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The harmonisation of training programmes for infec-
tion control and hospital hygiene (IC/HH) professionals 
in Europe is a requirement of the Council recommenda-
tion on patient safety. The European Centre for Disease 
Prevention and Control commissioned the ‘Training 
Infection Control in Europe’ project to develop a con-
sensus on core competencies for IC/HH professionals 
in the European Union (EU). Core competencies were 
drafted on the basis of the Improving Patient Safety 
in Europe (IPSE) project’s core curriculum (CC), eval-
uated by questionnaire and approved by National 
Representatives (NRs) for IC/HH training. NRs also 
re-assessed the status of IC/HH training in European 
countries in 2010 in comparison with the situation 
before the IPSE CC in 2006. The IPSE CC had been used 
to develop or update 28 of 51 IC/HH courses. Only 10 of 
33 countries offered training and qualification for IC/
HH doctors and nurses. The proposed core competen-
cies are structured in four areas and 16 professional 
tasks at junior and senior level. They form a reference 
for standardisation of IC/HH professional competen-
cies and support recognition of training initiatives.   

Introduction
There has been an increase in prevention and control 
activities in the field of infection control and hospital 
hygiene (IC/HH) in recent years owing to an increased 
awareness of patient safety and the considerable 

burden of healthcare-associated infections (HAIs) [1]. 
While this strengthens the role of IC/HH professionals 
[2], the process has not always been accompanied by a 
commensurate increase in the resources for IC/HH pre-
vention and control [3]. Many reports have documented 
a shortage of qualified IC/HH doctors and IC/HH nurses 
[4-7], and there are large differences among European 
countries in the qualifications required to work as an 
IC/HH professional [8]. The need to guarantee health-
care quality standards throughout Europe, including for 
IC/HH, has been further stressed by the approval of the 
European Union (EU) directive on cross-border patient 
mobility [9]. In addition, topics such as patient safety, 
quality improvement, continuing professional develop-
ment and risk management have become increasingly 
important and should be part of the content of contem-
porary IC/HH training programmes [2,10-12].

In 2006, a European survey organised by the Improving 
Patient Safety in Europe (IPSE) project [8] indicated a 
lack of national IC/HH training programmes and of 
professional profiles for IC/HH practitioners in many 
European countries. Experts from the IPSE project and 
representatives of the European Society of Clinical 
Microbiology and Infectious Diseases (ESCMID) sub-
sequently developed a European core curriculum for 
training of IC/HH professionals across Europe [8].
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In July 2008, at the end of the IPSE project, its activi-
ties were transferred to the European Centre for 
Disease Prevention and Control (ECDC) in Stockholm. 
In 2009, considering the importance of continued 
support to national IC/HH training programmes and 
the opportunity to build further on the outputs of 
IPSE, ECDC issued an open call for tender (i) to evalu-
ate the use of the European core curriculum devel-
oped by IPSE in European countries and reassess the 
needs for IC/HH training in these countries, (ii) to 
set up a network for IC/HH training, and (iii) to pro-
pose a strategy for further support to IC/HH train-
ing in EU/EEA Member States (publication reference 
OJ/2009/06/16-PROC/2009/027).

The contract was awarded to the Training in Infection 
Control in Europe (TRICE) project under the coordina-
tion of the University of Udine, Italy. The TRICE project 
explored the state of the art of training IC/HH profes-
sionals in Europe, evaluated the European core curricu-
lum together with experts from participating countries, 
and proposed an agreed list of core competencies to 
guide the standardisation of training of European IC/
HH professionals [13].

The aim of this paper is to report the evolution of the 
status of European IC/HH activities and practitioners 
between 2006 and 2010 and the finalisation of the 
agreed European IC/HH core competencies.

Methods
The TRICE project was carried out between January and 
September 2010 and had two stages: a questionnaire-
based survey, followed by a face-to-face consultation. 
Member States of the EU, the European Economic Area 
(EEA) and EU candidate countries were invited by ECDC 
to participate and were asked to designate a national 
representative (NR) specifically for the project.

The NR who responded to the questionnaire were nomi-
nated by the governments of each country. They were 
either doctors or nurses and chosen according to a 
profile defined by ECDC, as part of the project. In this 
profile it was clearly explained that the NRs had to con-
tribute to the survey reporting the national state of the 
art on the topic and that they were to interact with all 
relevant infection control leads and other appropriate 
professionals in their country.

