and Incidence NNIS 0 is the 
incidence for the procedure with an NNIS index of zero. We use the same index as the Americans 
in which we have just adapt the criteria of surgery duration to the real French cutoff.)
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We could easily develop the process with 
the French hand rub product consumption 
indicator. The most difficult thing was to 
define how to compare settings based on 
their consumption. At the end, it was de-
cided to determine for each one a quanti-
tative objective to reach according to their 
annual activities. A personal objective was 
defined according to a theoretical standard 
of hand-rub number per patient days in a 
specialty which varies according to the le-
vel of healthcare burden, from 7 hand-rubs 
per patient days for a medical unit rising 
to 48 for an ICU. It was then possible to 
calculate a percentage of reached objecti-
ves in dividing the real consumption by the 
expected one according to the standard. 
This is an example of an indicator that 
could change the behavior of the ICPs 
themselves and, subsequently, of health-
care workers (HCWs). Many French ICPs 
were reluctant to use alcoholic hand rub 
products for hand hygiene and, not surpri-
singly, so were the HCWs. By declaring it 
the reference French hand hygiene me-
thod in 2001, our national IC committee 
took the decision that launched the chan-
ging process. At this time, an audit proce-
dure was performed in Cclin (Cclin SO, the 
South western France HAI control centre, 
a multi-regional centre responsible for 7 
regions in the south west . In July 2017, the 
5 Cclin have been replaced by 17 regional 
HAI control centres, the current organiza-
tion.). So healthcare facilities showed that 
38% of hand hygiene opportunities were 
associated with no action either before or 
after. In addition, disinfection with a hand 
rub product represented only 10% of hand 
hygiene procedures, which implies, con-
versely, hand washing with soap and water 
in 90% of cases. Regional campaigns to 
promote hand hygiene started in 2005. For 
example 64% of health facilities of the 
Cclin So have organized the 2005 day with 
28,632 participating healthcare workers 
(HCWs) and 61% in 2007 with 24,299 
HCWs trained and 6,099 consumers now 
associated at this yearly event. 

The national WHO hand hygiene day 
was implemented in France in 2009. In 
2005, the year of the first evaluation of the 
national indicator, another wide regional 
audit showed that the lack of hand hygiene 
has dropped to 24% with an increase in 
hand rubbing reaching 39%. In 2009, with 
the same method the results were 10% and 
71%, respectively (5).

Obviously, the 10% is what Britons like to 
call “a rose-tinted vision”, but the trend was 
clear. Furthermore, between 2005 and 
2012, in south western French healthcare 
facilities, the MRSA proportion among 
strains was 41.4% in 1999 and it decreased 
steadily through 37.8% in 2005 to 31.5% 
in 2008. The prevalence of HAI with MRSA 
decreased from 0.63% of hospitalized pa-
tients in 1999 to 0.30% in 2008 with a drop 
of the HAI prevalence from 5.5% to 3.8% 
in the same period (Figure 2). 

Quality improvement and risk 
management
The story of endoscopes’ disinfection in 
France also illustrates the link beteween 
guidelines, legislation and how to imple-
ment them through IC teams. In its July 
1982 bulletin, the French society released 
the first national guidelines about endo-
scopes’ disinfection. Three years later, the 
Cclin SO performed a first audit to evaluate 
the practices in this field. And – frightening 
though as it might appear today – it was 
found that 8% of the procedures were at 
this time performed without cleaning or 
disinfection. And very few people were an-
xious about that despite the huge associa-
ted risk. 
The French Health Ministry used the SF2H 
scientific guidelines to include them in an 
official circular in order to promote their 
implementation. And the year after, through 
a new audit performed by the Cclin SO, a 
significant improvement of the practices 
has been observed with the dangerous zone 
which dropped to 3% in 1997. But it took 
ten more years before it could be said that 
everything was in order and safe with zero 
endoscopes without appropriate treatment 
in 2007. It doesn’t mean that there was no 
more risk with endoscopes in France but 
that it was possible to build patient safety 
on a solid basis. And with the increasing 
sophistication of endoscope designs, new 
problems have to be solved. The IC team 
found new ways to do it, for example, a risk 
visit tool including 10 key points to check 
in a unit to assess its level of quality ma-
nagement. These points are those identified 
as main causal factors of previous endo-
scope contaminations. And obviously pre-
ventive maintenance of the endoscopes is 
a really puzzling aspect in our healthcare 
facilities, and the curative vision is often the 
rule also for the material. Unfortunately, 
then it is often too late. 

Early warning and mandatory 
notification.
In France, the notification of certain noso-
comial infections to the health authorities 
and the regional HAI control centre has 
been mandatory since 2001. The article 
L1413-14 French Public Health Code (mo-
dified in April 2016) states that: “Any 
healthcare professional or healthcare faci-
lity or medico-social institution that identify 
an healthcare associated infection, inclu-
ding nosocomial infection, or other serious 
adverse events associated with care deli-
vered during investigations, treatments, 
medical procedures for aesthetic or preven-
tive actions must declare it to the director 
of the regional health agency”. 

In France, HAI that are subject to man-
datory notification are:

1. Infections associated with care that are 
unexpected or unusual because of:
a. the nature, characteristics, in particu-

lar of the antimicrobial resistance pro-
file, of the pathogen in question;

b. the location or circumstances of oc-
currence of the infection in persons 
affected;

2. Infections associated with care that oc-
cur in the form of grouped cases;

3. Infections associated with care that have 
caused a death;

4. Infections associated with care come un-
der the jurisdiction of mandatory trans-
mission of individual data to the health 
authority.

The L1413-14 article also mentions: “Invol-
ved healthcare professionals perform root 
cause analysis of these infections and ad-
verse events”. Based on the experience of 
the French aeronautic industry, the health-
care system tried to implement well-known 
tools and strategies to improve safety in its 
activities. Root cause analysis is probably 
the most emblematic and this method has 
been widely thaught by former Air France 
pilots to ICPs (6). This method doesn’t re-
place the usual investigation tools used to 
identify, for example, a communal source 
of infection. It arrives after their use in or-
der to fully understand the story and im-
prove the safety.

The idea is simple but essential and or-
ganized around three questions:

• What has arrived?
• How has it arrived?
• Why has it arrived?

The first question requires to elaborate a 
consensual time line chronology of the in-
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fected patient’s history at each time of the 
process. The second question helps ICPs to 
identify together with the professionals in-
volved in the patient care the gaps between 
what was expected according the good 
practices and what has been effectively 
done. This leads to identification of one or 
more immediate causes and has been done 
most of the times in the past. 

The new part is the third question which 
matters the most, as it could help to iden-
tify the latent causes that were not really 
explored in the past. They are usually divi-
ded in main categories like those linked to 
the patients, the professionals, the task, the 
team, the working environement, the orga-
nization or the institutional context. And 
one must explore the prevention phase 
which is the period before the onset of an 
infection, but also the atenuation phase 
which is the one beginning with the first 
symptoms of infection and lasting until the 
end of the patient’s story. 

It’s clear that when a patient develops 
an endophtalmia following cataract sur-
gery, there’s a huge difference if at the end 
he/she recovers a full vision or if he/she lo-
ses an eye. So ICPs must explore this pe-
riod of time that matters the most for the 
patient. 

