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Florence Nightingale (1820-1907) is considered the 
first infection control (IC) nurse.1 Her work with the epi­
demiologist William Farr in England was one of the first 
examples in history demonstrating the effectiveness of 
close collaboration between IC nurses and hospital epi­
demiologists. Another very important European contribu­
tion to the science of IC was that of Ignaz F. Semmelweis of 
Vienna, Austria, who demonstrated in 1847 the impact of 
hand antisepsis on cross-infection and maternal death from 
puerperal fever.1 

Readers may have noticed that many of the articles 
in the January issue are from countries outside the United 
States. This was not the result of any effort of the editors to 
cluster international contributions, but rather a simple 
chance event that reflects the increasing number of quality 
submissions from international authors. 

In the United States, landmark studies by Haley et al2 

in the 1970s triggered the rapid evolution of IC in the clini­
cal setting. Ongoing surveillance of nosocomial infections 
(NIs) then was initiated and was stimulated further when 
IC and surveillance activities were mandated by the Joint 
Commission for the Accreditation of Healthcare 
Organizations. The implementation of diagnosis-related 
groups added a financial incentive to reduce the incidence 
of NIs. 

In contrast, routine surveillance and large-scale trials 
to limit the incidence of NIs were not performed in Europe 
in the 1970s. IC efforts in Europe and other countries rely 
primarily on the microbiology laboratory and hospital 
hygiene. IC often is not mandatory. Most hospitals outside 
the United States still are reimbursed based on a fee for ser­
vice or on days of hospitalization. Therefore, these coun­
tries lack financial incentives to reduce NI rates. However, 

morbidity and mortality associated with NIs are well-
recognized problems in non-US countries. In Europe, the 
rapidly evolving healthcare system awaits changes such as 
those observed in the late 1980s in the United States that 
will add a financial incentive to combat NIs. 

Human and financial resources allocated to IC have 
increased markedly in Western Europe. In Germany, a 
national reference center for NIs was created in the early 
1990s (Nationales Referenzzentrum fur Krankenhaus-
hygiene in Berlin and Freiburg). The Netherlands relies on 
a sophisticated network for IC linking all teaching hospi­
tals. In Belgium, the Institut Scientifique de la Sante 
Publique Louis Pasteur provides scientific support for hos­
pital epidemiology activities. Moreover, the Association 
Beige pour l'Hygiene Hospitaliere (IC nurses) and the 
Groupement pour le Depistage, l'Etude et la Prevention des 
Infections Hospitalieres (IC doctors) are working together 
to conduct surveillance and promote IC nationwide. 

A first national study of the prevalence of NIs in the 
United Kingdom was conducted in 1980. An audit coordi­
nated by the Public Health Laboratory Service in Colindale 
(London) and funded by the Department of Health was 
conducted from 1993 to 1994 with the objectives of devel­
oping a national database and IC practice guidelines that 
could be used by National Health Service, private, and vol­
untary hospitals. Local surveillance and control of NIs is 
the current practice in the United Kingdom. A recent 
report by a combined working party could be given as an 
example of a trend toward a global and nationwide 
approach to IC.3 Currently, the Nosocomial Infection 
National Surveillance Scheme (NINSS) is being estab­
lished by the Public Health Laboratory Service to develop 
surveillance of NI in the health service.4 
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EDITORIAL 19 

In 1992, the Comite Technique National de 
l'lnfection Nosocomiale divided France into five large geo­
graphical areas for the coordination of IC activities. A 
national prevalence study of NIs has been conducted. 
Surveillance networks for surgical-site infections, intensive-
care-unit-acquired infections, or control of multiresistant 
organisms were developed, and national IC guidelines have 
been issued. These examples illustrate trends in Western 
Europe; many other examples could have been cited. 

As of the end of the 1990s, most countries in Western 
Europe have guidelines for the prevention of NIs and a rec­
ommendation for IC nurse and physician ratios based on 
hospital size (Table). Strategies and resources to prevent 
NIs differ between countries. Many hospitals rely on writ­
ten guidelines for IC; some are available on the Internet. 
Only a few hospitals perform ongoing surveillance for NIs 
similar to that of US hospitals that are linked with the 
National Nosocomial Infection Surveillance (NNIS) System 
of the Centers for Disease Control and Prevention, Atlanta, 
Georgia. Prevalence studies are preferred, primarily due to 
limited resources. Repetitive prevalence surveys common­
ly are used to assess the importance of NIs and the impact 
of IC.3839 Large, multicenter, multinational prevalence stud­
ies have been conducted, in particular in intensive-care 
units.40,41 The European Prevalence of Infection in 
Intensive Care study40 showed a linear relationship 
between the prevalence of NIs in critical care and mortali­
ty. It became clear that the prevalence of NIs in Western 
Europe was very similar to that observed in the United 
States. However, Europe lacks a centralized entity such as 
the NNIS System, where data are collected, analyzed, and 
reported in a standardized fashion. 