The 30 countries (33 respondents) included all EU 
Member States (Austria, Belgium, Bulgaria, Croatia (at 
the time a candidate country), Cyprus, Czech Republic, 
Denmark, Estonia, Finland, France, Germany, Greece, 
Hungary, Ireland, Italy, Latvia, Lithuania, Luxembourg, 
Malta, the Netherlands, Poland, Portugal, Romania, 
Slovakia, Slovenia, Spain, Sweden, the United Kingdom 
(UK) (England, Northern Ireland, Scotland and Wales 
provided separate answers), one EEA country (Norway) 
and one EU candidate countries (Turkey). The IPSE 2006 
survey lacked the participation of Cyprus, Greece, and 
Romania.

NRs had to be national experts on IC/HH, as they were 
required to document their national situations, collect 
data, complete questionnaires, and comment upon and 
approve TRICE documents. However, only nine of the 33 
respondents were the same person as the one who had 
completed the IPSE 2006 questionnaire. For this rea-
son, NRs were asked to validate data with other profes-
sionals in their country before returning the completed 
TRICE questionnaire. To facilitate this process, answers 
to the 2006 IPSE questionnaire were sent to the NRs 
together with the TRICE questionnaire. NRs were asked 
to contact, in case of need, IC/HH training coordinators 
in their country to ensure that replies were representa-
tive for the country.

Development of the core competencies for 
IC/HH professionals in the EU comprised 
the following activities:
•	 Re-assessment by questionnaire of the existence of 

national programmes and courses for IC/HH train-
ing and of the current status and profile of IC/HH 
professionals. Countries were asked, where possi-
ble, to compare their situation in 2010 with that in 
2006 (as evaluated by the IPSE project);

•	 Submission to the NRs of the European core curricu-
lum for training of IC/HH practitioners developed 
by IPSE, together with a proposal for stratifying 
the core competencies in the curriculum into differ-
ent levels of expertise (essential, intermediate and 
advanced level);

•	 Discussion through working groups and final gen-
eral consensus of results and views at a meeting of 
NRs on 21 to 22 June 2010 in Udine (Italy); valida-
tion and approval by all the NRs and meeting par-
ticipants of a draft of these results and views;

•	 Development of a final document on these core com-
petencies, approved by the NRs.

 
As European countries have several different defini-
tions, interpretations and reference frameworks rel-
evant to competencies, the term ‘competency’, agreed 
by NRs, was defined as: ‘the proven ability to use 
knowledge, skills and personal, social and/or meth-
odological abilities, in work or study situations and in 
professional and personal development’ [14].

The questionnaire was based on the previous IPSE 
project. It included instructions on how to fill in the 
responses, definitions of terms and relevant references 
to the IPSE project. Possible misinterpretations of the 
questions were addressed during data validation at 
a meeting of the NRs in June 2010. A pilot study was 
performed before launching the questionnaire. All data 
were individually validated by NRs twice before finalis-
ing the analysis, first to confirm that the questionnaire 
had been filled in and the answers had been discussed 
at the workshop meeting and again for the draft of the 
final report including tables and figures.
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Data from the IPSE 2006 and the TRICE 2010 surveys 
were entered in a database and analysed with SPSS 
version 11 (IBM SPSS Statistics New York, United 
States). Data were compared with the chi-squared test 
accepting a value of p ≤ 0.05 as statistical significant. 
To compare the ranking of the tasks performed by IC/
HH professionals between the two surveys by degree 
of responsibility (responsible or contributor), we calcu-
lated the Spearman’s rank correlation coefficient.

Results
From 2006 to 2010, the number of countries with a 
national curriculum or programme for IC/HH training of 
doctors and nurses increased from 10 of 31 responding 
countries to 19 of 33 responding countries for doctors 
(Figure 1A and B), and from 17 of 31 to 21 of 33 coun-
tries for nurses (Figure 1C and D).

For IC/HH nurses, continuous training by professional 
bodies was required in 11 of 33 countries, a univer-
sity degree in eight countries and IC/HH specialty was 
required in 10 countries for nurses to play a leading 
role in IC/HH. From 2006 to 2010, there was a slight 
increase in the number of universities taking a lead-
ing role in IC/HH training both for doctors and nurses 
(Table 1).