A simple example is a blood culture. If 
you add a delay in realization, an incorrect 
technique, a delay in giving back the results 
and a delay in taking into account the re-
sults, you might just identify the difference 
between survival and death for a given pa-
tient.

Consumer associations and 
litigation
In France, consumer associations are play-
ing a huge role in the field of HAI control. 
The history began in 1993 with an outbreak 
occuring in a private hospital which led to 
numerous vertebral infections by Mycobac-
terium xenopi due to the reprocessing of 
single-use surgical devices (7). The victims 
of the infections gathered in an association, 
and due to its charismatic president, Alain-
Michel Ceretti, became a very strong lobby 
able to drive the main lesgilative changes 
in the field. Mister Ceretti is now the Presi-
dent of “France Assos Santé” which brings 
together 77 national associations for the 
rights of patients and users. It is a recog-
nized organization, funded by public funds, 
with the following objectives:

• Train the representatives of users who 

sit in hospitals or public health and 
health insurance to help them play an 
active role in these bodies, making their 
presence both recognized and relevant.

• Observe and ensure the proper functio-
ning and fairness of the health system, 
analyze problem areas, define common 
strategies to achieve improvements in 
the reception and care of people.

• Inform users of the health system about 
their rights to use healthcare establish-
ments and professionals as well as so-
cial protection organizations or any le-
gal or social issues related to their health 
status.

• Communicating their findings and 
claims as a reference speaker to repre-
sent users of the health system.

One of the main acheivements of the con-
sumers was the creation of the National Of-
fice of Compensation for Medical Acci-
dents, Iatrogenic Disorders and Nosocomial 
Infections (ONIAM), by law in 2002. It’s an 
administrative organisation designed to 
evaluate patient damages and gives them 
compensation within a 6 months period 
with public funds. The system has been de-
signed for the more severe accidents. A pa-
tient victim of a nosocomial HAI could claim 
for money in case of:

• permanent impairment of physical or 
mental health of more than 24%;

• or a temporary cessation of professional 
activities for a period of not less than six 
consecutive months or six non-conse-
cutive months in a twelve-month period;

• or temporary inconveniences constitu-
ting a temporary functional deficit gre-
ater than or equal to a rate of 50% for a 
period of not less than six consecutive 
months or six non-consecutive months 
over a twelve-month period.

The experts who evaluate each case have 
the possibility to determine a percentage 
of responsbility for an hospital. In this case 
the hospital insurer should pay this percen-
tage of the total damage amount. With this 
fast and fair system the number of real liti-
gation procedures in court has not risen 
dramatically in France.

In France, HAI control is already a long 
journey with some significant achieve-
ments: HAI control is recognized as essen-
tial in care. We have updated guidelines 
available, and ICPs are a skilled resource 
improving safety at the bedside on a daily 
basis. We observed a significant decrease 
of HAI during the last decades. The Ebola 

crisis has led to improvement but also 
raised concerns about what real safety is. 
We have strong social awareness of the to-
pic, real political involvement and very po-
werful and active consumer associations 
which have led the major changes in the le-
gislation during the past 20 years. 

France has also built a strong and scala-
ble national organization from the Minister 
of Health to ward link nurses, and HAI pre-
vention history is considered as the model 
to follow for patient safety. However some 
ICPs are still cautious with the risk manage-
ment approach and those in charge to per-
form it. There is still a need to build a real 
safety culture, to promote declaration and 
RCA and develop teamwork approach.

The MDROs burden is high and dealing 
with it is a French national top priority and 
fighting VRE and CRE is a significant part 
of an IC team’s duty. But the best strategies, 
including patients cohorting and admission 
reduction, are often too demanding on the 
resources in the actual settings.

A need to simplify and evaluate the cost 
benefit of our strategies (screening, follow-
up, IC precautions…) does exist. With the 
economic crisis of the past ten years, IC 
teams face the challenge to come to terms 
with the shortage of resources on every 
ward: it is no longer possible to expect the 
impossible to become reality. IC teams 
must go into the field and adapt and simp-
lify their strategy. One should bet on stan-
dard precautions and put stress on the care 
organization and try to minimize interrup-
tions of care. Infection control needs also 
to update its methods and messages to 
reach the intended targets: the use of so-
cial media, serious games and simulation 
training has been already explored but 
needs to be spread further.

Unfortunately, it’s also necessary to 
fight to maintain IC human resources, since 
there is no guarantee for replacement when 
a professional is retiring. This is the reason 
why the French Society for Hospital Hygi-
ene (SF2H) decided, as required by the 
French national 2015 program, to elaborate 
an ICP job referential. The idea was to ex-
plain how to act with expertise in a situa-
tion when you’re an ICP. A total of 9 typical 
situations for ICPs (Controlling an outbreak, 
evaluating a care process…) have been se-
lected by an expert group. For each, the 
process to follow has been defined and the 
knowledge required to perform it fairly 
have been deduced. It remains important 
that the ICP profession, which is the inner 
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core of any success in the field, should be 
more clearly and widely known, especially 
through the added value they can provide 
to a healthcare organization.
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Summary

Hospital hygiene (HH) emerged in Spain in the year 1973. The setting-up of the medical 

specialty “Preventive Medicine and Hospital Hygiene” fueled the growing up of this medi-

cal discipline. Nurses are the other main professionals involved in HH activities, however 

their training has not yet been regulated. Several Autonomous Communities require health 

institutions, public or privately owned, to have in place personnel responsible for Hospital 

Hygiene activities. 92% of the hospitals had an Infection Control Program (ICP). 36.2% and 

17.4% of the hospitals have a ratio of one physician per 500 beds and one nurse per 250 

beds, respectively. Currently most hospitals have an infection control committee as an ad-

visory body to hospital management. In addition, some hospitals organize HH activities by 

functional units incorporating infectious disease, preventive medicine, and microbiologist 

specialists as well as nurses. Prevalence surveys of healthcare-associated infections (HCAI) 

in Spain using a common methodology have been performed annually since 1990. Numerous 

institutions perform HCAI incidence surveillance. Risk of infection for surgical procedures, 

critical care area patients, and device-related procedures are the main activities performed 

by 68%, 59% and 47% of the hospitals. Some regions have enforced public reporting of 

data. Antimicrobial use in Spanish hospitals has been increasing linearly since 1990 and 

nowadays, 46.1% of the hospitalized patients are currently receiving antimicrobials. Spain 

is among the European countries with the highest rates for antimicrobial resistance and 

antibiotic consumption both at the hospital and community level. Antimicrobial resistance 

awareness by healthcare workers and for the public should be raised. The administrative 

management should support effective actions to improve infection control politics and 

antimicrobial stewardship at the hospital level.
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Introduction
Hospital hygiene (HH) emerged signifi-
cantly in Spain after the dictate of an admi-
nistrative order from 1973 stablishing the 
general functions that departments of pre-
ventive medicine have to develop inside the 
National health institutions. The main lines 
it developed included the control of hygi-
ene and environmental health, and the at-
tention to the inpatients in order to prevent 
the development of healthcare-associated 
infections (HCAI) and the transmission of 

microorganisms. Concurrently, the setting-
up of the medical specialty “Preventive Me-
dicine and Hospital Hygiene” fueled the 
growing up of this medical discipline.