National and international meetings provide further 
evidence for the rapidly evolving activities and importance 
of IC outside the United States. Examples in Europe 
include, in particular, internationally recognized meetings 
of the Hospital Infection Society in the United Kingdom and 
the International Conference on the Prevention of Infection 
in France. The European Society for Clinical Microbiology 
and Infectious Diseases is heading several study groups 
and collaborative surveys of NIs and IC. Finally, training 
programs for IC practitioners are available in several coun­
tries, and participation is mandatory in some. 

Infection control has evolved rapidly outside the 
United States and Europe over the last decades. In Canada, 
the Canadian Nosocomial Infection Surveillance Program 
provides assistance and funding to some 20 hospitals to con­
duct collaborative surveillance studies on NIs around the 
country; a series of IC guidelines have been developed by 
the Laboratoire Canadien de Lutte Contre les Maladies 
(http://hwcweb.hwc.ca/hpb/lcdc/hp_eng.htlm). As recent­
ly stated,42 substantial progress has been made in recent 
years to improve IC in hospitals in countries with limited 
resources, including national initiatives in Asia and Latin 
America. Reductions in NI rates have been observed follow­
ing the implementation of surveillance and control programs 
in some Latin America institutions. Efforts to develop uni­
form and global IC strategies still are needed. 
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FIGURE 1. Trends in methicillin-resistant Staphylococus aureus (MRSA) sur­
veillance activities—International Networks for the Study and Prevention of 
Emerging Antimicrobial Resistance (INSPEAR) project. In 1998, a question­
naire survey of MRSA surveillance and control activities was conducted 
among INSPEAR hospitals. The data presented are preliminary (as of August 
1998) and summarize results obtained from 52 hospitals (teaching hospi­
tals, 73%; public hospitals, 85%) in Argentina, Austria, Belgium, Brazil, 
Bulgaria, China, Croatia, Czech Republic, France, Germany, Greece, Italy, 
Poland, Romania, Spain, Switzerland, The Netherlands, Tunisia, the United 
Kingdom, and the United States). Types of MRSA surveillance and control 
activities varied widely among INSPEAR hospitals. For further information 
regarding the INSPEAR project, contact H. Richet, MD, at hmr3@cdc.gov. 

International collaboration outside the United States 
frequently is hampered by different legal regulations, term 
and case definitions, microbiological methods (many 
European countries define their own break points for sus­
ceptibility testing) and, last but not least, different lan­
guages. In Europe, the European Union provides a com­
mon field for transnational collaboration and uniform regu­
lation. Politically, France, Germany, and the United 
Kingdom have new center-left governments that might 
facilitate international collaboration in infectious diseases 
andlC. 

The data we report are derived mostly from pub­
lished material. However, even excellent work is not 
always published or is published in journals difficult to 
obtain or to read in the native language. Experiences in the 
study of antimicrobial resistance, antibiotic use, and IC in 
several parts of the world—and in Eastern Europe in par­
ticular—are reported infrequently in the English peer-
reviewed literature. Furthermore, large networks are 
being created within Europe or including European hospi­
tals: eg, European Community Nosocomial Infection 
Survey,43 EURO.NIS; Hospitals in Europe Link for 
Infection Control Through Surveillance, HELICS; and 
European Antimicrobial Resistance Surveillance System, 
EARSS. There is a large body of evidence for the growing 
importance of IC activities worldwide. Secular trends in 
methicillin-resistant Staphylococcus aureus surveillance 
activities in several continents nicely illustrate these trends 
(Figure 1). 

Long before the United States became one of the 
leading countries in NI control and prevention, several 
European journals already covered issues associated with 
IC. Examples are publications such as Zentralblatt fur 

g 1992 1993 1994 1995 1996 1997 1998 

a. 
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FIGURE 2. Proportion of international contributions to Infection Control and 
Hospital Epidemiology, 1992 to 1998. 
* Submissions as of October 1, 1998. Accepted submissions may have been 
published in the year of submission or thereafter. 

Mikrobiologie und Hygiene, first issued in 1894, Journal of 
Hygiene (Cambridge) in 1938, and the Journal of Hospital 
Infection (London) in 1980. The increasing number of non-
US contributions to Infection Control and Hospital 
Epidemiology in the last 7 years (Figure 2) reflects the 
growing scientific interest around the globe in problems 
dealing with NIs, as well as trends towards increasing use 
of epidemiological tools to control infections. Articles in 
this issue are from Australia, Belgium, Brazil, China, Israel, 
The Netherlands, Pakistan, Switzerland, and the United 
States; one is a fascinating report of an outbreak of nosoco­
mial malaria in a country that has had no malaria for 
decades—a paradigm for the internationalization of IC. 

Much has been learned in Europe from US-based 
research. US researchers have learned—or may learn— 
from experience outside the United States; examples might 
include antibiotic control, as pioneered in Scandinavian 
countries; selective digestive decontamination to reduce 
endogenous infections in high-risk critically ill patients; or 
more widespread use and promotion of hand antisepsis 
rather than conventional hand washing to prevent cross-
infections, as suggested by Semmelweis in 1847. As we 
enter an exciting future of fruitful worldwide collaboration 
for infection control, Infection Control and Hospital 
Epidemiology will continue to provide an excellent interna­
tional platform to exchange information, in which the fate 
of a contribution is determined by quality and not by coun­
try of origin. 
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