More than two thirds (22/30) of European countries 
reported that at least one training course was avail-
able for IC/HH professionals, with 51 courses reported 
in total. Twenty-three of the 51 courses were run every 
year, six were run every second year, and for the 
remaining courses the frequency was not reported.

Courses provided a post-graduate diploma (where the 
country recognises this title for professionals) for 25 of 

Figure 1
Presence of a national curriculum or programme for training of infection control and hospital hygiene doctors and nurses 
in European countries, 2006 (IPSE; 31 countries) and 2010 (TRICE; 33 countries)

Luxembourg
Non-visible countries

A. For IC/HH doctors, IPSE, 2006

C. For IC/HH nurses, IPSE, 2006 D. For IC/HH nurses, TRICE, 2010

B. For IC/HH doctors, TRICE, 2010

No
Not answered
Not included in the survey

Yes (at national or professional level)

Malta

Luxembourg
Non-visible countries

Malta
Luxembourg

Non-visible countries

Malta

Luxembourg
Non-visible countries

Malta

IC/HH: infection control and hospital hygiene; IPSE: Improving Patient Safety in Europe; TRICE: Training needs assessment in Infection Control 
in Europe.
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Table 1
Type of degree or learning leading to infection control/hospital hygiene qualification for doctors and for nurses in European 
countries, 2006 (IPSE; 31 countries) and 2010 (TRICE; 33 countries)

Type of degree or learning leading  
to IC/HH qualificationa

Number (percentage) of countries with characteristics for
Doctors Nurses

2006 (n=31) 2010 (n=33) 2006 (n=31) 2010 (n=33)
IC/HH specialty 4 (13%) 4 (12%) 10 (32%) 10 (30%)
IC/HH sub-specialty 2 (6%) 5 (15%) 1 (3%) 0 (0%)
Continuous training (government) 3 (10%) 5 (15%) 3 (10%) 4 (12%)
Continuous training (professional bodies) 12 (39%) 10 (30%) 11 (35%) 11 (33%)
Board certification 3 (10%) 3 (9%) 3 (10%) 3 (9%)
University degree 6 (19%) 9 (27%) 5 (16%) 8 (24%)
Other NA 1 (3%) NA 1 (3%)
Question not answered 12 (39%) 10 (30%) 8 (26%) 8 (24%)

IC/HH: infection control and hospital hygiene; IPSE: Improving Patient Safety in Europe; NA: not available; TRICE: Training needs assessment 
in Infection Control in Europe.

a More than one answer allowed.

Figure 2
Existing infection control and hospital hygiene training courses based on the European core curriculum developed by IPSE 
in 2006, as assessed by TRICE survey in 2010

IC/HH: infection control and hospital hygiene; IPSE: Improving Patient Safety in Europe; TRICE: Training needs assessment in Infection Control 
in Europe.

Luxembourg
Malta

No
Future plans to consider the European 
core curriculum developed by IPSE

Non-visible countries

Not answered
Not included in the survey

Yes or partially
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the 51 courses, and a post-graduation certification (in 
those countries where there is no formal recognition of 
the IC/HH profession) for 13 courses. Thirteen courses 
did not report a formal recognition.  Nineteen of the 
51 courses were recognised by the Ministry of Health 
and/or a State Agency, 23 by universities, and four by 
professional chambers (this list includes eight courses 
that are recognised by two institutions). The duration 
of the training was 100 hours or less in eight courses; 
101 to 200 hours in six courses, 201 to 300 hours in 15 
courses, 300 hours or more in eight courses, and one 
or more years in 13 courses, one course did not report 
the duration. Remarkably, 28 training courses reported 
in 2010 that they had considered the European core 
curriculum developed by the IPSE project and three of 
these courses provided distance learning programmes 
(Figure 2).

The questionnaire also explored the professional sta-
tus of IC/HH doctors and IC/HH nurses (Table 2) with 
respect to the presence of a job description, profes-
sional profile definition and official recognition of an 
IC/HH degree. For IC/HH doctors, there was a slight 
increase in the percentage of countries reporting a job 
description from 11 of 31 in 2006 to 17 of 33 countries 
in 2010 (p = 0.20) and a significant increase in the per-
centage of countries that provided a professional pro-
file definition from 18 of 31 countries in 2006 to 28 of 
33 countries in 2010 (p < 0.05). However, the official rec-
ognition of the IC/HH degree did not increase between 
2006 and 2010 and remained low at 16 of 33 countries 
for doctors and 19 of 33 for nurses (Table 2).