Since then, promotions of these medi-
cal specialists have been nurturing the hos-
pitals uncovering infection prevention ac-
tivities in the healthcare setting. Nowadays, 
cohorts of around 60 professionals by year 
are trained and educated in the fundamen-
tals of preventive medicine and hospital hy-
giene. Training lasts for 4 full years inclu-
ding an 18 months period attending a 
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practices (3, 4). Besides estimation of risk 
of HCAI in Spanish hospitals, prevalence 
surveys have helped institutions (5–7):

• to identify problems in different areas
• to know in depth the pattern of use of 

antibiotics
• to identify trends in antimicrobial resis-

tance (i.e. SARM, Enterobacteriaceae, 
Clostridium difficile) 

• to raise awareness of the problem for the 
management

• to promote dissemination of surveillance 
methodology

• to standardize the use of HCAI defini-
tions.

In addition to prevalence surveys, many in-
stitutions perform HCAI incidence surveil-
lance. Risk of infection for surgical proce-
dures, critical care area patients, and 
device-related procedures are the main ac-
tivities performed by 68%, 59% and 47% 

with other departments and professional 
groups: microbiologists, infectious disease 
clinicians, surgeons, ICU doctors as well as 
managers and public health authorities.

Scope of activities
Infection control is one of the core activities 
for preventive medicine departments. Pre-
valence surveys of HCAI in Spain using a 
common methodology have been perfor-
med annually since 1990 (3). The number 
of hospitals and patients surveyed increa-
sed from 123 hospitals and 38,000 patients 
to 294 hospitals and 60,000 patients from 
1990 through 2016, respectively. Preva-
lence on HCAI during this period dropped 
from 8.5 to 5.5%. This downward trend 
was significant and has been credited to 
improved infection prevention and control 

Public Health School, developing at the end 
a field work and the defense of a minor the-
sis, corresponding to a Master’s degree in 
Public Health. Specific hospital training 
comprises between 12–24 months, and 
other external rotations are spent in public 
health departments, research centers, pri-
mary care centres, and others. One interes-
ting point is that selection of licensed doc-
tors for this specialty is run in an annual 
national competition where a common 
exam (250 multiresponse tests, 90%) and 
academic CV (10%) are taken into account 
to prioritize specialty and hospital election. 

Nurses are the other main professionals 
involved in HH activities. Unfortunately, 
there is not a regular training for nurses 
working in the field of HH, and beside some 
postgraduates courses not required for the 
job position, most of their training is not re-
gulated.

Since that old administrative order from 
the 70’s many Autonomous Communities 
(AC) in Spain have approved laws regula-
ting these activities at the regional level. 
Therefore, several AC, but not all, require 
health institutions, public or private owned, 
to have in place personnel responsible for 
HH activities.

Organizational issues
Most hospitals hold a Preventive Medicine 
Department in charge of the HH activities. 
The size and composition is rather variable 
depending on the size and complexity of 
the institution. Most medium and large size 
hospitals keep at least a specialist doctor 
and a nurse. According to a survey on the 
surveillance and control of HCAI in Spain 
performed in 2006, 92% of the hospitals 
had an Infection Control Program (ICP).  
36.2% and 17.4% of the hospitals have a 
ratio of one physician per 500 beds and one 
nurse per 250 beds, respectively. The de-
terminants to start the ICP were related to 
the presence of an specialist in preventive 
medicine (41.3%), infection control nurse 
(ICN) (11.5%), or an infection control com-
mittee (21.6%) (1). 

Currently most hospitals have an infec-
tion control committee as an advisory body 
to hospital management (2). In addition, 
some hospitals organize HH activities by 
functional units incorporating infectious 
disease, preventive medicine, and micro-
biologist specialist as well as nurses. Pre-
ventive medicine departments work closely 

Figure 1. Trends in MRSA in healthcare-associated infections in Spain (1993-2016).  Source EPINE

Figure 2. Trends of selected enterobacteriaceae resistant to third-generation cephalosporins/
carbapenems in HCAI in Spain (1999-2017).  Source EPINE
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regularly on admission of the patients in 
order to manage them under isolation pre-
cautions.

In recent years, many new hospitals 
have been built in Spain. Most of them are 
incorporating double bed capacity rooms 
with single occupation as the standard of 
patient lodgment. On the other hand old 
and big hospitals possess double and even 
three or four patient rooms.

Some other functions of infection con-
trol (IC) teams include: the management of 
outbreaks, alert and preparedness for new 
threats (SARS, MERScov, Ebola and Zika 
virus, and others), the training of health-
care workers on infection prevention mea-
sures, the development of guidelines at the 
hospital level, and the report of communi-
cable diseases to the Public Health Autho-
rity. As a direct action on patients, IC teams 
perform isolation policies as well as active 
and passive immunization of high-risk pa-
tients attending the institution. Patient sa-
fety and quality management are in some 
hospitals under the leadership of the IC 
teams. Alternatively, IC teams work closely 
with those functional groups.

Strengths and limitations of 
the model and the future
One of the strengths of ours infection con-
trol model is the standardized training for 
preventive medicine medical specialists. It 
includes education on epidemiology, stati-
stical analysis, infection control fundamen-
tals, and research methodology. On the 
other hand, there is no standardized trai-
ning for nurses. PM doctors usually lack 
clinical expertise. Recognition of their 
achievements is often circumvented as ef-
fects of prevention activities go unnoticed. 
The legitimation of their role must be de-
monstrated sometimes under high pressure 
conditions like outbreak investigation and 
control. The financial budget is often limi-
ted, and research and education activities 
are less supported by corporations than 
other highly resource-consuming medical 
specialties. Support from managers is often 
suboptimal, as institutional objectives do 
not usually include enough weighted HH 
and infection prevention activities.

The preventive medicine specialty is 
going to incorporate in the curriculum a 
one to two year period of training in clini-
cal medicine. It is expected that this will 
solve the traditional dichotomy between 

of the hospitals (1). Legal stipulations have 
in some regions enforced public reporting 
of data. In some of those regions, reporting 
data at the hospital level is compulsory for 
surgical site infections (procedures: colon, 
bypass, valve replacement, hip and knee 
prosthesis, cesarean section) and restricted 
to some risk categories. 

Antimicrobial use in Spanish hospitals 
has been increasing linearly for the last 27 
years. In 1990, 33.8% of the hospitalized 
patients received antimicrobials. The rate 
of use has increased to 46.1% in 2016. At 
the same time, the proportion of Staphylo-
coccus aureus methicillin resistance grew 
from 22% in 1993 to more than half of the 
S. aureus infections in the year 2009. Deve-
lopment of hand hygiene programs since 
that year are likely related with the decre-
ase of MRSA between 2009 and 2016 
(38%) (3) (Figure 1). Hand hygiene com-
pliance is a commitment at the national le-
vel. Ministry of Health coordinates with the 
AC the settlement of required performance 
indicators, and many activities have been 
promoted in the past years to improve per-
formance.

Enterobacteriaceae resistant to antimi-
crobials are a problem nowadays in our 
country. While Eschericia coli infections re-
sistant to third generation cephalospospo-
rins (3GC) increased between 1999 and 
2012, since then a slight decrease has been 
observed. On the other hand, the increase 
for Klebsiella pneumoniae accelerated since 
2005 and reached 46% of 3GC resistance 
in 2016. In parallel, 3GC resistance peaked 
in 2012 for E. coli and has not yet reached 
a plateau. For Carbapeneme-resistant 
K. pneumoniae it was as high as 18% in 
2016 (3) (Figure 2). 

Many outbreaks of carbapenemase-
producing Enterobacteriaceae  (CPE) have 
been reported in Spain, and the situation is 
becoming endemic. The most frequent or-
ganism encountered is K. pneumoniae 
(74%), and carbapenemases belongs to the 
OXA-48 (74%), metallo-β-lactamase 
(24%), and KPC (2%) groups. Acquisition 
is nosocomial in 60% and healthcare-as-
sociated in 37% of the cases. Overall, 67% 
of patients harboring CPE develop infec-
tions.(8) 

Active surveillance cultures (ASC) for 
MRSA and other multidrug resistant micro-
organisms is performed mostly on the con-
tacts when a new case is identified. Fur-
thermore, many critical care areas, and 
even admission departments, perform ASC 

public health and the clinical perspective. 
Nurses specialising in infection control are 
in high demand since on many occasions 
nursing personnel do not qualify for the 
specific work they have to perform.

A quick research on the internet for 
HCAI issues in Spanish newspapers reveals 
very few news related to the issue. Although 
media coverage of HH issues is very low, 
incremental cases of patients are filling the 
courts with complaints regarding HCAIs 
and antimicrobial resistance adverse 
events. Spain is among the European coun-
tries with the highest rates for antimicro-
bial resistance and antibiotic consumption 
both at the hospital and community level. 
Antimicrobial resistance awareness in 
health care workers and in the public 
should be raised. The administrative ma-
nagement should support effective actions 
to improve infection control policies and 
antimicrobial stewardship at the hospital 
level.
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Summary
Infection Prevention and Control (IPC) and Hospital Hygiene (HH) have a long tradition 
in Italy since the first half of the last century. Medical doctors post graduated in Hygiene 
and Public Health are commonly those who are expected to run these programmes within 
hospitals and trusts as medical directors. The Italian National Health Service (INHS), which 
was founded 40 years ago, is changing rapidly in the last years, and quality and safety gu-
arantees are some of the major drivers of its evolution. Recently adopted laws, standards 
and indicators on IPC, HH and Antimicrobial Resistance (AMR) have the potential to trigger 
a major improvement in the next years. Nevertheless a common challenge remains the 
reduction of variability in performances within and among regions and the strengthening 
of a national information infrastructure.

Keywords: infection prevention and control (IPC) · hospital hygiene (HH) · antimicrobial re-
sistance

Introduction
Italy has a tradition of hospital hygiene 
(HH) starting in the first part of the 20th cen-
tury, when a national law (1) stated that this 
function was part of the duties of the hos-
pital medical director who was identified 
as a compulsory professional figure for all 
Italian hospitals.

Starting from this law all subsequent 
reforms on hospitals and healthcare orga-
nisations up to now included this function 
within those attributed to a hospital medi-
cal director. 

An Italian specificity is that professio-
nals eligible to serve as hospital medical di-
rector are preferably medical doctors with 
a post graduation degree in Hygiene and 
Public Health, and this has been confirmed 
along the years by all the reforms. 

Within this tradition, the topics which 
are covered in the activities of these profes-
sionals include: 

• infection prevention and control (IPC): 
healthcare associated infections (HAIs) 
prevention and control, reservoirs con-
trol, epidemiological surveillance, 
healthcare workers infections, etc.;

• environmental sustainability: green hos-
pitals, etc.;

• education and training of healthcare 
workers and citizens;

• prevention and control of non infectious 
risks: chemical, radiation, physical (i.e. 
trauma), etc.;

• safety and comfort in healthcare envi-
ronments: microclimate, noise, illumi-
nation, etc.

Most of these activities are performed in 
cooperation and coordination with a large 
number of other professionals, including 
specialist medical doctors, nurses, lab tech-
nicians, engineers, architects, physicists, 
technology experts, maintenance staff, en-
vironmental experts, etc.
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who wanted to provide services for the Ita-
lian NHS. Institutional accreditation in NHS 
became compulsory in 1992 [8], and besi-
des a few essential standards defined at na-
tional level, each region had the opportu-
nity to add further standards and related 
cut-offs which in some cases included also 
IPC and HH aspects. 

In the first decade of this century in re-
lation to the great attention which has been 
put on patient safety issues, many docu-
ments and recommendations have been 
developed in agreement between the Na-
tional Ministry of Health and regional 
healthcare services (http://www.salute.gov.
it/portale/temi/p2_5.jsp?area=qualita&me
nu=sicurezza).

This attention was not specifically fo-
cused on IPC and HH, but the topic was 
mentioned as part of accreditation and qua-
lity and safety issues. 

A major improvement emerged with the 
law emanated in 2015 [9] (D.M. 70/2015), 
which stated a list of standards on buil-
dings, technology, quality and quantity of 
care that each hospital must have in place 
to continue its activities. About patient sa-
fety, the required standards include the pre-
sence of adverse events reporting system, 
the adoption of a procedure for patient 
identification, the routine use of a surgical 
checklist, the presence of a unique therapy 
chart and finally the presence of training 
programmes for all the personnel.

HAIs and antimicrobial resistance 
(AMS) prevention programmes had their 
own standards which included: the pre-
sence of HAI reporting systems, the pre-
sence of a microbiological surveillance, the 
adoption of procedures to ensure the ade-
quacy and efficiency of cleaning, disinfec-
tion and sterilisation, the presence of pro-
tocols for antibiotic prophylaxis and for 
hand hygiene.

Besides these agreed standards for all 
Italian hospitals, regions have a central role 
in defining programmes and requirements 
to implement and monitor them as well as 
to add further requirements within the lo-
cal hospitals.

The current national standards did not 
specify quantity and quality of human and 
technical resources which should be dedi-
cated, but focused only on the presence of 
the program leaving the definition of indi-
cators and related cut offs to be achieved 
at regional level. 

Data on the impact of such a law will be 
available in the near future, and they should 

the systems defining and monitoring Es-
sential Care Levels and related resources; 
the 21 regions and autonomous provinces 
have the responsibility to set up the orga-
nization, to run all activities and to provide 
services to citizens.

Because of these organizations, there 
are differences among regions both in ad-
opted models and resulting performances 
and this is true also in HH and in IPC. Ne-
vertheless, to have a complete picture of 
the Italian NHS on ICP and HH, it is useful 
to explore both the national level with laws, 
recommendations and data (i.e. Ministry of 
Health: www.salute.it; National Institute of 
Health: www.iss.epicentro.it) and the regi-
onal approaches (some examples can be 
seen at Agenas (National Agency For 
Healthcare Regional Services: www.age-
nas.it) or regions like Friuli Venezia Giulia 
(https://egas.sanita.fvg.it) or the Emilia Ro-
magna region (http://assr.regione.emilia-
romagna.it).