IC/HH teams were defined within a national programme 
or regulation in 27 of 33 countries in 2010, compared 
with 21 of 31 countries in 2006. IC/HH doctors and IC/
HH nurses were confirmed as the most represented 
professionals in the IC/HH team (Table 3).

The initial specialisation (educational background) of 
IC/HH doctors was mostly microbiology, reported by 
28 of 33 countries in 2010, followed by infectious dis-
eases in 17, epidemiology in 11, public health in nine 
and hygiene in seven of the 33 countries.

The most frequently reported initial specialisation 
for registered nurses before IC/HH specialisation for 
nurses was graduated/certified nurse in 28 of 33 coun-
tries, followed by intensive care nurse in six, operat-
ing theatre nurse in six, anaesthesiology nurse in three 
and other specialised nursing background in five coun-
tries. The level of seniority required to become an IC/
HH nurse was a minimum of three year of experience 
after qualification in 22 of the 33 countries, followed 
by being a senior head nurse in 10 countries.

Table 2
Characteristics of the professional status (job description, professional profile and official recognition) of infection control/
hospital hygiene doctors and nurses in European countries, 2006 (IPSE; 31 countries) and 2010 (TRICE; 33 countries)

Characteristics of professional status
Number (percentage) of countries with characteristics for

IC/HH doctors IC/HH nurses
2006 (n=31) 2010 (n=33) 2006 (n=31) 2010 (n=33)

Presence of job description 11 (36%) 17 (52%) 19 (61%) 23 (70%)
Presence of a professional profile definition 18 (58%) 28 (85%) 22 (71%) 27 (82%)
Presence of official recognition by the degree of 
IC/HH for doctors and nurses (any)a 13 (42%) 16 (49%) 20 (65%) 19 (58%)

    Official recognition by health care authorities 10 (32%) 11 (33%) 18 (58%) 14 (42%)
    Official recognition by universities 2 (7%) 4 (12%) 3 (10%) 5 (15%)
    Official recognition by professional bodies 4 (13%) 8 (24%) 7 (23%) 8 (24%)

IC/HH: infection control and hospital hygiene; IPSE: Improving Patient Safety in Europe; TRICE: Training needs assessment in Infection Control 
in Europe.

Considered in the Table are only 30 countries that answered both surveys (2006 and 2010) in 2010. 
a More than one answer allowed.

Table 3
Healthcare professionals included in the infection control 
and hospital hygiene team in European countries, 2006 
(IPSE, 21 countries) and 2010 (TRICE, 27 countries)

Healthcare professionalsa

Number (percentage) of countries
with characteristics for

2006 (n=21) 2010 (n=27)
IC/HH doctors 21 (100%) 27 (100%)
IC/HH nurses 20 (95%) 26 (96%)
Laboratory technicians 4 (19%) 6 (22%)
Environmental technicians 1 (5%) 3 (9%)
Data managers 2 (10%) 1 (3%)
Administrative support 10 (48%) 9 (33%)
Other 0 (0%) 6 (22%)

IC/HH: infection control and hospital hygiene; IPSE: Improving 
Patient Safety in Europe; TRICE: Training needs assessment in 
Infection Control in Europe.

a More than one answer allowed.
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The TRICE project also reassessed the tasks for which 
IC/HH doctors are responsible or to which they contrib-
ute in their day-to-day practice. The most frequently 
reported tasks or areas of responsibility for IC/HH doc-
tors in 2010 were: outbreak identification and investi-
gation, analysis and feedback of IC/HH data and the 
development of an IC/HH programme and work plan 
(Table 4).

The most frequently reported tasks or areas of respon-
sibility for IC/HH nurses in 2010 were: training of 
hospital employees in IC/HH and the elaboration 
and implementation of IC/HH procedures (Table 5). 
Although some significant differences in the individual 
tasks existed between 2006 and 2010, there was a 
strong correlation of the ranking of tasks by degree of 
responsibility (responsible or contributor) between the 
two surveys (Spearman’s correlation coefficient 0.78, 
p < 0.001).

Besides the traditionally recognised tasks for IC/HH 
doctors and nurses, it appeared that the discipline of 

IC/HH was expanding, with the inclusion of new com-
ponents such as quality and risk management.