Infection Control and 
Prevention and Hospital 
Hygiene
The first national approach to ICP was set 
up in 1985 as a consequence of the SENIC 
study (3) and the evidence it brought about 
the crucial role of organisation in reducing 
and controlling HAIs.

Two bylaws were emanated in those  
years (Circolare Ministeriale n. 52 12/85: 
“Lotta contro le Infezioni Ospedaliere”; Cir-
colare Ministeriale n. 8 1/88: “Lotta contro 
le Infezioni Ospedaliere: la Sorveglianza”) 
[4, 5], and they included the recommenda-
tions: to set up in each hospital an Infection 
Control Team and a dedicated operative 
group with one Infection Control Nurse for 
every 250 beds; to use epidemiological sur-
veillance as a tool to prevent and control 
HAIs. 

Those bylaws remained the only tech-
nical recommendation on this topic for 
many years. 

The state of the art at national level was 
explored by two studies [6, 7], which made 
evident the differences in the way Italian 
hospitals approached IPC and HH. 

Nevertheless, IPC and HH had the op-
portunity to be developed at regional level 
in relation to the increasing attention on 
quality in health services, and specifically 
through the institutional accreditation pro-
cess, which became compulsory for all 
those organisations (public and private) 

According to the size of the hospital/health-
care organisation, the hospital medical di-
rector can be supported by multi-professi-
onal teams.

HH in fact horizontally crosses many 
activities and functions, it implies a multi-
disciplinary approach, it impacts both on 
processes, outputs, outcomes and on costs, 
it is a mix of setting regulations, inspec-
tions, governance, management and pro-
motion of innovation. 

HH professionals besides the technical 
knowledge specific for the discipline should 
be able to interpret different roles in diffe-
rent situations, being able to act both as in-
spectors, supporters, advisors, promoters 
of innovation, etc.

For all these reasons a public health ap-
proach is preferred in Italy, and University 
post graduation schools in Hygiene and Pu-
blic Health (currently 33 distributed all over 
Italy) have these topics in their training cur-
ricula. 

Italian National Health 
Service
To better understand the state of the art of 
IPC and HH in Italy, it is useful to summa-
rise some specificities of the Italian Natio-
nal Health Service (NHS) which was set up 
in 1978 (2).

Actually it ensures that the community’s 
and personal health and care needs (pre-
vention, diagnosis, treatment and rehabili-
tation) are met, regardless of the individual’s 
income, according to a list of Essential Care 
Levels which have to be guaranteed to all 
citizens. 

This list is periodically agreed and up-
dated between national and regional 
governments and the agreement includes 
the amount of economic resources requi-
red to support the implementation. 

Each citizen contributes to the National 
Health Service financing proportionally to 
his/her income; all together these contri-
butions constitute the NHS fund which is 
redistributed to regions through a per ca-
pita annual budget defined according to the 
Essential Care Levels that have to be gua-
ranteed. Regions can increase their own 
budget through local taxation if they want 
to provide more services to citizens. 

The governance of the Italian NHS has 
two levels: the national one, which is res-
ponsible to guarantee the right to health to 
all citizens and to address and coordinate 
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Besides the set up of surveys, this national 
plan is finalised to provide care protocols 
and recommendations for HAI prevention 
and control as well as to develop a system 
to monitor progress at local regional and 
national levels .

IPC and HH existing data and 
experiences 
Although a systematic approach at national 
level on IPC and HH has been set up only 
very recently, in the last decade, Italy was 
actively involved in many projects on HAI-
and AMR surveillance mainly coordinated 
by the ECDC. 

This is the case for the ECDC 2015 sur-
gical site infections (SSI) report, where Italy 
contributed with over 20,000 interventions 
(ranking 4th among all the countries regar-
ding participation) [13], as well as Italy ran-
king third for participation in the ECDC ICU 
survey thanks to a joint action between dif-
ferent existing networks (Gruppo Italiano 
per la Valutazione degli Interventi in Tera-
pia Intensiva – GIViTI; Sorveglianza Pros-
pettica delle Infezioni Nosocomiali in Tera-
pia Intensiva – SPIN-UTI del GISIO-SItI; 
Sorveglianza delle infezioni in terapia in-
tensiva in Emilia-Romagna – SITIER). A to-
tal of 142 ICUs were actively engaged [14]. 

Furthermore, Italy was actively invol-
ved in the ECDC Point Prevalence Survey 
(PPS) in acute hospitals since 2011 and in 
LTCFs (HALT) as well (https://ecdc.europa.
eu/en/healthcare-associated-infections) in 
other European projects such surveys on 
training in HAIs (Training in Infection Con-
trol in Europe – TRICE and TRICE-Imple-
mentation Strategy) [15], and projects on 
antimicrobial consumption (ESAC) and on 
AMR [16].

Local and regional experiences exist 
within the country that are able to approp-
riately face HAI prevention and control as 
well as antimicrobial resistance according 
to recommended standards. Some of these 
good practices can be found within the Eu-
ropean Union Network for Patient Safety 
and Quality of Care (PASQ) catalogue 
(www.pasq.eu).

Finally, at a professional level, there are 
many scientific and professional societies 
that have their main focus on IPC and HH. 
Besides the Italian Society of Infectious Di-
seases (SIMIT www.simit.org), the Italian 
Society of Clinical Microbiologists (AMCLI 
www.amcli.it), the Italian Society of Phar-

take account of the freedom of each single 
region to develop their own models and 
programmes. 

The scenario had a further major 
change early this year with the new law on 
patient safety and professional legal res-
ponsibility [10, 11] (L. 24/2017), approved 
by the Italian parliament. 

In a few words, this new law identifies 
“patient safety” and all these activities as a 
right for citizens and communities and asks 
national, regional and hospital levels to 
have an organised structure dedicated to 
the issue. 

The law introduces other positive as-
pects, such as the institution of an “Obser-
vatory for Patient Safety Good Practices” 
and the “National Centre for Clinical Gui-
delines and Recommendations”, which will 
be supported by scientific professional so-
cieties. Transparency of data to citizens is 
given, but on the other hand, all documents 
related to internal evaluation (i.e. root cause 
analysis etc.) on adverse events cannot be 
used by legal authorities for enquiries and 
for judgements related to litigation issues. 
In all cases, conciliation should be approa-
ched before litigation, insurances for hos-
pitals and single professionals must gua-
rantee in all of the country a minimum set 
of standards, and healthcare professionals 
following recognised guidelines in their cli-
nical and care activity have a reduced res-
ponsibility in case of adverse event.

Although this law is not specifically fo-
cused on IPC, nevertheless it sets up a new 
framework where patient safety program-
mes including IPC have to be managed in 
each hospital and in each healthcare orga-
nisation. 

Finally, at the beginning of November 
2017, the Italian Ministry of Health released 
an agreed national plan 2017–2020 to con-
trast AMR (12). A similar document was la-
cking in the country, and the current aim is 
to improve national and regional perfor-
mance in the prudent use of antibiotics ac-
cording to a “one health“ perspective. This 
new national plan includes, among the 
main goals for 2020, also to set up a natio-
nal HAI surveillance system in which all re-
gions should actively participate. Specifi-
cally, surveillance would include: alert 
organisms, cluster and outbreaks, surgical 
site infections, HAI in intensive care units 
(ICUs), prevalence studies according to 
ECDC protocols in acute hospitals and long 
term care facilities and for surveillance of 
C. difficile infections.

macists (SIFO www.sifoweb.it), the Italian 
Society of Hospital Medical Directors (AN-
MDO www.anmdo.org), which have speci-
fic sections on the topic, a dedicated study 
group on Hospital Hygiene (GISIO) exists 
within the Italian Society of Hygiene and 
Public Health (SItI www.societaitalianai-
giene.org/site/new/index.php/gdl/gisio). 
Moreover, there is an Infection Control 
Nurse Society (ANIPIO www.rischioinfet-
tivo.it), and finally a multidisciplinary soci-
ety totally focused on HAI prevention and 
control (SIMPIOS http://www.simpios.eu).

Future perspectives
Italy has a large number of national and re-
gional databases that contain information 
on the quality and outcomes of healthcare 
and also for HAI and AMR data. Italy 
through some regions also actively contri-
butes to European networks on IPC and 
AMR. Nevertheless, future progress can be 
achieved if Italy better exploits its informa-
tion infrastructure.

Some relevant progress has changed 
the state of the art in the last few years, so 
that policies and plans are now available on 
a national level. Accreditation standards at 
regional and autonomous provinces level 
also progressively include IPC and AMR. 

The challenge is to guarantee a com-
mon approach all over the country, and to 
be more effective and standardised in im-
plementing a prudent use of antibiotics and 
IPC programmes.

This is something crossing all the NHS 
as reported by the recent OECD survey on 
quality in health care where it was stated 
that “regional variations in the health care 
practice and outcomes are significant, ac-
ross regions as well as within them” [17]. 
This is true also in IPC and Hospital Hygi-
ene, and it is now up to the next steps and 
specifically to the recently set up program-
mes and accreditation standards to support 
the quality improvement for all the NHS.

Furthermore, special attention should 
be put on training professionals both in 
their pre and post graduation courses as 
well as in the continuous professional edu-
cation courses. TRICE-IS data and tools 
[15] could be helpful to improve IPC and 
HH training in a coordinated way in Europe. 

Finally,there is room for improvement 
regarding the involvement of patients and 
citizens. One issue at least seems to have 
priority, and it is related to literacy: accor-
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ding to Eurobarometer [18] Italians seemed 
to have a wrong knowledge about anti-
biotics in one of the highest percentage of 
cases within the European Union (88%).

Currently there are data and indicators 
which can be included in a new national in-
formation infrastructure, there are laws, 
plans and policies to address IPC and HH, 
there are professionals able to support the 
programmes as well as experiences which 
could be scaled up; hopefully all this will al-
low to support continuous improvement 
that has to be monitored in order to be 
aware of the progress and to understand if 
the system is working in the right way, or if 
some corrections are needed.
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Summary
In the Netherlands hospital hygiene has played a key role since the 1970s in the hospital set-
ting. One of the most important rewards is that antimicrobial resistances rates are relatively 
low. But issues around resistance will also be the greatest challenge in the coming years.
The Netherlands would like to strengthen their unique situation in Europe in the field of 
infection prevention, not only in hospitals but also in nursing homes.
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The Netherlands has been known for years 
for its MRSA policies of search and dest-
roy. Thanks to that experience, much at-
tention is now paid in hospitals to the en-
tire spectrum of infection prevention. 
Therefore, importance is also ascribed to 
general infection control/hygiene, e.g. 
hand hygiene or management of work 
clothing. But topics such as isolation and 
detection of multiresistant gram-negative 
bacteria (MRGN; Dutch BRMO = bijzonder 
resistente microorganisms) attract parti-
cular attention, too.

To implement these policies, hospitals 
have been obliged since the 1970s to set 
up an Infection Control Commission with 
the task of improving infection prevention 
policies in the hospital. In the meanwhile, 
the first national guidelines have been 
compiled and adopted by the hospitals. 
Following this, the first specialists for in-
fection prevention were also recruited and 
entrusted with compilation of procedural 
rules, assessment of the materials and in-
struments used in the infection prevention 
setting, improvement of patent safety and 

provision of training to hospital personnel 
in hygiene and prevention. 
A new profession designated as “infection 
nurse” was created; this later evolved to 
“hospital infection control officer” and is 
now known as “expert for Infection preven-
tion”.

Soon, training was provided for this 
profession. Currently, there are two trai-
ning centres in the Netherlands for infec-
tion prevention experts. Training is carried 
out in a hospital and training centre. This 
profession is open to nurses and microbio-
logists. Unlike many other countries, this 
profession is not exercised by physicians 
in the Netherlands. 

Currently, every hospital has an Infec-
tion Control Commission and at least one 
expert for infection prevention. Most hos-
pitals have a medical microbiologist who is 
in charge of the infection prevention de-
partment and collaborates with the infec-
tion prevention expert.

In recent years, much attention has also 
been paid in the Netherlands to reducing 
the MRGN rate. Since the 1990s the main 
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In the Netherlands a prevalence study of 
healthcare-associated infection prevention 
is carried out twice yearly in hospitals. All 
infections are investigated, thus assuring a 
good overview on infection occurrence 
within the hospitals. 

Furthermore, there is national reporting 
of postoperative wound infections, with al-
most all hospitals reporting on a number of 
indicator operations. The data are entered 
into a database. This enables individual 
hospitals to benchmark their own perfor-
mance and identify problems. 

The main focus of infection prevention 
in the future will be on antimicrobial resis-
tance development. The Netherlands wants 
to remain an island on which the MRGN ra-
tes are markedly lower than in the neigh-
bouring countries. That applies not just to 
hospitals but, in particular, to nursing ho-
mes too. The latter are currently paying too 
little attention to the increases in resistance 
development expected in the coming ye-
ars. For example, in 2018 a large-scale pre-
valence study is to be carried out in 120,000 
nursing homes to ascertain how many har-
bour ESBL bacteria. 

For the infection prevention expert in 
the Netherlands there is still enough to be 
done to continue and enhance the quite 
unique infection prevention situation in this 
country.

Team investigates whether appropriate 
measures had been taken to control the 
outbreak.

Discussions about MRSA and other out-
breaks in the Netherlands are generally 
very frank. For example, hospitals themsel-
ves usually report MRSA outbreaks to the 
press. This means that the public are also 
informed about the measures planned to 
bring the outbreak under control. 

Thanks to the widespread interest eli-
cited by infection prevention, there are a 
large number of experts working in this 
area in the Netherlands. The VHIG, the pro-
fessional association, has almost 400 ex-
pert members. This means that in every 
hospital there are several experts, even in 
the small hospitals (approx. 250 beds). 
There are 79 hospital organizations with 91 
hospitals in the Netherlands.

A standard that has not yet been enac-
ted into law stipulates that one full-time in-
fection prevention expert is needed per 
5,000 patient admissions to meet person-
nel demands. The patient hospital stay is 
decreasing, hence fewer beds are needed. 
But, on the other hand, the intensity of care 
and treatment as well as the number of ex-
aminations with all risks is increasing. That 
means that the per-bed workload is greater 
for the expert. 

focus has been on MRSA, but now MRGN 
is also in the spotlight.