Evaluation and finalisation of the core 
competencies
The results of the evaluation of the IPSE core compe-
tencies were discussed at a meeting of the NRs in June 
2010. During this meeting, some changes to the IPSE 
core competencies were agreed and it was decided to 
recommend only two categories because the interme-
diate-level category (see Methods) was used by the 
NRs less frequently than the two other categories when 
evaluating individual competencies and was consid-
ered too complex. Hence, two main levels of practice 
for IC/HH training and professional development were 
agreed as follows:

Introductory level (junior specialist): newly appointed 
IC/HH staff member with little or no previous 
experience;
Expert level (senior specialist): IC/HH professionals 
who are confident and experienced, who use reasoning, 

Table 4
Tasks for which infection control/hospital hygiene doctors played a role as responsible persons and or as contributors, 
European countries, 2006 (IPSE, 31 countries) and 2010 (TRICE, 33 countries)

Grade of responsibility Task
Number (percentage) of countries 

reporting task
2006 (n=31) 2010 (n=33)

Responsible

Identification and investigation of outbreaks 21 (68%) 30 (91%)
Analysis and feedback of IC/HH data 21 (68%) 25 (76%)
Elaboration of an IC/HH programme, workplan and projects 19 (61%) 24 (73%)
Management (implementation, follow-up, evaluation) of an IC/HH 
programme, workplan and projects 20 (65%) 23 (70%)

Design of a surveillance system 15 (48%) 22 (67%)
Elaboration of IC/HH procedures 16 (52%) 22 (67%)
Management (implementation, follow-up, evaluation) of HAI surveillance 15 (48%) 21 (64%)
Providing expertise in IC/HH policy 16 (52%) 21 (64%)
Training of hospital employees in IC/HH 15 (48%) 20 (61%)
Audits and performance evaluation of organisations and parts of them 15 (48%) 19 (58%)
Research 13 (42%) 17 (52%)
Implementation of IC/HH procedures 12 (39%) 17 (52%)
Antibiotics policy 14 (45%) 17 (52%)

Contributor

Quality management 21 (68%) 25 (76%)
Elaboration of healthcare procedures 18 (58%) 23 (70%)
Risk management 21 (65%) 23 (70%)
Clinical management of infected or at-risk patients 12 (39%) 22 (67%)
Contributing to  building renovation plans NA 21 (64%)
Contribution to construction and design of healthcare buildings NA 20 (61%)
Prescription of antibiotics 12 (39%) 19 (58%)
Employee health 15(48%) 19 (58%)
Implementation of healthcare procedures 17 (55%) 19 (58%)
Selection of supplies or products used in the hospital NA 19 (58%)

HAI: healthcare-associated infections; IC/HH: infection control and hospital hygiene; IPSE: Improving Patient Safety in Europe; NA: not 
available; TRICE: Training needs assessment in Infection Control in Europe.

Only the tasks reported by at least 50% of countries in 2010 are mentioned.
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critical thinking, reflection and analysis to inform 
their assessment and decision making and are able to 
develop and implement new solutions to problems.

The final agreed ‘core competencies for infection con-
trol and hospital hygiene professionals in the European 
Union’ are available from the ECDC website [13] and 
are organised in four areas (programme management, 
quality improvement, surveillance and investigation of 
HAI, and IC/HH activities) and 16 domains, each with 
core competencies for a junior and a senior specialist. 
Table 6 summarises the structure of the document.

In this context it is necessary to stress that the speci-
fication was for IC/HH specialists in acute care hos-
pitals and that the core competencies were similar 
for IC/HH nurses and IC/HH doctors, including those 
competencies relating to antimicrobial stewardship 
because of the increasing numbers of prescribing 
nurses in European countries and their greater strate-
gic involvement.

Discussion
The TRICE project has provided data for a compre-
hensive overview of the characteristics, training for 
professionals, tasks and related core competencies 
for European IC/HH professionals in 2010. It will also 

inform future trend analyses, as almost all countries 
have reported their current situation. The decision to 
use the questionnaire on core competencies that was 
used by the IPSE project in 2006, enabled us to evalu-
ate the progress of European countries between 2006 
and 2010. In particular, our results showed that IPSE 
initiatives and the European core curriculum developed 
by the project IPSE already had an impact on the crea-
tion of new national curricula for IC/HH training, on 
the definition of professional profiles, in particular for 
IC/HH doctors, and on the development or adaptation 
of the content of new or existing courses in European 
countries. Nevertheless, well-defined qualifications, 
standardised training pathways and agreed competen-
cies for IC/HH professionals were still lacking in 2010. 
A critical point is that, in 2010, almost half of the coun-
tries still did not have an official recognition of qualifi-
cations for an IC/HH doctor or an IC/HH nurse.