MRSA policies in the Netherlands have 
hardly changed over the past 20 years. A 
few risk groups at higher risk for MRSA 
have been added. All risk patients are tes-
ted on admission to hospital. In the past, 
these were predominantly patients who had 
been hospitalized in a foreign hospital. Cur-
rently, all persons coming into contact with 
live pigs or broiler chickens or who work in 
the calf-rearing sector are tested for MRSA 
in hospital.

Positive carriers are placed in an isola-
tion room with sluice and, if consistent with 
their underlying illness, receive treatment 
for MRSA eradication.

Likewise, MRGN carriers are isolated 
on admission to hospital. Personnel always 
take protective measures (gown, gloves), 
when such a patient is examined or treated. 
That approach is demanding for patients 
and staff who, nonetheless, aim to prevent 
further spread, and has proved successful 
in practice.

This means that there are relatively few 
MRSA or MRGN outbreaks which spread 
or risk causing care shortcomings due to 
ward closures. There is also mandatory re-
porting of outbreaks. Besides, on receipt 
of such notifications a National Expert 
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Summary
In Europe there is a long story of Infection Prevention and Control (IPC) programmes but 
most of them have been developed only at national level without a common coordination. 
In November 2008 in Berlin, 12 scientific and professional societies involved in IPC decided 
to meet and discuss about existing resources. At the end of this meeting they founded 
the European network to promote infection prevention for patient safety (EUNETIPS) by 
publishing the Berlin declaration. EUNETIPS was conceived not as scientific society but as 
European network that involves scientific and professional societies of European countries. 
This peculiar organisation makes its management more fragile from the structural point of 
view but also allows a valorisation of local history and peculiarities that are key points for 
ensuring a capillary dissemination of quality care actions and programmes to all European 
citizens. Nowadays EUNETIPS gathers about 30 scientific societies that represent over 
9,000 healthcare professionals and 21 countries and develops programmes and activities 
that support IPC and patient safety activities sustaining the necessity to face these prob-
lems in a common European dimension that should not consider political borders but the 
geographical ones. Considering the status of network, the core elements of EUNETIPS 
for the dissemination of the knowledge, experience and programmes are the website  
(www.eunetips.eu) that contains documents, videos and other training material freely 
accessible by all users, and the newsletter that is sent quarterly to all the members.

Keywords: Infection Prevention and Control (IPC) · EUNETIPS 

Background
In Europe there is a long story of Infection 
Prevention and Control (IPC) and there are 
many programmes and scientific societies 
that have the purpose of promoting it. In 
most of these cases, IPC programmes and 
scientific societies have been developed 
only at national level without a coordination 
that could make them synergistic and ho-
mogeneous. This lack of coordination is 
due to the existing specificities and diffe-
rences in the European countries that led 
to develop different models of healthcare 
management. European healthcare sys-
tems differ not only in history and organi-

sational models, but also in terms of quan-
tity and type of facilities, staff availability, 
diagnostic and therapeutic tools and access 
to health services. These differences still 
exist even if, from the beginning of this cen-
tury, the European Union and the European 
office of the World Health Organization 
(WHO) have promoted programmes aimed 
at reducing the differences in patient safety. 

IPC programmes are one of the most 
recognised, shared and consolidated pro-
grammes for patient safety; a considerable 
role in this process has been played by the 
European Union that has created the pre-
conditions for a more uniform, systematic 
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and standardised management of the pro-
blem by funding several projects such as 
Improving Patient Safety in Europe (IPSE), 
Hospital in Europe Link for Infection Con-
trol Surveillance (HELICS) and European 
Surveillance on Antimicrobial Consumption 
(ESAC). The launch of the European Centre 
for Disease Control and Prevention (ECDC) 
in 2005 has also allowed the unification of 
the different programmes, giving a com-
mon direction and coordination to surveil-
lance, training and management of epide-
mic events related to healthcare associated 
infections (HAIs). At the same time, in a 
global scenario, the WHO has promoted 
since 2009 the “Save lives: clean the 
hands” campaign (1), which supports IPC 
programmes through targeted actions and 
tools in all European countries. A funda-
mental step for sustaining patient safety 
as well as prevention and control of HAIs 
was the publication of the 2009/C151/01 
European Council Recommendation (2). 
This document and the subsequent (3) 
ones created the preconditions to make 
patient safety and IPC a high priority issue 
in all agendas of European Union mem-
bers. To further strengthen attention on 
this topic, European Union through ECDC, 
WHO, Organization for Economic Co-ope-
ration and Development (OECD) and many 
other actors recently sustained the neces-
sity to adopt programmes for promoting 
an appropriate use of antibiotics and re-
ducing the spread of antimicrobial resis-
tance in close correlation with IPC pro-
grammes (4–6).

The birth of EUNETIPS
With the diffusion of international and Eu-
ropean programmes, European healthcare 
professionals involved in IPC and patient 
safety perceived that the national borders 
had given limitations of their own activities. 
It was clear, especially during the debates 
in international meetings, that Europe was 
characterised by the presence in each sin-
gle country of multiple scientific societies, 
whose experiences were focused on HAIs. 
This background of positive experiences 
and good practices rarely crossed the nati-
onal borders to be discussed, shared and 
spread on a larger scale. The main prob-
lems were the language difficulties (English 
is not spoken by all yet) and the lack of a 
consolidated network of contact. The only 
opportunities for comparison were limited 
to the attendance of international conferen-

Table 1: Berlin declaration

Premise:

We scientific and professional societies working in infection prevention for patient 
safety, identify the following key challenges in Infection Prevention in Europe: 

1. Patient safety
• Different infection prevention approaches throughout Europe
• Patient and staff movement through Europe
• Compliance with Infection prevention activities and education

2. Public health implications of 
• individual clinical interventions 
• national/regional policies

3. Networking
• Exchange experiences and knowledge
• Defining priorities for action or research?

Statement 1:

We as scientific and professional societies working in infection prevention for pati-
ent safety in Europe want to promote:
• Activities to prevent and control infection risks including patients and staff mo-

vement throughout Europe;
• Engagement of politicians, caregivers and individuals in addressing public 

health implications, challenges and opportunities related to infection prevention;
• Exchange of experiences and harmonization of activities both for professionals 

and “customers”;
• Be an active partner in promoting patient safety in Europe.

Statement 2:

We strongly believe that Infection prevention needs:
• A Europe wide approach;
• Greater involvement of and collaboration between:

o Politicians/governments,
o Infection prevention societies,
o Public health, academic, education and research institutions,
o Health care organizations,
o Insurance companies,
o Patients and customer organizations,
o Industries.

• Networking within infection prevention professional communities with collegiate 
approaches:
o Competencies,
o Education,
o Advice and support.