The professional backgrounds of IC/HH doctors and IC/
HH nurses in European countries were homogeneous, 
which should make the process of harmonisation of 
training programmes achievable. IC/HH doctors were 
most commonly trained in microbiology, followed by 
infectious diseases, hygiene and public health. In 28 
of 33 countries, IC/HH nurses had a minimum of three 
years of experience as a graduated/certified nurse.

Table 5
Tasks for which infection control/hospital hygiene nurses played a role as responsible persons or as contributors, European 
countries, 2006 (IPSE, 31 countries) and 2010 (TRICE, 33 countries)

Grade of responsibility Task
Number (percentage) of countries 

reporting task
2006 (n=31) 2010 (n=33)

Responsible

Training of hospital employees in IC/HH 18 (58%) 24 (73%)
Elaboration of IC/HH procedures 18 (58%) 23 (70%)
Implementation of IC/HH procedures 18 (58%) 21 (64%)
Procedures for disinfection of medical devices 13 (42%) 21 (64%)
Management (implementation, follow-up, evaluation) of an IC/HH 
programme, workplan and projects 14 (45%) 19 (58%)

Audits and performance evaluation of organisations and parts of them 14 (45%) 18 (55%)
Identification and investigation of outbreaks 13 (42%) 18 (52%)

Contributor

Risk management 22 (71%) 17 (52%)
Quality management 22 (71%) 23 (70%)
Design of a surveillance system 18 (58%) 23 (70%)
Employee health 14 (45%) 21 (64%)
Elaboration of healthcare procedures 20 (65%) 21 (64%)
Research 17 (55%) 20 (61%)
Implementation of healthcare procedures 17 (55%) 19 (58%)
Clinical management of infected or at risk patients 14 (45%) 18 (55%)
Providing expertise in IC/HH policy 14 (45%) 17 (52%)
Work organisation in clinical units 10 (32%) 17 (52%)

IC/HH: infection control and hospital hygiene; IPSE: Improving Patient Safety in Europe; TRICE: Training needs assessment in Infection Control 
in Europe.

Only the tasks reported by at least 50% of countries in 2010 are mentioned.
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More than 80% of the respondents reported that a def-
inition of the Infection Control Team existed in national 
programmes or regulations. The professionals most 
frequently included were doctors and nurses that were 
the focus of the survey. In future projects it would be 
useful to explore more in detail also the role of other 
professionals engaged in the infection control team.

The type of degree or learning to become an IC/HH spe-
cialist remained heterogeneous among European coun-
tries. This reinforces the need for common standards 
for the training of IC/HH professionals. In this context, 
our proposal for European core competencies for IC/HH 
professionals in the European Union [13] is expected to 
promote the standardisation of the competencies of IC/
HH professionals in Europe and the design and imple-
mentation of training courses according to different 
national contexts and to facilitate the mutual recogni-
tion of competencies across Europe. It further serves as 
an opportunity for IC/HH professionals to review their 
own performance and plan their professional develop-
ment and for healthcare institutions and organisations 
to evaluate their needs in terms of professional human 
resources and to evaluate the performance of the exist-
ing IC/HH professionals.

European core competencies are useful for countries 
without a national curriculum or programme to pro-
mote new training initiatives for IC/HH professionals 

according to European standards. For other countries, 
European core competencies represent an opportu-
nity to identify gaps in their curricula and to organise 
IC/HH according to the different levels of expertise. 
These European core competencies will thus act as a 
point of reference for the development of IC/HH train-
ing initiatives and harmonisation of these courses and 
qualifications.

Professional competency grows in a continuum, where 
the speed and the completeness depend on several 
parameters. Under certain circumstances, these com-
petencies will have to be developed very quickly. This 
will depend on many variables such as the expecta-
tion that IC/HH doctors or nurses will chair an IC/HH 
committee at an agreed time after appointment, on 
how long there have been IC/HH doctors or nurses in 
a country, on whether adequate resources are avail-
able (e.g. administrative support), on the presence and 
need to interact with audit/patient safety departments, 
and on IC/HH team members’ aptitudes, preferences 
and previous experiences. For example, some new 
IC/HH professionals may have acquired considerable 
management experience and transferable skills from 
previous positions in other specialties before embark-
ing upon their IC/HH career.

The proposed core competencies for IC/HH profession-
als in the European Union were developed in 2010. 
Since this date, the North American Certification Board 

Table 6
Core competencies for infection control and hospital hygiene professionals in the European Union, by area and domain, 
2010

Area Domain Number of 
competencies

Programme management
Elaborating and advocating an infection control programme 7
Management of an infection control programme, workplan and projects 20

Quality improvement

Contributing to quality management 4
Contributing to risk management 2
Performing audits of professional practices and evaluating performance 9
Infection control training of employees 5
Contributing to research 2

Surveillance and Investigation of  
healthcare-associated infections

Designing a surveillance system 8
Managing (implementation, follow-up, evaluation) a surveillance system 9
Identifying, investigating and managing outbreaks 7

Infection control activities

Elaborating infection control interventions 14
Implementing infection control procedures in healthcare 5
Contributing to reducing antimicrobial resistance 8
Advising appropriate laboratory testing and use of laboratory data 3
Decontamination and sterilisation of medical devices 4
Controlling environmental sources of infections 2

IC/HH: infection control and hospital hygiene; IPSE: Improving Patient Safety in Europe; TRICE: Training needs assessment in Infection Control 
in Europe.

Only the tasks reported by at least 50% of countries in 2010 are mentioned.
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of Infection Control and Epidemiology (CBIC) has pub-
lished a proposal for a conceptual model including four 
specific domains that represent the areas for future 
development of competencies: leadership, infection 
prevention and control, technology and performance 
improvement and implementation science [15]. This 
model does not conflict with the European approach, 
although it proposes an intermediate level (profi-
ciency) between the expert and the novice. Such an 
intermediate level was considered by the NRs but was 
rejected as they expected that it may add confusion 
to the already heterogeneous situation in Europe. The 
TRICE two-level approach was considered more effec-
tive to promote standardisation of IC/HH training, and 
it takes into account the important diversity of dura-
tion and content of the existing IC/HH training courses 
in Europe. Furthermore, all participants to the TRICE 
agreed that a minimum of competencies for junior/
introductory level was useful for both organisations 
and professionals and acting as a platform for per-
sonal and professional development.

The NRs also recommended that the proposed core 
competencies for IC/HH professionals in the European 
Union [13] should be seen as stages of a journey with 
a distinction between the two main categories (jun-
ior specialist/introductory level and senior specialist/
expert level). They should be useful for the produc-
tion of tools aimed at helping the development of IC/
HH training courses. The introductory level should be 
considered appropriate for those involved in all tech-
nical/common tasks and responsibilities, whereas the 
expert level should apply to professionals with expe-
rience of political challenges or with new, complex, 
unusual or unexpected situations. The proposed core 
competencies should address the design of training 
courses developed preferably according to the Bologna 
process for standardisation of credits and recogni-
tion and to the standards proposed by the European 
Association for Quality Assurance in Higher Education 
[16], and they should be owned by those involved as 
trainers in these courses.

Conclusion
Based on the findings of the TRICE project, we consider 
that Europe is moving toward acknowledgement and a 
higher priority for HAI prevention and control. There is 
nevertheless room for improvement, especially in the 
recognition of the IC/HH degree for IC/HH profession-
als and in the standardisation and mutual recognition 
in Europe of the IC/HH training initiatives.

The future impact of the core competencies for IC/HH 
professionals in the European Union [13] will depend 
on (i) the existence of validated IC/HH training courses 
designed and delivered to enable the acquisition of 
these competencies, (ii) the widespread recognition 
that IC/HH doctors and IC/HH nurses need these com-
petencies to ensure that a hospital IC/HH programme 
meets its goals and agreed deliverables, (iii) the exist-
ence of a sustained strategy ensuring that the core 

competencies are updated and reviewed at European 
level and owned and adopted by those running the 
training courses and (iv) the sustained coordination of, 
and support for  a network for IC/HH training in Europe 
that will ensure the long-term commitment of institu-
tions to the programmes.

Finally, while training of IC/HH professionals should 
become a priority for European countries, more empha-
sis should also be given to basic training in IC/HH in 
nursing schools and in medical universities. Ensuring 
that all healthcare personnel has received such basic 
training before starting their professional activity 
would certainly contribute to further improvement in 
the quality of healthcare throughout Europe. 
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