• Particular emphasis on:
o Behavioural change,
o Evidence based intervention and practices,
o Basic hygiene issues,
o Proactive identification of emerging issues, measuring the impact of inter-

ventions to reduce HCAI’s 

Statement 3:

We are convinced that a “European network to promote infection prevention for 
patient safety”, recognising and making the most of all single member societies, 
will enhance fundamental support for infection prevention and patient safety 
throughout Europe. 
All European scientific and professional societies with interest in infection preven-
tion and control in healthcare are invited to join and participate in the network.
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ces or meetings and the engagement in 
specific European projects. This situation 
implicated the loss of experience, know-
ledge, scientific and professional culture. 
The development of a common platform 
across all European actors to promote and 
facilitate the exchange of knowledge, ex-
perience and the promotion of mutual trai-
ning opportunities could be a useful tool to 
improve competencies and skills of profes-
sionals and to sustain patient safety and 
quality of care in Europe.

On these premises in November 2008 
in Berlin, 12 scientific and professional so-
cieties involved in IPC decided to meet and 
reflect about existing resources; from this 
meeting emerged a clear agreement about:

• the epidemiological relevance of HAIs 
in Europe, also considering the freedom 
of movement of professionals and citi-
zens, especially at the European Union 
level;

• the importance of linking this IPC to the 
broader topic of patient safety;

• the necessity to face these problems in 
a common European dimension that 
should not consider political borders but 
the geographical ones.

The subsequent step was to set the most 
appropriate organisational structure to pur-
sue the common goals; the choice was not 
to create a further European scientific so-
ciety, but to set up a permanent European 
network that allows to share existing nati-
onal experiences and support their disse-
mination.

The premises on which this network was 
based were:

• to respect and consider history, tradi-
tions, activities and specificities of exis-
ting scientific and professional societies;

• to let each country evolve according to 
its own characteristics, respecting the 
local specificities;

• to maintain contacts, share initiatives 
and experiences and promote common 
projects;

• to ensure mutual support to address cri-
tical issues and specific needs;

• to be more effective in supporting IPC 
activities at different levels (regional, na-
tional and international);

• to obtain a suitable space in media, in 
public opinion and in scientific context;

• to provide to the European Union, ECDC, 
international institutions and all stake-
holders a broad network to support pro-
grammes and ensure competence, trai-
ning channels and information feed- 
backs.

Sharing this vision, the 12 scientific socie-
ties in Berlin in November 2008 founded the 
European network to promote infection pre-
vention for patient safety (EUNETIPS) by 
publishing the Berlin declaration (Table 1) 
and launching the process that led to the for-
mal establishment of the network. The ap-
proval of the statute was done on October 
12th, 2011 during the joint conference of the 
Italian Multidisciplinary Society for the Pre-
vention of Infection in Health Organizations 
(SIMPIOS) and the International Federation 
of Infection Control (IFIC) held in Venice.

EUNETIPS in the present
Nowadays EUNETIPS, albeit it is a young 
network, is becoming a landmark in the Eu-
ropean and international overview of IPC 
and antimicrobial stewardship; about 30 
scientific societies have joined the network 
representing over 9,000 healthcare profes-
sionals and 21 countries (Figure 1). EUNE-
TIPS is in contact with European Union in-
stitutions and agencies and with the 
European Society of Clinical Microbiology 
and Infectious Diseases (ESCMID), moreo-
ver since January 2017 EUNETIPS is part 
of the WHO Global Infection Prevention and 
Control Network (GIPCN). EUNETIPS is 
coordinated by eight people, the board is 
currently chaired by Silvio Brusaferro; 
twice a year all the national representatives 
meet to define guidelines and coordinate 
programmes. EUNETIPS does not organise 
national or international conferences but 
actively promotes the organisation of spe-
cific congressional sections within events 
promoted by its own members. In this per-
spective, the current choice is not to ask a 
fee for joining the network but to use re-
sources of the member societies for bearing 
the costs of activities.

The core elements of EUNETIPS are the 
website (www.eunetips.eu) and the news-
letter that is sent to the members quarterly; 
all the relevant information (including 
newsletters) about EUNETIPS is available 
on the site, which is the real pivot of all ac-
tivities and it is freely accessible by all 
users. The website contains:

• a list of national conferences with inter-
national sessions co-organised by EU-
NETIPS;

• a rich set of educational videos produ-
ced by the EUNETIPS members and 
freely downloadable by users;

• the presence of relevant HAIs-related 
documents produced at national, Euro-
pean and international level;

• the profile of EUNETIPS members.

Other activities are the promotion of studies 
and position papers among members fo-
cused on analysing the European situation 
and stimulating the improvement of stan-
dards and performances; an example is the 
recent article about a process to identify 
priorities for HAIs prevention and control 
in European countries with limited resour-
ces, published on the Journal of Hospital 
Infection (8).

In addition, to maintain a constant link 
between the scientific societies, another 

Figure 1: Map of the European countries with at least one society in EUNETIPS

Countries with at least one society in EUNETIPS

Luxemburg

Malta
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key element is the sustaining of the relati-
onships with European and international 
institutions and agencies that support ini-
tiatives for enhancing IPC and antimicro-
bial stewardship programmes.

EUNETIPS 2018 goals
EUNETIPS wants to involve more scientific 
and professional societies, paying particu-
lar attention to European countries that are 
not yet part of the network. At the same 
time EUNETIPS will continue to maintain 
relationships with European agencies and 
organisations that have a strategic impor-
tance to support the strategies for impro-
ving patient safety and IPC. Supporting, 
improving and feeding the website is a pri-
ority, as well as making it more accessible.
Specific goals for the year 2018 are:

1. promoting appropriate antibiotics use, 
which is one of the most important is-
sues of public health for addressing ef-
fectively the spread of resistance to an-
tibiotics in bacteria. In this context, 
EUNETIPS strongly supports the sha-
ring of best practices, guidelines and 
other tools, moreover EUNETIPS parti-
cipated actively in the “European anti-
biotic awareness day” (7) held on No-
vember 18th 2017;

2. promoting the use of indicators as es-
sential element of public health pro-
grammes: in this area, EUNETIPS aims 
to carry out European-level surveillance 
on the presence and dissemination of 

specific indicators for measuring qua-
lity in the prevention and control of 
HAIs;

3. sustaining the training of healthcare 
workers on prevention and control of 
HAIs, which is recognised as essential 
step in all programmes, from the early 
stages of professional training. The aim 
is to define a European consensus on 
core competencies for IPC which must 
necessarily be included in the cultural 
background of medical and nursing de-
grees;

4. promoting the adhesion to hand hygi-
ene and supporting WHO programmes.

Conclusions
EUNETIPS is a new European reality that 
is strongly growing together with the atten-
tion to patient safety and quality of care. 
EUNETIPS was built as network, this pecu-
liarity on one hand, makes its management 
more fragile from the organisational point 
of view. On the other hand, it allows a valo-
risation of local history and peculiarities 
that are key points for ensuring a capillary 
dissemination of quality care actions and 
programmes to all European citizens.

The website (www.eunetips.eu) is the 
pivot of this experience, as well as the 
newsletters that come out periodically. 
Contributions from the scientific societies 
and their partners are welcome and desi-
red (better if in addition to the original lan-
guage, with an English translation or at 
least with a brief abstract in English): from 

the simple report of international sessions 
in conferences to training material and 
other documents developed in their own 
reality. The exchange of visions, materials 
and information is certainly one of the most 
important contributions to ensure safe and 
quality care for all citizens in Europe.
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